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11 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

ROSTER OF MEMBERS OF THE VARIOUS BOARDS OF MEDICAL
EXAMINERS OF THE STATE OF NORTH CAROLINA

FIRST BOARD
JAMES H. DICKSON, Wilmington 1859-18Gt)
CHARLES E. JOHNSON, Raleigh 1859-lb(ia
CALEB WINSLOW, Hertford 1859-1H06
OTIS F. MANSON, Townsville 1859-1866
WILLIAM H. McKEE, Raleigh 1859-1866
CHRISTOPHER HAPPOLDT, Morganton 1859-1860
J. GRAHAM TULL. New Bern 1859-18G6
SAMUEL T. IREDELL, Secretary 1859-1866

SECOND BOARD
N. J. PITTMAN, Tarboro 1866-1 872
E. BURKE HAYWOOD, Raleigh 1866-1872
R. H. WINBORNE, Edenton 1866-1872
S. S. SATCHWELL, Rocky Point 1866-1872
J. J. SUMMERELL, Salisbury 1866-1'^72
R. B. HAYWOOD, Raleigh 1866-1872
M. WHITEHEAD, Salisbury 1866-18(iS
J. F. SHAFFNER, Salem 1868-1 872
WILIJAM LITTLE, Secretary. 1866-186?
THOMAS F. WOOD, Secretary, Wilmington 18671S72

THIRD BOARD
CHARLES J. O'HAGAN. Greenville 1872-1S7S
W. A. B. NORCOM, Edenton 1872-1878
C. TATE MURPHY, Clinton 1872-1878
GEORGE A. FOOTE, Warrenton 1872-1 S78
J. W. JONES, Tarboro 1872-1878
R. L. PAYNE, Lexington 1872-1878
CHARLES DUFFY, JR., Secretary, New Bern 1872-1878

FOURTH BOARD
PETER E. HINES, Raleigh 1878-1 8S4
THOMAS D. HAIGH, Fayetteville 1878-18S4
GEORGE L. KIRBY, Goldsboro 1878-10S4
THOMAS F. WOOD, Wilmington 1878-li584
JOSEPH GRAHAM, Charlotte.. 1878-1884
iROBERT I. HICKS, MMlliamston 1878-1880
2RICHARD H. LEWIS, Raleigh 1880-1884
HENRY T. BAHNSON, Secretary, Salem 1878-1884

FIFTH BOARD
WILLIAM R. WOOD, Scotland Neck 1884-1890
AUGUSTUS W. KNOX, Raleigh 1884-1890
FRANCIS DUFFY. New Bern 1884-1890
PATRICK L. MURPHY, Morganton 1884-1890
WILLIS ALSTON, Littleton 1884-1860
J. A. REAGAN, Weaverville 1884-1890
W. J. H. BELLAMY, Secretary, Wilmington 1884-lSoO

SIXTH AND SEVENTH BOARDS
R. L. PAYNE, JR., Lexington 1890-1892
GEORGE W. PUREFOY, Asheville 1890-1892
GEORGE G. THOMAS, Wilmington 1890-1894
ROBERT S. YOUNG. Concord 1890-1894
WILLIAM H. WHITEHEAD, Rocky Mount - 1890-1890
GEORGE W. LONG, Graham 1890-1890
L. J. PICOT, Secretnry, Littleton 1890 1890
JULIAN M. BAKER, Tarboro 1892-1898
H. B. WEAVER, Secretary, Asheville - 1892-189S
^J. M. HAYS, Greensboro 1894-1897
*KEMP P. BATT1,E, JR., Raleigh 1897-1900

^Resigned before expiration of term.

^Elected for unexpired term of Dr. Hicks.

^Died before the expiration of his term.
^Elected to serve unexpired term of Dr. Hays.



ROSTER OF MEMBERS BOARD MEDICAL EXAMINERS IX

iTHOMAS S. BURBANK, Wilmington loo«"loon
2WILLIAM H. H. COBB, Goldsbom .^ ^^. |«Qfi1«n^
iRICHARD H. WHITEHEAD, Chapel Hill -

!on^!nn^
3J. HOWELL WAY, Secretary, Waynesville lon^ ,. ,

DAVID T. TAYLOE. Washington _ Jon- ,n!o
THOMAS E. ANDERSON. Secretary, Statesville

Jo^o In o
^ALBERT ANDERSON, Wilson -

Joociono
*EDWARD C. REGISTER, Charlotte lnnn'i?no
^THOMAS S. McMULLAN, Hertford Jnnn'Jmw
*JOHN C. WALTON..- - 1900-1902

EIGHTH BOARD

A. A. KENT, Lenoir ,-..
J^n!'Jon«CHARLES O'H. LAUGHINGHOUSE, Greenville J??^"!^^^

M. H. FLETCHER. Asheville Jn"^" ono
JAMES M. PARROTT, Kinston -

I^noJnna
J. T. J. BATTLE. Greensboro l^^^rnr^o
FRANK H. RUSSELL, Wilmington ,^L"^"}'^^?
iGEORGE W. PRESSLY, Secretary, Charlotte 1902-I'.)n()

EG. T. SIKES, Secretary, Grissom 1906-1908

NINTH BOARD

LEWIS B. McBRAYER. A.«heville 1908-191

1

JOHN C. RODMAN. Washington 1908-1914

WILLIAM W. McKENZIE, Salisbury ,.1908-1914

HENRY H. DODSON. Greensboro - 1908-1914

JOHN BYNUM. Winston-Salem 1908-1911

J. L. NICHOLSON, Richlands 1908-1914

BENJ. K. HAYS, Secretary, Oxford 1908-1 91

!

TENTH BOARD

ISAAC M. TAYLOR. Morganton 1914-102O

JOHN Q. MYERS. Charlotte 1914-1920

JACOB F. HIGHSMITH, Fayetteville 1914-1920

MARTIN L. STEVENS, Asheville 1914-1P20

"CHARLES T. HARPER, Wilmington 1914-1915

'EDWIN G. MOORE, Elm City 1913-1920

8J0HN G. BLOUNT, Washington 1914-102.'>

HUBERT A. ROYSTER, Secretary, Raleigh 1914-1920

ELEVENTH BOARD
LESTER A. CROWELL, Lincolnton 1920-1020

WILLIAM P. HOLT, Duke 1920-192G

J. GERALD MURPHY, Wiiniington - 1920-1926

LUCIUS N. GLENN. Gastonia - 1920-1926

CLARENCE A. SHORE. Raleigh 1920-19J!;

WILLIAM M. JONES. Greensboro 1920-1920

KEMP P. B. BONNER, Secretary, Morehead City 1920-1920

TWELFTH BOARD
J. K. PEPPER. President, Winston-Salem 1926-1932

T. W. M. LONG, Roanoke Rapids - 1926-1932

W. HOUSTON MOORE. Wilmington 1926-1932

W. W. DAWSON. Grifton 1926-1932

PAUL H. RINGER. Asheville - 1926-1932

FOY ROBERSON. Durham - 1926-1932

JOHN W. McCONNELL, Secretan% Davidson 1926-1932

^Resigned before the expiration of his term.
^Elected to serve the unexpired term of Dr. Burbank.
^Elected to serve the unexpired term of Dr. V/hitehead.
^Elected for short term expiring in 1902.
''Elected to serve the unexpired tern, of Dr. Pres.sly.

^Died before the expiration of his term,
fElected to serve the unexpired term of Dr. Harper.
sDied a few months before the expiration of his term; such a short time that the

vacancy was not filled.

NOTE: In 1890 the Medical Society of the State of North Carolina adopted the plan )f

electing members of the Board in such a manner that the terms would expire at difl'eient

intervals of two years. This practice was followed for twelve years, or until 1902, when
the plan was abandoned; an equivalent of two legal terms of six years each. It is evident
that the Society arranged to abandon the policy as early as 1898, as two members were
elected for short terms, and two years later two other members were elected for still

shorter terms. It is therefore impossible to separate the sixth and seventh Boards, since
the ineuibership was overlapping.



THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

ROSTER OF MEMBERS NORTH CAROLINA STATE BOARD OF HEALTH
FROM ORGANIZATION IN 1877 TO 1928

Name

S. S. Satchwell, M.D., President
Thomas F. Wood, M.D., Secretary
Joseph Graham, M.D
Charles Duffy, Jr., M.D
Peter E. Hines, M.D
George A. Foote, M.D—
S. S. Satchwell, M.D., President
Thomas F. Wood, M.D., Secretary
Charles J. O'Hagan, M.D., President.
George A. Foote, M.D
Marcellus Whitehead, M.D
R. L. Payne, M.D
H. G. Woodfln, M.D
A. R. Ledeux, Chemist
William Cain, Civil Engineer
R. L. Payne, M.D
M. Whitehead, M.D., President
J. M. Lyle, M.D
William Cain, Civil Engineer
W. G. Simmons, Chemist
J. W. Jones, M.D., President
John McDonald, M.D
S. H. Lyle, M.D
W. G. Simmons, Chemist
Arthur Winslow, Civil Engineer
R. H. Lewis, M.D
Thomas F. Wood, M.D., Secretary
William D. Milliard, M.D
Arthur Winslow, Civil Engineer
W. G. Simmons, Chemist
J. H. Tucker, M.D
R. H. Lewis, M.D., Secretary
H. T. Bahnson, M.D., President
Arthur Winslow, Civil Engineer
W. G. Simmons, Chemist
J. H. Tucker, M.D
J. L. Ludlow, Civil Engineer
J. H. Tucker, M.D
F. P. Venable, Ph.D., Chemist
J. L. Ludlow, Civil Engineer
J. A. Hodges, M.D
J. M. Baker, M.D
J. H. Tucker, M.D
F. P. Venable, Ph.D. Chemist
J. L. Ludlow, Civil Engineer
Thomas F. Wood, M.D., Secretary*
George G. Thomas, M.D., President..

S. Westray Battle, M.D
W. H. Harrell, M.D
John Whitehead, M.D
W. H. G. Lucas
F. P. Venable, Ph.D., Chemist
John C. Chase, Civil Engineer
R. H. Lewis, M.D., Secretary
W. P. Beall, M.D
W. J. Lumsden, M.D
John Whitehead, M.D
W. H. Harrell, M.D
W. P. Beall, M.D
R. H. Lewis, M.D., Secretary :....

F. P. Venable, Ph.D., Chemist
John C. Chase, Civil Engineer ,

Charles J. O'Hagan, M.D
John D. Spicer, M.D
J. L. Nicholson, M.D. -

R. H. Lewis, M.D., Secretary
A. W. Shaffer, Civil Engineer
Charles J. O'Hagan, M.D
J. L. Nicholson, M.D
Albert Anderson, M.D
R. H. Lewis, M.D., Secretary

Address

Rocky Point
Wilmington
Charlotte
New Bern
Raleigh
Warrenton
Rocky Point
Wilmington
Greenville
Warrenton
Salisbury
Lexington
Franklin
Chapel Hill
Charlotte
Lexington
Salisbury
Franklin
Charlotte
Wake Forest
Wake Forest
Washington
Franklin
Wake Forest
Raleigh
Raleigh
Wilmington
Asheville
Raleigh
Wake Forest
Henderson
Raleigh
Winston
Raleigh
Wake Forest
Henderson
Winston
Henderson
Chapel Hill
Winston
Fayetteville
Tarboro
Henderson
Chapel Hill
Winston
Wilmington
Wilmington
Asheville
Williamston
Salisbury
White Hall
Chi pel Hill
Wilmington
Raleigh
Greensboro
Elizabeth City
Salisbury
Williamston
Greensboro
Raleigh
Chapel Hill
Wilmington
Greenville
Goldsboro
iRichlands
Raleigh
Raleigh
Greenville
Richlands
Wilson
Raleigh

Appointed by

State Society
State Society
State Society
State Society
State Society _

State Society
State Society _

State Society _

State Society
State Society
State Society
State Society _

Gov. Z. B. Vance...
Gov. Z. B. Vance...
Gov. Z. B. Vance..
State Society
State Society
Gov. T. J. Jarvis
Gov. T. J. Jarvis
Gov. T. J. Jarvis
State Society
State Society
Gov. T. J. Jarvis
Gov. T. J. Jarvis
Gov. T. J. Jarvis
State Board of Healtii
State Society
State Society
Gov. A. M. Scales
Gov. A. M. Scales
Gov. A. M. Scales
State Society
State Society

Scales..

Scales..
Fowle..
Fowle..

Gov. A. M
Gov. A. M. Scales
Gov. A. M. Scales
Gov. A. M
Gov. D. G,
Gov. D. G
Gov. D. G. Fowle
State Society
State Society
Gov. T. M. Holt ....

Gov. T. M. Holt ....

Gov. T. M. Holt ....

State Society
State Board of Healtii
State Society
State Society
State Board of Health
Gov. Elias Carr
Gov. Elias Carr
Gov. Elias Carr
Gov. Elias Carr
Gov. Elias Carr
Gov. Elias Carr
State Society
State Society
Gov. Elias Carr
Gov. Elias Carr
Gov. Elias Carr
Gov. Elias Carr
Gov. D. L. Russell.
Gov. D. L. Russell.

Gov. D. L. Russell.
Gov. D. L. Russell
Gov. D. L. Russell
Gov. D. L. Russell
Gov. D. L. Russell
Gov. D. L. Russell
Gov. D. L. Russell

Term

1877 tol87H
1877 to 18-'8

1877 to 187S
1877 to 1S78
1877 toldTfe
1877 to 187,S

1878 to 1884
1878 to 18.S t

1878 to 1882
1878 to 1382
1878tolS80
1878 to 1880
1878 to 1880
1878 to 1880
1878 to 1880
1881 to 1887
1881 to 1884
1881 to 1883
1881 to 18b:5

1881 to 1883
1883 to 188ft

1883 to 1889
1883 to 1885
1883 to l-iSS

1883 to 1886
1884 to 1886
1885 to I8s7
1885 tOl8!)l
1885 to 1891
1885 to 1837
1885 to 1887
1887 to 1883
1887 to l!-i?8

1887 to 1883
1887 to 1889
1888 tOlSiU
1888 tolSSJl
1888 to 1891
1889 to 1S!':J

1889 to 1892
1889 to 1893
1891 to 18ii;!

1891 to 1893
1891 to 1892
1891 to 1897
1892 tol8^7
1891 to 1895
1892 to 1895
1893 to ISO 1

1893 to 1895
1893 to 1895
1893 to 189.-

1893 to 1895
1894 to 1897
1895 to 1897
1895 to 1897
1895 to 1897
189i5 tol897
1895 to 1897
1895 to 1897
1897 to 1899
1897 to 1899
1897 to 1899
1897 to 1899
1897 to 1890
1899 to 1901
1899 to 1901
1899 to 1901
1899 to 1901
1899 to 1901

*Died in 1892, leaving a five-year unexpired term, which was filled by the Board.



ROSTER OF STATE BOARD OF HEALTH

MEMBERS STATE BOARD OF HEALTH—Continued

Name

President-George G. Thomas, M.D.

S. Westray Battle, M.D •

H. W. Lewis, M.D._
H. H. Dodson, M.D
R. H. Lewis, M.D., Secretary

W. P. Ivey, M.D •.• — -

George G. Thomas, M.D., President

Francis Duffy, M.D
J. L. Ludlow, Civil Engineer

S. Westray Battle, M.D -

H. W. Lewis, M.D
W. H. Whitehead, M.D
J. L. Nicholson, M.D
J. L. Ludlow, Civil Engineer

J. Howell Way, M.D
W. O. Spencer, M.D
George G. Thomas, M.D., President...

Thomas E. Anderson, M.D
R. H. Lewis, M.D -

E. C. Register. M.D
David T. Tayloe, M.D
James A. Burroughs, M.D.^

J. E. Ashcraft, M.D
J. L. Ludlow, Civil Engineer
J. Howell Way, M.D., President

W. O. Spencer, M.D
Thomas E. Anderson, M.D -..--.-

Charles O'H. Laughinghouse, M.D
R. H. Lewis, M.D
Edw. J. Wood, M.D
A. A. Kent, M.D.2
Cyrus Thompson, M.D
Fletcher R. Harris, M.D
J. L. Ludlow, Civil Engineer...-

J. Howell Way, M.D., President

E. C. Register, M.D.i
Thomas E. Anderson, M.D
Charles O'H. Laughinghouse, M.D
Fletcher R. Harris, M.D.^.

A. J. Crowell, M.D -

Chas. E. Waddell, C.E.<

Cyrus Thompson, M.D -

R. H. Lewis, M.D
E. J. Tucker, D.D.S
J. Howell Way, M.D., President
A. J. Crowell, M.D
James P. Stowe. Ph.G
D. A. Stanton, M.D
Thomas E. Anderson.M.D
Charles O'H. Laughinghouse, M.D."-..

Cyrus Thompson. M.D
D. A. Stanton, M.D -

H. Lewis, M.D.i

J. Tucker, D.D.S
S. Rankin, M.D.* -
E. McDaniel
Chas. C. Orr

R.
E.
W.
L.
Dr.

Address

Wilmington
Asheville
Jacksoni
Milton
Raleig'h
Lenoir
Wilmington
New Bern
Winston
Asheville
Jackson
Rocky Mount
Richlands
Winston
Waynesville
Winston
Wilmington
Statesville
Raleigih
Charlotte
Washington
Asheville
Monroe
Winston-Salem
Waynesville
Winston-Salem
Statesville
Greenville
Raleigh
Wilmington
Lenoir
Jacksonville
Henderson
Winston-Saleni
Waynesville
Charlotte
Statesville
Greenville
Henderson
Charlotte
Asheville
Jacksonville
Raleigh
Roxboro
Waynesville
Charlotte
Charlotte
High Point
Statesville
Greenville
Jacksonville
High Point
Ualeigh
Roxboro
Charlotte
Jackson
Asheville

Appointed by Term

State Society
State Society
State Society
State Society
Gov. C. B. Aycock.
Gov. C. B. Aycock.
Gov. C. B. Aycock.
Gov. C. B. Aycock.
Gov. C. B. Aycock.
State Society
State Society
State Society
Sta'te Socioly
Gov. C. B. Aycock
Gov. R. B. Glenn....

Gov. R. B. Gleni...
State Society
State Society
Gov. R. n. Glenn....

Gov. R. n. Glenn....

State Society
State Society
State Board of Health
ov. W. W. Kitchin.
ov. W. W. Kitchin

Gov. W. W. Kitchin
State Society
State Society
Gov. Locke Craig
Gov. Locke Craig
State Society
State Society
State Board of Health
Gov. Locke Craig
Gov. T. W. Bickett.
Gov. T. W. Bickett.
State Society
State Society
State Society
Gov. T. W. Bickett I

Gov. Cameron Morrisonl
State Society
Gov. T. W. Bickett
Gov. T. W. Bickett
Gov. Cameron Morrison
Gov. Cameron Morrison
Gov. Cameron Morrison
State Board of Health
State Society
State Society
State Society
State Society
Gov. A. W. McLean
Gov. A. W. McLean
State Board of Health
State Board of Health
iGov. A. W. McLean

1899 to 1001

1899 to 1901
1899 to l!M»l

1899 to 1901
1901 to 190T
1901 to ICn-r

1901 to 1903
1901 to 1903
1901 to 1901
1901 to 1907
1901 to 1:>07

1901 to 1005
1901 fo 1903
1903 to 1909
1905 to 1011
1905 to 1011
1905 to ion
1905 to 1911
1907 to 1013
1907 to 1013
1907 to 1009
1907 to 1913
1909 to 191;'.

1909 to 1913
1911 tOlOi ;

1911 to 1017
1911 to 1917
1911 to 1917
1913 to 1919
1913 to 1919
1913 to 1913
1913 to 1010
1913 tOlOl:i
1915 to 1921
1917 to 1B23
1917 to 1923
1917 to 1923
1917 to lOiVS

1919 to 1923
1919 to 1923
1921 to 1023
1919 to 1923
1919 to 1923
1923 to 1023
1923 to 1920
1923 to 1020
1923 tOl9i7
1923 to 1025
1923 to lOiO
1923 to 1923
1925 to 1031
1925 to 1931
1925 to 1931
1925 to 1931
1926 to 1927
1927 to 1929
1927 to 1929

iDied leaving unexpired term.
*,„„„,w,, .

^Resigned to become member of General Assembly.

^Resigned to become Health Officer Vance County.

^Rlsilnld' to become Secretary of State Board of Health.

STATE BOARD OF EXAMINERS FOR NURSES
„ . - . Fayettevillo

Miss E. A. Kelly, President
:;--;,;""---,;V"" Greensboro

Mrs. Z. V. Conyers, Secretary and Treasurer. ^^^^^ ^j^.^

Dr" Robert M. Petrie (from State Hospital Association) 3 years Lenoir
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STATUS OF SOCIETY MEMBERSHIP BY COUNTIES FOR YEARS 1914-1928

County
I i ! I I I I I I I

1914|1915 1916 1917 1918 1919|1920 1921 1922 1923 1924 1925 1926 1927

Alamance-Caswell a
Alexander b
Alleghany
Anson
Ashe
Avery
Beaufort
Bertie .—
Bladen
Brunswick
Buncombe
Burke -

Cabarrus -

Caldwell
Camden c

Carteret
Caswell d
Catawba
Chatham
Cherokee
3howan-Perquimans
Clay e
Cleveland
Columbus
Craven'
Cumberland
Currituck
Dare /
Davidson
Davie
Duplin
Durham-Orange ....

Edgecombe
Forsyth
Franklin
Gaston
Gates
Graham
Granville
Greene
Guilford
Halifax
Harnett
Haywood
Henderson-Polk g..

Hertford
Hoke
Hyde
Iredell-Alexander....
Jaickson _

Johnston
Jones
Lee
Lenoir
Lincoln
Macon-Clay
Madison
Martin
McDowell
Mecklenburg
Mitchell-Watauga....
Montgomery
Moore
Nash
New Hanover
Northampton
'Onslow
'Orange h
Pamlico
Pasquotank-
Camden-Dare

Pender
Perquimans j.

Person
Pitt _..
Polk j
Randolph

15| 27

5

14
9

3

1

105
13
19
10

5

17
8

7
1

102
11
21
14

6

8

6

17
8

8
1

118
11

22
15

12

III 16

8 11 9
14 14 15
7 7 7

69 71 74
2 2 2

6 10 9
16 15 18
19 18 26
28 33 41
12 11 10
10 8 9

161

10|.

17 12
8 7

63 49
1

9 8

10 15
27 21
30 29
14 11
11 7

5| 5| 4

17 191

15

-I. I-

19
14
7

12
14
5

107
8

11
17
26
46
11
7

14
7

80
24
16
12
13
10
6

2

20
6

26
1

10
20
13
7

8

12
5

110
10
10
21
30
51
11

7

25
2

10
17
14
7

11
13
6

115
10
9

20
30
46
10
5

93
21
15
13
13
10
9

2

20
8

25
1

11
20
16
7

11

10
7

109
7

9

20
33
44
10
6

13
5

107
20
13
14
14
8

11
1

26
7

24
4

13
18
11
6

11
10
8

121
7

8

19
34
42
10

12
5

112
16
12
14
17
8

10
1

29
7

28
4

13
20
11
8

11
10
7

117
8

9

21
32
40
11
5

12
5

119
14
16
13
19

11

1

34
6

24
3

13
22
12

10
S

104

12| 14| 11| 13|

5

1

11

-I I

101 111 10
24 19| 24| 23| 2

131 15| 14| i4j'""l



STATUS OF SOCIETY MEMBERSHIP

STATUS OF MEMBERSHIP BY COUNTIES— (Continued)

County
I I

1914119151]

I I I I

I I [ I I

17|1918|1919|1920(l921

I I I

1926 1928

Richmond
Robeson
Rockingham
Rowan
Rutherford
Sampson
Scotland
Stanly
Stokes
SuriT
S-wain
Transylvania
Tyrrell *
Union
Vance
Wake
Warren
Washington-Tyrrell
Watauga I

Wayne
Wilkes
Wilson
Yadkin
Yancey _...

19| 18
9 8

24 21

13 12
31 35
16 20
24 2S
18 20
11 13
9 10

11 15
5 10

27 28
2 3

1 1

I

14 13 14
34 33 27
23 25 21
31 32 32
12 18 22
14 12 13
12 12 12
12 11 12
6 12 9

25 25 24
1 4 3

1 5 6

28 24 33
10 11 10
29 31 28
2 5 4

3 1 1

18
28
21
42
22
13
12
14

38
11
35
3

Totals
1
1220 1 1221 i 1228 1 1271 i 1087 i 1306 1 1497 11491 1 1571 1 1592 1 1606 1 1657| 1666 1 1691 1 1738

a The figures for 1926 are for Alamance-Caswell; for the other years, for Alamance
only; b See Iredell-Alexander; c See Pasquotank-Camden-Dare; d For 1926, see Alamance-
Caswell; e See Macon-Clay; / See Pasquotank-Camden-Dare; a The figures for 1926 are
for Henderson only; for the other years, for Henderson-Polk; h See Durham-Orange;
i See Chowan-Perquimans; j See Henderson-Polk for 1912-1925; k See Washington-Tyrrell;
I See Mitchell-Watauga.
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HONORARY FELLOWS, MEDICAL SOCIETY OF THE STATE OF
NORTH CAROLINA

Abel, J. F - WaynesviUe

*Achorn, John W Pinebluff

Adams, M. R Statesville

Alexander, Annie L Charlotte

*Alston, B. P - -.- Epsom
Ambler, C. P Ashevllle

Anderson, Albert Raleigh

Anderson, Thos. Eli Statesville

*Archery, L. M ..-. Concord

*Asbury, F. E Asheboro

Ashworth, W. C Greensboro

*Attmore, Geo. S. -._ Stonewall

*Bahnson, H. T Winston-Salem

Baker, J. M Tarboro

*Barrier, P. A Mt. Pleasant

Bass, H. H Durham
Battle, J. T. J Greensboro

*Battle, Kemp P Raleigh

Battle, S. W Charlotte

Beall, Wm. P Greensboro

Bellamy, W. J. H Wilmington

Boddie, N. P ...Durham

*Bolton, Mahlon Rich Square

*Booth, Samuel D Oxford

Brown, G. A Mt. Ulla

Brown, J. S Hendersonville

Brownson, W. C. AsheviUe

*Bullock, D. W Wilmington

Burrus, John T High Point

Bynum, John Winston-Saiem

*Caldwell, D. G Concord

*Cheatham, Archibald , Durham
*Clark, G. L Clarkton

Council, J. B. Salisbury

*Covington, J. M Wadesboro

Cox, E. L Jacksonville

*Croom, J. D Maxton

Crowell, A. J Charlotte

Crowell, L. A. Lincolnton

Daligny, Charles Troy

Dalton, David N. Winston-Salem

Davis, Thomas W Winston-Salem

Davidson, John E. S Charlotte

DeArmon, J. McC Charlotte

*Denny, Wm. W Pink Hill

Dillard, Richard, Jr Edenton

*Dodson, H. H. ...Greensboro

*Duffy, Charles New Bern

*Duffy, Francis New Bern

Edgerton, Jas. L. Hendersonville

*Edwards, G. C Hookerton

Edwards, J. D Siler City

Ellis, R. C - Shelby

*Faison, I. W Charlotte

*Faison, Wm. W Goldsboro

*Fletcher, M. H Asheville

Flippin, Samuel T. Siloam

*Fox, M. F Guilford College

*Freeman, Richard A Burlington

Galloway, W. C Wilmington

Gibbon, Robert L Charlotte

*Gilmer, Chas. S. ..Greensboro, R. 6

Gilreath, Frank H N. Wilkesboro

Goley, W^m. R. Graham
*Goodman, E. G Lanvale

Goodwin, A. W. - ...Raleigh

Gove, Anna M. Greensboro

Grady, James C. Kenly

*Graham, Joseph Charlotte

Graham, Wm. A Charlotte

*Griffin, J. A Clayton

*Hall, Wright Wilmington

Halsey, B. F Roper

Hargrove, R. H Robersonville

Harris, F. R Henderson

*Harris, I. A. Weaverville

Harriss, A. H Wilmington

Hays, Benj. K Fort. Lyon, Colo.

(Granville Co.)

*Haywood, F. J Raleigh'

*Haywood, Hubert, Sr Raleigh

*Hicks, W^m. N... Durham
Hicks, Romeo Henrietta

Highsmith, Chas Dunn
Highsmith, J. F Fayetteville

*Hill, L. H Germantown
Holt, Wm. T Greemboro
Houck, Albert F Lenoir

*Hudson, Wm. L Dunn
*Hughes, Francis W New Bern

Hunter, L. W Charlotte

Ingram, Chas. B Mt. Gilead



HONORARY FELLOWS

Irwin, J. R. - Charlotte

Jenkins, Chas. L .....Raleigh

Jewett, Robert D Wilmington

Johnson, N. M .....Durham

Jones, Clara E Goldsboro

Jones, A. G Walnut Cove

Jordan, Chas. S..-. Asheville

Jordan, T. M .Raleigh

Julian, Charles A Thomasville

Kent, Alfred A Winter Park, Fla.

Kerr, J. Edwin Winston-Salem

*Knight, J. B. H Williamston

Kndght, Wm. P Greensboro

Knox, A. W Raleigh

Lamm, Isaac, W Lucama

Laughinghouse, Chas. O'H., Greenville

*Leggett, Kenelm Hobgood

Lewis, Geo. W Wilson

Lewis, H. W. Jackson

Lewis, R. H Raleigh

Linville, A. Y Winston-Salem

*Long, Benj. L Hamilton

*Long, Geo. W Graham

Long, H. F Statesville

*Long, J. W Greensboro

*Love, W. J Wilmington

McAnally, W. J High Point

*McDonald, A. D Wilmi.ngton

McGeachy, R. S Kinston

McGee, J. W Raleigh

*McKay, A. M Summerville

*McKay, John A. Buies Creek

*McKee, James Raleigh

McKenzie, W. W Salisbury

McLaughlin, J. E Statesville

McMillan, Benj. F Red Springs

*McMillan, J. D Lumberton

McMillan, J. L Red Springs

McMillan, W. D Wilmington

McNeill, J. W Fayetteville

McNeill, Wm. M Buies Creek

Manning, J. M Durham

Menzies, H. C Hickory

Miller, J. F Goldsboro

Minor, Chas. L Asheville

Misenheimer, C. A Charlotte

Misenheimer, Theo. F Morven

Monroe, W. A.. _

—

- Sanford

Montgomery, John C- Charlotte

Moore, C. E. - ..Wilson

Moore, Edwin G _..Elm City

Morris, J. A _ ...Oxford

Moseley, Chas. W Greensboro

Munroe, J. P Charlotte

Nelson, R. J Robersonville

Nisbet, W. O. - Charlotte

Nicholson, J. L Richland

Nicholson, P. A Washington

Nicholson, Sam T Washington

Noble, R. J - .-..Selma

Parrott, J. M... Kinston

Pate, Wm. T Gibson

Pemberton, Wm. D Concord

Perry, M. P Macon

Pfohl, Samuel F Winston-Salem

Pharr T. F. Concord

Pharr, Wm. W Charlotte

Phillips, Matthew D Dalton

Picot 1j. J Littleton

Pressly, G. W Charlotte

Prince, D. M Laurinburg

Register, Edw. C Charlotte

Reid, Geo. P Forest City

Reynolds, C. V Asheville

Ritter, F. W Moyock

Rodman, J. C Washington

Rogers, Wiley A Franklin

Royster, H. A Raleigh

Royster, W. I Raleigh

Sawyer, C. J ...Windsor

Schaub, O. P Winston-Salem

Schonwald, J. T Wilmington

Sevier, D. E Asheville

Sevier, J. T Asheville

Shaffner, J. F., Sr Winston-Salem

Shamburger, J. B Star

Sikes, G. T Creedmoor

Smith, J. B Pilot Mountain

Smith, R. A Goldsboro

Snipes, E. P Jonesboro

Spainhour, Ellis H Winston-Salem

Speight, R. H., Sr Whitakers

Spencer, W. O Winston-Salem

Stamps, Thos.. Lumber Bridge

Stanton, D. A .....High Point

•Stevens, J. A Clinton
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Stevens, M. L Asheville *Way, J. Howell Waynesville

Strickland, Edw. F...Winston-Salem Weaver, H. B Asheville

Strong, Chas. Moore Charlotte Wharton, L. D Smithfield

Summerell, E. M China Grove Whisnant, A. M Charlotte

Summers, Chas. L Baltimore, Md. *Whitaker, R. A Kinston

(Forsyth Co.) Whi':e, J. W -...Wilkesboro

Tayloe, D. T., Sr Washington *Whitehead, John Salisbury

*Taylor, I. M Morganton *Whitehead, W. H. Rocky Mount

Tennent, G. S .,.Asheville Whitfield, Wm. Cobb ._.._ Grifton

*Thomas, G. G. Wilmington Whittington, W. P Asheville

Tranthara, H. T Salisbury Williams, John D. -Guilford Station

*Tull, Henry Kinston *Williams, J. H Asheville

Van Poole, C. M Salisbury Wilson, A. R Greensboro

Vestal, W. J Lexington Wright, Jno. B. ...Raleigh

*Von Ruck, Karl Asheville Yarborough, Richard F. Louisburg

Ward, W. H Plymouth *Young, R. S Concord

HONORARY MEMBERS, MEDICAL SOCIETY OF THE STATE OF
NORTH CAROLINA

*L. McL. Tiffany Baltimore, Md.

W. W. Keen Philadelphia, Pa.

J. Allison Hodges Richmond, Va.

*R. L. Payne Norfolk, Va.

*J. N. McCormack _ _ Bowliulg Green, Ky.

R. L. Payne, Jr. Norfolk, Va.

J. L. Ludlow, C. E WinstoHrSalem

Paul V. Anderson Richmond, Va.

Stuart McGuire Richmond, Va.

William J. Mayo Rochester, Minn.

William Seaman Bainbridge New York, N. Y.

William Sharpe _ ......New York, N. Y.

William McKim Marriott . St. Louis, Mo.

James K. Hall Richmond, Va.

OFFICERS, 1927-1928

President—Dr. John T. Burrus High Point

First Vice-President—Dr. G. H. MACo>r _. Warrenton

Second Vice-President—Dr. R. F. Leinbacii Charlotte

Third Vice-President—Dr. W. R. Griffin Asheville

Secretary-Treasurer—Dr. L. B. McBr.wer (1927-1930) Southern Pines

OFFICERS 1928-1929

President—Dr. Tiixjrman D. Kitchin Wake Forest

First Vice-President—Dr. W. L. Dunn ...Asheville

Second Vice-President—Dr. D. T. Tayloe, Jr. Washington

Third Vice-President—Dr. W. D. James Hamlet

Secretary-Treasurer—Dr. Iv. B. McBrayer (1928-1031) Southern Pines

*Deceased.



CHAIRMEN OF SECTIONS, DELEGATES AND COMMITTEES XVU

COUNCILLORS, 1928-1931

First District—Dk. H. D. Waxkeh Elizabeth City

Second District—Dr. Grady G. Dixon Ayden

Third District—Dr. J. B. Cranmer Wilmington

Fourth District—Dr. W. H. Smith Goldsboro

Fifth District—Dr. E. A. Livingstox - Gibson

Sixth District—Dr. V. M. Hicks - —..Raleigh

Seventh District—Dk. T. C. Bost Charlotte

Eighth District—Dr. R. B. Davis — ...Greensboro

Ninth District—Dr. M. R. Adams Statesville

Tenth District—Dr. J. F. Abel Waynesville

CHAIRMEN OF SECTIONS 1929

Public Health and Education—Dr. W. A. McPiiattl Charlotte

Surgery—Dr. Donnell Cobm _ Goldsboro

Eye, Ear Nose and Throat—Dr. M. R. Gibson, Chm Raleigh

Dr. V. M. Hicks, Secretary.

Gynecology and Obstetrics—Dr. George Johnson Wilmington

Pediatrics—Dr. L. W. Elias Asheville

Practice of Medicine—Dr. Robt. T. Upchurcii Henderson

Chemistry, Materia Medica and Therapeutics—Dr. J. F. Nash St. Paul

Medical Veterans ofthe World War and Medical Officers

Reserve Corps—Dr. W. P. Herbert ._ Asheville

DELEGATES TO AMERICAN MEDICAL ASSOCIATIOON

Dr. J. G. Murphy, 1928 ......Wilmington

Dr. John Q. Myers, 1928-1929 Charlotte

Dr. C. T. Smith, 1928-1929 _ Rocky Mount

Dr. C. a. Woodard, 1929-1930 Wilson

ALTERNATES

Dr. E. S. Boice for Dr. J. G. Murphy Rocky Mount

Dr. W. S. Holt for Dr. C. A. Woodard Creensboro

Dr. J. R. McCracken for Dr. C. T. Smith Waynesville

MEDICAL SOCIETY OF VIRGINIA

Dr. J. G. Raby Tarboro

Dr. FixjYD WooTEN .Kinston

Dr. G. E. Newby Hertford

Dr. L. B. Evans Windsor

Dr. W. G. Suiter ^ Weldon

Dr. B. M. Nicholson Enfield

SOUTH CAROLINA MEDICAL SOCIETY

Dr. A. G. Brenizer Charlotte

Dr. McT. G. Anders Gastonia

Dr. J. E. Hart Wadesboro

Dr. J. D. Highsmith Fayetteville
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MEDICAL SOCIETY OF GEORGIA
Dr. C. F. Strosnider _._.. _ Goldsboro

Dr. Hubert Hatwood _. Raleigh

Dr. L. W. Korkegay Rocky Mount
Dr. John E. S. Davidson Charlotte

COMMITTEES

Medical Society Foundation

Dr. J. P. Mathesok, (5 year term) _ Charlotte

Dr. M. L. Stevens, (4 year term) Asheville

Dr. L. B. McBrater, (3 year term) Southern Pines

Dr. C. O'H. Laughinghouse^ (2 year term) Raleigh

Dr. E. J. Wood, (1 year term) Wilmington

Obituaries

Dr. C. M. Van Poole, Chairman Salisbury

Dr. C. a. Julian Greensboro

Dr. a. a. Kent - Winter Park, Fla.

Memorial for the North Carolina Physicians who Died

in the World War

Dr. J. P. Munroe, Chairman . Charlotte

Dr. a. J. Crowell - Charlotte

Dr. L. B. McBrayer Southern Pines

Dr. J. M. Parrott Kinston

Dr. John T. Burrus _ High Point

Public Health Administration

President State Board of Health', ex-oflBcio; Dr. A. J. Crowell, Chairman,

Charlotte; President State Board of Medical Examiners, ex-olficio, Dr. J. K.

Pepper, Winston-Salem; President North Carolina Hospital Association', ex-officio,

Dr. C. S. Lawrence, Winston-Salem.

Centralization of State Institutions

Dr. Robert L. Felts, Chairman Durham
Dr. p. p. McCain Santarorium

Dr. W. H. Dixon - — - Kinston

Dr. E. J. Wood Wilmington

Dr. Foy Roberson -— Durham
Dr. C. a. Woodard Wilson

Package Libraries for Physicians

(Appointed in 1925 to serve two years; continued)

Dr. Foy Roberson Durham

Dr. W. C. Davison .— : Durham

Dr. Wm. deB. MacNider .„ Chapel Hill



COMMITTEES XIX

Award of Moore County Medical Society Medal

Dr. W. C. Mudgett, Chairman— Southern Pines

Dr. J. M. Parrott — Kinston

Dr. Johk Q. Myers — Charlotte

Harrison Narcotic Law

Dr. Albert Andersok, Chairman _ .....Raleigh

Dr. William M. Coppridge _ Durham

Dr. Thomas M. Parrott.— ...Kinston

Dr. J. Q. Myers — Charlotte

Dr. W. p. Holt Erwin

Printing and Supplies

Dr. L. B. McBrayer _ Southern Pines

Dr. p. p. McCain -. Sanatorium

Dr. J. S. MiLLiKEN Southern Pines

Re-Draft of Constitution and By-Laws

Dr. M. L. Stevens Asheville

Dr. J. M. Parrott - ..Kinston

Dr. L. B. McBrayer Southern Pines

Public Policy and Legislation

Dr. K. p. B. Bonner ....Morehead City

Dr. T. W. M. Long .- Roanoke Rapids

Dr. John T. Burrus High Point

Arramgem.ents

Dr. C. a. Jui>ian, Chairman Greensboro

Place of Meeting iGreensboro

Time of Meeting, 1929..._ _ April 15th, 16th, and 17th





PROGRAM

GENERAL SESSIONS

First General Session—Opening Exercises, Tuesday, May 1st, 9:00 a.m., Ball

Room, Dr. A. McNeill Blair, F. A. C. P., Chairman Committee on Ar-

rangements presidinig:

Invocation: Rev. Elmer Willis Serl, Pastor the Church of Wide Fellowship,

Southern Pines.

Address of Welcome: Hon. U. L. Spence, Carthage, for the Sandhills.

Address of Welcome: Dr. M. W. Marr, Pinehurst, for Moore County Medical

Society.

Address of Welcome: Mrs. P. P. McCain, Sanatorium, for Women's Auxiliary.

Response to Addresses of Welcome: Dr. C. F. Strosnider, Goldsboro.

The President's Address: Dr. John T. Burrus, F. A. C. S., High Point.

Announcements.

Address (Invited Guest): Dr. Hugh S. Black, F. A. C. S., Spartanburg, S. C:

"Pancreatitis with Fat Necrosis Following Gall Bladder Infection."

Address: From Section on Chemistry, Materia Medica and Therapeutics,

"Therapeutic Considerations of the Thyroid Gland," Dr. Albert W. James, Hamlet.

Address: From Section on Eye, Ear, Nose and Throat, "What Ophthalmology

should mean to the General Practitioner," Dr. V. M. Hicks ,F. A. C. S., Raleigh.

Address: From Section on; Practice of Medicine, "Infarction of the Myo-

cardium" (with demonstration of specimens). Dr. C. C. Carpenter, Wake Forest.

Address

Address

Address

Monroe.

"Cancer Prevention in North Carolina," Dr. H. H. Bass, Durham.

"Pellagra," Dr. M. E. Street, Glendon.

"The Character and the Function of the Doctor," Dr. H. D. Stewart,

Second General Session—Tuesday evening. May 1st, 8:00 p.m., Ball Room.

Report of Obituary Committee:

Dr. E. G. Moore, Chairman.

Dr. C. M. Van Poole, Secretary.

Dr. C. A. Julian.

Third General Session—Wednesday 2nd, 9:00 a.m.. Ball Room.

From Section Medical Veterans of the World War and Medical Officers

Reserve Corps. Dr. W. L. Pyles, Lt.-Col. M. C. U. S. A.

Address (Invited Guest): "Splenectomy for Bleeding Cases, Presenting the

Clinical Purpura Syndrome" (Lantern slides). Our own Dr. R. L. Payne, Nor-

folk, Va.
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Address (Invited Guest): "A Thought About Addictions," Our own Dr.
James K. Hall, Richmond, Va.

From Section on Pediatrics: "The Diagnosis and Significance of Juvenile

Tuberculosis" (Lantern slides), Dr. P. P. McCain, Sperintendent State Sana-
torium, Sanlatorium, N. C.

From Section on Gynecology and Obstetrics: "The Recognition, Prevention
and Treatment of Pre-ec!amptic Toxemia of Pregnancy," Dr. Hubert Haywood,
Jr., Raleigh, N. C.

From Section on Public Health and Education: Dr. Chas. O'H. Laughinghouse,
Raleigh, N. C.

From Section on Surgery: "The Diagitosis of Chronic Appendicitis," Dr. H.
A. Royster, Raleigh, N. C.

A Bit of History: Dr. George M. Cooper, Raleigh, N. C.

Medical Colleges of North Carolina: "Dr. J. Howell Way*, Waynesville, and
Dr. L. B. McBrayer, Southern Pines.

12:00 m.: Adjournment for Conjoint Session of the Medical Society of the

State of North Carolina and the State Board of Health.

Fourth General Session—Wednesday, May 2nd, 8:00 p.m.. Ball Room.

Report from House of Delegates.

UnfirAshed Business.

Report Board of Mediqal Examiners.

Presentation of New Officers.

Adjourn sine die.

HOUSE OF DELEGATES

Monday, April 30th, 8:00 p.m.. Ball Room, The Carolina.

Wednesday, May 2nd, 4:00 p.m., West Parlor, The Carolina.

SECTION MEETINGS

SECTION ON GYNECOLOGY AND OBSTETRICS
TUESDAY, MAY 1, 2:00 P. M.

DUTCH ROOM

Dr. J. S. Brewer, Chairman, Roseboro

1. Indications and Methods in the Induction of Labor: Dr. Oren Moore,
Char'lotte.

Discussion opened by Dr. Richard Spicer, Winston-Salem.

2. The Hemorrhages of Late Pregnancy: Dr. Seavy Highsmith, Fayetteville.

Discussion opened by Dr. R. A. Allgood, Fayetteville.

3. How to Obtair Better Obstetrics in General Practice: Dr. Paul Grumpier,
Clinton.

Discussion opened by Dr. J. F. Highsmith, Fayetteville.

*Deceased.
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4. A Preliminary Report on Puerperal Septicemia Antitoxin: Dr. George

Johnson, Wilmington.

Discussion by Dr. Ivan Proctor, Raleigh.

5. Diseases of the Female Uretha: Dr. W. M. Coppridge, Durham.

6. A review of One Hundred Caesarean Sections: Dr. E. S. Boice, Rocky

Mount.

Discussion by Dr. Oren Moore, Charlotte.

7. Hemorrhage Into the Broad Ligament Following Labor: Dr. R. L. Pitt-

man, Fayetteville.

Discussion by Dr. W. H. Moore, Wilmington, and Dr. R. D. McMillan, Red

Springs.

8. The Diagnosis and Treatment of Sterility with Case Reports: Dr. Ivan

Proctor, Raleigh.

Discussion by Dr. R. T. Ferguson, Charlotte.

9. Chairman's Address: The Responsibility of the Public in the Matter of

Maternal and Infant Mortality, Dr. J. S. Brewer, Roseboro.

SECTION ON EYE, EAR, NOSE AND THROAT

TUESDAY, MAY 1, 2:00 P. M.

men's card room

Dr. S. D. McPherson, Durham, Chairman

Dr. V. M. Hicks, Raleigh, Secretary

1. Laryngeal Diphtheria: Dr. V. K. Hart S,tatesville.

a. Proper Management of Intubated Cases.

b. The Relation of Tracheotomy to Intubation.

Discussion opened by Dr. H. C. Willis, Wilson.

2. Vaccines and Nonspecific Therapy in the Treatment of Diseases of the

Eye, Ear, Nose and Throat: Dr. Conrad Berens, Invited Guest, New York, N. Y.

3. Mucuous Membrane Cysts of the Maxillary Sinus: Dr. J. P. Matheson,

Charlotte.

Discussion opened by Dr. J. Gerald Murphy, Wilmington.

4. Complications of Common Colds: Dr. A. J. Ellington, Burlington.

Discussion opened by Dr. H. C. Wolfe, Greensboro.

5. Mixed Deafness: Dr. M. R. Gibson, Raleigh.

Discussion opened by Dr. J. D. Freeman, Wilmington.

6. Furunculosis of the Nose, as the Cause of Septicaemia: Dr. A. C. McGall,

Asheville.

Discussion opened by Dr. R. S. Beam, Lumberton.

7. Some Observations in the Management of Otitis Media: Dr. B. W. Fassett,

Durham.

Discussion opened by Dr. John B. Wright, Raleigh.

8. Epistaxis—Its Cause and Treatment: Dr. H. C. Wolfe, Greensboro.

Discussion opened by Dr. David Sloam, Wilmington.
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9. X-Ray Shadowscopy in Comparative Checking in Diagnosis: Dr. W. P.

Reaves, Greensboro.

Discussion opened by Dr. T. C. Kearns, Durham.

SECTION ON PUBLIC HEALTH AND EDUCATION

TUESDAY, MAY 1, 2:00 P. M.

ladies' card room

Dr. C. C. Hudson, Greensboro, Chairman

1. Chairman's Address: The Importance of Closer Cooperation of the Prac-

ticing Phyisician with the Public School Health Program—Dr. C. C. Hudson
Health Officer, Greensboro, N. C.

2. The Prophylactic Use of Convalescent Measles Serum: Dr. Clyde M.
Gilmore, Greensboro, N. C.

Discussion by Dr. C. A. Shore, Director of State Laboratory of Hygiene,

Raleigh, N. C.

3. The Life Extension Unit of the Slate Board of Health: Dr. F. R. Taylor,

Director, High Point, N. C.

Discussion by Dr. E. J. Wood, Wilmington, N. C, and Dr. J. L. Spruill,

Jamestovn, N. C.

4. The Prevalence ar.d Diagnosis of Baccillus Abortus Infection in Man:
Dr. John Hamilton, Health Officer, Wilmington, N. C.

5. The Practical Application of the Binet-Simon, Test: Dr. Wesley Taylor,

Greensboro, N. C.

Discussion by Dr. C. A. Julian, Greensboro, N. C, and Dr. L. G. Beall, Black

Mountain, N. C.

6. The Percentage of Immunity to Scarlet Fever and Diphetheria Among
the Students of Duke University: Dr. Wilburt C. Davidson, Dean, Duke Uni-

versity Medical School, and Walter B. Mayer, University of Pennsylvania.

SECTION ON CHEMISTRY, MATERIA MEDICA, AND THERAPEUTICS

TUESDAY, MAY 1, 2:00 P. M.

BALL ROOM

Dr. Carl P. Parker*, Seaboard, Chairman

1. Therapeutic Uses of Magnesium Sulphate: Dr. J. F. Nash, St. Pauls.

Discussion by Dr. John E. Hart, Wadesboro.

2. Fulguration Method of Treatment of Tumors and Ulcers of the Bladder:

Dr. W. W. Green, Tarboro.

Discussion by Dr. James W. Davis, Statesville.

3. Recent Investigations Concerning the Tuberculin Reaction and Some Gen-
eral Conclusions: Dr. Edward W. Schoenheit, Asheville.

Discussion by Dr. P. P. McCain, Sanatorium.

'Deceased.
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4. Differential Diagnosis and Treatment of Ringworm of the Scalp: Dr.

N. C. Daniel, Oxford.

Discussion by Dr. L. B. Evans, Windsor.

5. The Use of Tannic Acid in the Treatment of Burns: Dr. H. L. Johnson,

Greensboro.

Discussion by Dr. W. T. Rainey, Fayetteville.

6. Toxin-Antitoxin—Some Clinical Observations Following Its Use: Dr. W.
Ohio Suiter, Weldon.

Discussion by Dr. L. J. Butler, Winston-Salem.

7. The Treatment of Septicaemia: Dr. C. B. Herman, Statesville.

Discussion by Dr. B. J. Lawrence, Raleigh.

SECTION ON MEDICAL VETERANS OF THE WORLD WAR AND
MEDICAL OFFICERS RESERVE CORPS

WEDNESDAY, MAY 2, 2:00 P. M.

DUTCH ROOM

Dr. J. B BuHitt, Chapel Hill, Chairman

1. Some Aspects of the Early Diagnosis of Tuberculosis: Dr. J. M. North-

ington, Charlotte.

2. Tuberculosis, Pulmonary Form, In. Childhood: Dr. S. M. Bittenger, Sana-

torium.

3. Diagnosis of Renal Tuberculosis: Dr. W. M. Coppridge, Durham.

4. Surgical Treatment of Pulmonary Tuberculosis From the Internists

Standpoint: Dr. W. L. Dunn, Asheville.

5. Phrenectomy and Thoracoplasty in Advanced Pulmonary Tuberculosis: Dr.

W. P. Herbert, Asheville.

SECTION ON PRACTICE OF MEDICINE

WEDNESDAY, MAY 2, 2:00 P. M.

BALL ROOM

Dr. R. L. Felts, Durham, Chairman

1. Liver Diet in the Treatment of Pernicious Anemia: Dr. W. T. Rainey,

Fayetteville.

Discussion by Dr. E. J. Wood, Wilmington.

2. Focal Infection: Dr. Joseph A. Speed, Durham.

Discussion by Dr. D. W. Holt, Greensboro.

3. Observation of Diseases of the Thyroid Gland: Dr. C. T. Smith, Rocky
Mount.

4. Hypothyroidism in the Adult: Dr. W. R. Stanford, Durham.

Discussion opened by Dr. Paul Neal, Raleigh.

5. An Extraordinary Case of a Fatal Disease of the Central Nervous Sys-

tem, with Autopsy Findings: Dr. Frederick R. Taylor, High Point.

Discussion opened by Dr. Wesley Taylor, Greensboro.
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6. Spinal Cord Tumors: Dr. R. F. Leinbach, Charlotte.

7. The Analysis of a Gastro-intestinal History: Dr. Eugene M. Carr, Asheville.

8. Diagnosis of Peptic Ulcer of the Stomach and Duodenum: Dr. O. E.

Finch, Raleigh.

Discussion by Dr. W. O. Nisbet, Charlotte.

9. Obscure Undiagnosed Fevers: Dr. William B. Dewar, Raleigh.

Discussion by Dr. N. O. Spikes, Durham.

10. The Conquest of Fear: Dr. Wm. Redin Kirk, Hendersonville.

Discussion by Dr. M. A. Griffin, Asheville.

SECTION ON SURGERY

WEDNESDAY, MAY 2, 2:00 P. M.

ladies' card room

Dr. T. C. Bost, Charlotte, Chairman

1. Chairman's Address: Enterostomy—Its Surgical Importance, Dr. T. C.

Bost, Charlotte.

- Discussion, Dr. L. A. Crowell, Lincolnton.

2. The Logical Incision for Appendectomy: Dr. R. B. Davis, Greensboro.

Discussion, Dr. A. F. Mahoney, Monroe.

3. A few remarks Concerning Appendicitis: Dr. Albert D. Parrott, Kinston.

Discussion, Dr. L. C. Booker, Durham, and Dr. D. A. Garrison, Gastonia.

4. Certain Clinical Features of Jaundice: Dr. J. W. Gibbon, Charlotte.

Discussion, Dr. M. H. Biggs, Rutherfordton.

5. The Surgical Treatment of Pulmonary Tuberculosis: Dr. R. B. Ivey,

Asheville.

Discussion, Dr. C. H. Cocke, Asheville.

6. Splenectomy for Purpura Hemorrhagica: Dr. Thomas M. Green, Wil-

mington.

Discussion, Dr. Foy Roberson, Durham.

7. The Treatment of Prostatic Obstruction Due to Benign Hypertrophy of

the Prostate: Dr. R. B. McKnight, Charlotte.

Discussion, Dr. A. B. Greenwood, Asheville.

8. Ureteral Stones—Method of Removal: Dr. Claude B. Squires, Charlotte.

9. The Treatment of Simple Fracture of the Femur: Dr. Walter F. Cole,

Greensboro.

Discussion, Dr. J. W. Tankersley, Greensboro, and Dr. O. L. Miller Charlotte.

SECTION ON PEDIATRICS

WEDNESDAY, MAY 2, 2:00 P. M.

men's card room

Dr. Marion Y. Keith, Greensboro, Chairman

1. Chairman's Addpess: Congenital Hypertrophic Pyloric Stenosis, Dr.

Marion Y. Keith, Greensboro.
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2. Encephalitis in Childhood: Dr. Chas. R. Bugg, Raleigh.

Discussion, Dr. W. C. Davison, Duke University, Durham.

3. Scarlet Fever and Its Treatment: Dr. Joseph Knox, Willard Parker

Hospital, New York, N. Y.

Discussion, Dr. Le Roy Buttler, Winston-Salem.

4. Cysts of the Ahdomen in Children: Dr. S. S. Saunders, High Point.

Discussion, Dr. R. O. Lyday, Greensboro.

5. Kidney Diseases of Children: Dr. W. C. Davison, Deam Medical Depart-

ment, Duke University, Durham.

Discussion, Dr. J. B. Sidbury, Wilmington.

6. Brain Tumors in Children: Dr. A. A. Barron, Charlotte.

Discussion, Dr. E. K. McLean, Charlotte.

7. Some Modern Pediatric Factors: Dr. L. W. Elias, Asheville.

Discussion, Dr. La Bruce Ward, Asheville.

8. The Development and Care of the Temporary Teeth (Lantern slides):

E. A. Branch, D.D.S., Raleigh.

Discussion, Dr. Aldert S. Root, Raleigh.

CONJOINT SESSION OF STATE BOARD OF HEALTH AND THE
MEDICAL SOCIETY OF THE STATE OF

NORTH CAROLINA

WEDNESDAY, MAY 2, 12:00

Dr. A. J. Crowell, President State Board of Health, Presiding

MEMBERS OF THE NORTH CAROLINA STATE BOARD OF HEALTH

A. J. Crowell, M.D., F.A.C.S., President, Charlotte.

Charles C. Orr, M.D., Asheville.

John B Wright, M.D., F.A.C.S., Raleigh.

E. J. Tucker, D.D.S., Roxboro.

James P. Stowe, Ph.G., Charlotte.

Thomas E. Anderson, M.D., Statesville.

L. E. McDaniel, M.D., Jackson.

Cyrus Thompson, M.D., Jacksonville.

D. A. Stanton, M.D., F.A.C.S., High Point.

EXECUTIVE STAFF

Chas. d'H. Laughinghouse, M.D., Secretary and State Health Officer.

Ronald B. Wilson, Assistant to the Secretary.

C. A. Shore, M.D., Director State Laboratory of Hygiene.

G. M. Cooper, M.D., Director Bureau of Health Education.

H. E. Miller, C.E., Chief of Bureau of Engineering and Inspection.

F. M. Register, M.D., Director Bureau of Vital Statistics.

H. A. Taylor, M.D., State Epidemiologist.

George Collins, M.D., Director Bureau of Maternity and Infancy.

C. N. Sisk, M.D., Director of County Health Work.

J. C Johnson, D.D.S., Director Oral Hygiene.

F. R. Taylor, M.D., Director Life Extension.
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ORDER OF BTTSIXESS

Report of Work Accomplished and Recommendations.

Discussions.

New Business.

Adjournment.

THE ASSOCIATION OF COUNTY MEDICAL SOCIETY PRESIDENTS
OF NORTH CAROLINA

WEDNESDAY, MAY 2, 2:00 P. M.

WEST PARLOR

President, Dr. J. R. Hester, Knightda^e.

First Vice-President^ Dr. C. W. McPherson, Burlington.

Second Vice-President, Dr. E. T. Dickinson, Greenville.

Third Vice-Presiden,t, Dr. W. J. B. Orr, Smithfield.

Secretary-Treasurer, Dr. H. L. Brockman, High Point.

WOMEN'S AUXILIARY TO THE MEDICAL SOCIETY OF THE STATE
OF NORTH CAROLINA

WEDNESDAY, MAY 2, 10:00 A. M.

WEST PARLOR

Officers

President, Mrs. B. J. Lawrence, Raleigh.

President-Elect, Mrs. Guy Dixon, Hendersonville.

First Vice-President, Mrs. John Q. Myers, Charlotte.

Second Vice-President, Mrs. J. W. Dickie, Southeri? Pines.

Third Vice-President, Mrs. Foy Roberson, Durham.

Treasurer, Mrs. W. P. Knight, Greensboro.

Recording Secretary, Mrs. P.P. McCain, Sanatorium.

Corresponding Secretary, Mrs. V. M. Hicks, Raleigh.

Councilors

First District, To be supplied.

Second District, Mrs. H. W. Carter, Washington.

Third District, Mrs. Thomas M. Watson, Wilmington.

Fourth District, To be supplied.

Fifth District, Mrs. A. B. Holmes, Fairmont.

Sixth District, Mrs. J. R. Hester, Kriightdale.

Seventh District, Mrs. W. M. Scruggs, Charlotte.

Eighth District, Mrs. J. L. Spruill, Jamestown.

Ninth District, Mrs. C. R. Sharpe, Lexington.

Tenth District, Mrs. Guy Dixon, Hendersonville.

PROGRAM
Invocation.

Welcome to Visitors: Mrs. W. C. Mudgett, Southern Pines.

Response: Mrs. A. Byron Holmes, Fairmont.
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Address: Dr. Charles O'H. Laughinghouse, Secretary of State Board of

Health.

Roll Call.

Minutes.

Unfinished and New business.

Report of Treasurer.

Report of Councilors.

Report of Nominating Committee.

Election of New Nominating Committee.

Report of Delegates to A. M. A. and Election, of New Delegates.

In Memoriam.

Our Challenge: Mrs. Ben J. Lawrence, Raleigh.

Presentation of New Officers.

Adjournment.

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION
EIGHTEENTH ANNUAL SESSION

PINEHURST

MONDAY, APRIL 30, 1928

ladies' card room

Papers Limited to Fifteen Minutes—Discussion to Five Minutes

President, Dr. John. H. Hamilton, Wilmington.

Vice-President, Dr. C. C. Hudson, Greensboro.

Secretary, Dr. F. M. Register, Raleigh.

PROGRAM
9:30 A. M.

1. Call to Order by the President.

2. Invocation: Rev. T. A. Cheatham, D.D., Southern Pines.

3. Presidenc's Annual Address: "Responsibilities of the Health Officer,' Dr.

J. H. Hamilton, Wilmington.

4. Report of the Secretary: Dr. F. M. Register, Raleigh.

5. Report of Special Committees.

6. Appointment of:

(a) Committee on President's Address.

(b) Committee on Visitors and New Members.

(c) Committee on Resolutions.

(d) Other Committees.

7. Present-day Venereal Diseases: Dr. R. M. Buie, Greensboro.

Discussion by Dr. L. J. Corbett, Goldsboro.

8. Scarlet Fever: Dr. E. R. Hardin, Lumberton.

Discussion by Dr. A. C. Norfleet, Tarboro.

9. Child Welfare: Dr. J. H. Woodcock, Hendersonville.

Discussion by Dr. A. C. Bulla, Raleigh.

10. Public Health Education: Dr. D. E. Ford, New Bern.

Discussion by Dr. L. J. Smith, Wilson.

11. The Relationship Between the Maternity and Infancy Nurse and the
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District Nurse: Miss Mary P. Oliver, Winston-Salem.

piscussion by Dr. J. Roy Hege, Winston-Salem.

Address: Epidemiology of Infantile Diarrhea: Dr. Wilburt C. Davison,

Durham.
2:30 P. M.

1. Public Health and the Law: Dr. J. H. Epperson, Durham.

Discussion by Dr. W. A. McPhaul, Charlotte.

2. The Next Steps in Child Health Education Program in North Carolina:

Miss Theresa Dandsill, M.A., Director of Health Education of the N. C. Tuber-

culosis Association, Southern Pines.

3. Vincents Infection, or Trench Mouth; Dr. J. S. Belts, Greensboro.

Discussion, by Dr. J. S. Spurgeon, Hillsboro.

4. Sanitary Engineering in a Public Health Program: Dr. C. W. Armstrong,

Salisbury.

Discussion by Dr. Z. P. Mitchell, Weldon.

5. Salt Marsh Mosquitoes in Relation to Public Health: Dr. T. H. D. Griffitts,

Surgeon, U. S. P. H. S., Biloxi, Miss.

Discussion by Dr. D. E. Ford, New Bern.

6. Control of Measles: Dr. A. B. McCrary, Rockingham.

Discussion by Dr. D. G. Caldwell, Concord.

6:30 P. M.

Health Officers' Dinner; Round Table Discussion: Dr. S. E. Buchanan, China

Grove.

Discussion by Dr. J. R. Hege, Winston-Salem.

Adoption of Resolutions.



TRANSACTIONS
OF THE

SEVENTY-FIFTH ANNUAL SESSION

OF THE

MEDICAL SOCIETY OF THE
STATE OF NORTH CAROLINA

PINEHURST, APRIL 30, 1928

GENERAL SESSIONS

FIRST GENERAL SESSION

TUESDAY MORNING, MAY 1, 1928

The first general session of the Seventy-Fifth Annual Session of the

Medical Society of the State of North Carolina convened in the Ballroom

of the Carolina Hotel, Pinehurst, North Carolina, at nine-thirty o'clock.

Dr. A. McNeil Blair, Chairman of the Committee on Arrangements,

presiding.

Chairman Blair: The Seventy-Fifth Annual Meeting of the North

Carolina Medical Society will come to order.

Will all ex-presidents kindly take seats in the front?

We will be led in prayer by the Reverend Elmer Willis Serl, Pastor

of the Church of Wide Fellowship, Southern Pines.

Rev. Elmer Willis Serl: Our Father, gathered here this morning

at the opening of these busy days, we are conscious that what we receive

from this fellowship will be that which we bring, and we this morning

are grateful for all the things that Thou hast given us with which we

may appreciate the things Thou hast still to give. We thank Thee this

morning, our Father, for the lure of service ; we thank Thee for the

challenge to be helpers in this world; we thank Thee for our sense of

mission in our profession; we thank Thee, our Father, for our knowledge

of the Great Physician, Jesus Christ, whose knowledge of life made it

possible for us in these days to approach life in a better way.

We ask Thee this morning that Thou would give to us the desire to

be sincere in our motives, open-minded and willing to learn ; that Thou
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would make us, we pray, those who appreciate the opportunities that are

before them, and may we, our Father, be always clinched by the need in

our lives of sympathetic understanding and by a buoyant faith.

We thank Thee, Father, that thus equipped life may unfold itself to

us and through the opportunities that are before us we shall be serving

our day, our generation, our community. In one sense we each pray our

own prayer this morning as we are standing here and Thou knowest our

hearts and our lives, but in the larger sense perhaps, we together pray
that Thy will may be done on this earth, that we may have a part in that

will. These things we ask this morning in the name of the Christ. Amen.
Chairman Blair: The front seats are reserved for past presidents

who may be in the convention, and we hope that they will honor us by
so taking those positions ; also, the vice presidents.

It seems especially fitting at this time that we should meet in

Pinehurst for our Seventy-Fifth Annual Session. The Sandhills are

rather unique, as you know, for various reasons. The Honorable U. L.

Spence will voice a welcome from our people of the Sandhills to you of

this North Carolina Medical Society. The Honorable U. L. Spence.

Honorable U. L. Spence: Mr. President and Gentlemen of the

North Carolina Medical Society, Ladies and Gentlemen : There be that

at every one of your conventions that you are called upon to endure, if

not to countenance, and, too, with the deferential, polite courtesy and
aplomb so characteristic of your great profession. It is the alleged local

orator nominated and elected to deliver to you what is high-soundingly

termed an address of welcome.

It is perhaps one of the well merited advantages a local community
is entitled to enjoy at the discomfiture of the members of your body.

While holding you under the duress of invited guests, you are thus

compelled to take, by way of retaliation and without grimace, such medi-

cine as may be administered on the occasion; and let us hope that it is

as harmless as that usually prescribed by your cloth pending the time

required to make a correct diagnosis.

Such a role on your program is the greatest sort of misfitting redund-

ance. No language can adequately bespeak the inviting welcome humanity

has always accorded your coming. Tradition, if not history, asserts that

the ancient Greeks worshipped as one of their gods the first great

physician, Aesculapius, the son of Apollo, and erected many temples for

this service. His skill in the healing of diseases and raising the dead to

life angered the great god Zeus, who fearing he might make all men
immortal, slew him with a thunderbolt. Zeus manifestly desired to take

no chances on the operation. (Laughter).

Aesculapius first inaugurated the scheme of the public and private

hospital and required his patients to sleep in his temples. Because of the

scarcity of skilled physicians and surgeons and internes in his day, he

communicated remedies to his patients in dreams while they slept in

his temples. His patients thereupon, as is now the custom, offered sacri-

fices to the god of the temple hospital and advertised their wonderful

cures by hanging up votive tablets on which were recorded their names,

their diseases and the manner in which they were healed. My information

is that this custom still obtains to a degree among you, but in the interest
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of greater accuracy, the record is written by the physician himself and

is read for the edification of his associates on occasions of this character,

flauo-hter) after eliminating therefrom such features of the occurrence

as mW be readily suspected was only the dream of the patient.

From the time'of Aesculapius down to this fair day in the wonderful

accomplishments in the great field of medicine and surgery, open arms

have always heralded your comings and grateful and blessed remembrance

has attended your departures. At eyery initial, crucial, mysterious dawn

of human existence, your understanding presence at the apprehensive

sacrificial crisis is an angelic yisitation, ushering to new existence the

constantly coming race appointed to fulfill the destinies of creation, and

with deft and skillful hand and sympathetic heart, nursing back to lite

and o-lorious motherhood the blessed members of our race who are willing

to go'' down next unto the shadow of death to continue our existence.

In eyery yicissitude of life you take a major part; in the hour ot

suffering you are humanity's comforter; you minister alike to the physical,

mental, spiritual, social, domestic and business needs of man and stand

bv the funeral bier at the end.

Are you welcomed? All the world inyites you eyerywhere and most

deservedly so. Years ago some dreamer wrote—

We are liying, we are liying in a grand and awful time.

In an age on ages telling; to be living is sublime.

Great as had been the progress of the world when the writer penned

those lines, he had seen at that time but little of the marvelous accom-

plishments of the last few years. Those of us whom destiny has admitted

to the stage of life for the past thirty years have lived ten thousand

years longer than Methuselah of old. These wonderful accomplishments

have made strikingly manifest the inspirational exclamation of Tennyson

as applicable to the immediate history:

Through the shadow of the globe we sweep into the younger day:

Better fifty years of Europe than a cycle of Cathay.

In this great age of achievement, your profession has been on the

front firing line; in devotion to your calling, in service to the cause ot

humanity and the alleviation of suffering; in scientific accomplishments

and the' application of this knowledge to the practical needs ot man.

Your progress has kept pace with other world achievements and your

advance to future objectives, point toward the flying fields and toward the

^
""It is well that you journey to Pinehurst for this annual convocation.

It is the mecca for such a purpose. From the barren desert of thirty years

ago, it has kept pace and gone far past the rapid progress of the times

and is now the beauty spot of the South and the greatest health resort

and sporting field in the world.

The Sandhill section opens wide her arms to you. All the people ot

all degree wave you hearty welcome. Everything is free for the taking

and that without asking. The bankers will cash your checks
;
the lawyers

are offering their services, believing and hoping that your needs are few;

the preachers have no fear that you require their ministrations, but are

subject to your call; policemen are maintained only for the purpose ot
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protecting you for the indulgence of any propensity suggested or arising

from a care-free journey from your homes. (Laughter). The merchants
will invite and solicit your trade. The taxi driver will carry you to any
point in all the Sandhills for the price of a major operation. (Laughter).

If you can discover the devious ways to his transient and uncertain

kingdom, the bootlegger will fill your prescriptions. If, after the manner
of your hospitals, the hotels and club rooms wreck your bank account,

the result will be brought about in the standard and well-understood

way, by the extra charges upon your bills.

I point you with pride to this beautiful springtime country. Pinehurst,

now a spot of rare beauty, invites you to its every nook and corner. The
finest playgrounds in the world are yours. Orchards and honeysuckle and
wild wood stretch away for miles and miles in dulcet ease along lovely

roads. The doors of every home stand wide ajar. The entire demesne
is yours—to have and to hold; to take and to enjoy. (Applause).

Chairman Blair: A welcoming address such as the Honorable U. L.

Spence has given us shows the whole-heartedness of our people and the

privileges that are with us. It is most gratifying that he has been able

to say it so wonderfully well.

A question was asked a short while ago as to the relative age of

Moore County Medical Society. A gentleman apparently well informed
gave the early history of Moore County when it took in all of the adjacent

counties, I believe Hoke, Lee, Chatham and Moore. At that time they

were a part of this particular Moore County Society. Then later the

counties were separated, believing they could do better work. Today our

twenty-one members of Moore County, which is a greater number than

the combined membership of the old relationship, bids you welcome by
Dr. M. W. Marr, who will voice a special message of greeting and
welcome. Dr. Marr. (Applause).

Dr. M. W. Marr read his address.

Mr. Chairman, Members and Guests of the North Carolina Medical
Society:

In behalf of the Moore County Medical Association, I cordially bid

you welcome to this the fifth meeting with us. Our latch strings are out,

and our homes are wide open to you. I will consume but little of your
time—as did our loquacious President, Mr. Calvin Coolidge, in elabo-

rating on a sermon to which he had gone alone one Sunday morning.

On returning home Mrs. Coolidge asked if he had enjoyed the service,

to which Cal replied "Yes." When asked what the sermon was about,

Cal replied, "Healing the sick." Mrs. Coolidge then asked what the

pastor had said, and Cal replied, "He was for it."

It is not long since Moore County was considered about the poorest

county in the state—sandy hills sparsely covered with forked leaf black

jacks, and wire grass. The doctors had a hard time making a living; it

was always a case of cutting down expenses; it even came up for discus-

sion at one of the local meetings, and one dearly beloved old Scotchman
claimed he had found a way to cut down on office supplies. He said he

always gave his patients a tonic at the first visit but had found it

necessary to require a specimen of kidney secretion at the last visit in

order to get his bottle back.
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Our Moore County Society is only 21 strong, and we expect you will

leave much medical information for our help. The Sandhill folks and the

Yankees make a pretty strong team—they think well enough of their

medical profession to promise us a hospital—a place where we can do

better work—a fully equipped Class A hospital. This means much to

this section—the county must surely benefit—perhaps in spite of us

—

but we are overjoyed to have it. The money has been raised and a

building committee appointed and at some near future date we hope to

have you with us again when we can display this asset of the Sandhills,

We are delighted to see so many ladies at this Convention. Our wives

and friends hope to give them such a good time that they will demand
another meeting here.

Please be assured that we are glad to have you here—and we hope
that you will—one and all—look back upon this meeting with a feeling

of mental and physical gratification. May good digestions wait upon
appetites—and professional progress be advanced at this, the 75th

Meeting of the Medical Society of the Grand Old North State. (Ap-
plause).

Chairman Blair: Ladies and Gentlemen: We also have the ladies

with us 4n the person of Mrs. P. P. McCain, who will voice a message
of welcome to the Auxiliary of this State Society. (Applause).

Mrs. p. p. McCain: Mr. President, Mr. Chairman, Doctors and
Ladies of the Auxiliary : A few weeks ago as our children and I sat in

the car in Lumberton while Dr. McCain examined a patient, a doctor's

wife, by the way, a car came down the street which very soon attracted

our attention. This car was not a Pierce-Arrow, a Packard, or a Lincoln;

it was none other than a Ford coupe. Yet there was about this car some-
thing that made it different from any other car we saw that day. This

distinguishing feature, this dignifying feature, was none other than the

simple round emblem on the radiator, the insignia of the world's most
noble group of men.

A few weeks prior to this time at a meeting of our local D. A. R.

Chapter, a friend introduced me to a visitor from far north of the Mason-
Dixon line. The meeting was very casual until the friend in proceeding

with the introduction said, "The reason I wanted you two folks to meet
each other is that you are both wives of doctors and daughters of doctors."

Immediately there was a keener look of the eye, a firmer clasp of

the hand, of which no mention was made but which was felt as plainly

as one feels an electric spark.

And it is with this feeling of love and reverence for your—may I say
for our profession that we welcome you to Pinehurst in this the year of

Dr. John T. Burrus.

The purpose of the Auxiliary is given in the transactions of 1923,
the Asheville meeting, of which Dr. J. W. Long was President, is as

follows

:

The object of this Auxiliary shall be to promote unity, harmony and
concord between the members of the medical profession and between the

wives of such members ; to assist in the local activities at state, district

and county society meetings ; to interpret to the public the traditions, aims
and objects of the medical profession; to fraternize with women's organi-
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zations, of whatsoever kind, and to promote in every possible way the

interests in general of the medical profession, locally and in the state

and nation.

We of the Sandhills are hoping that this meeting will do much toward
carrying out this object. May I go a step further than Dr. Blair and say
the proverbial latch string is not hanging out, you do not need it, for

the door is open. (Applause).

Chairman Blair: It is always a pleasure to have a representative

from Goldsboro and especially when the personage is no less an indi-

vidual than Dr. C. F. Strosnider, who will make response to the addresses
of welcome. Dr. Strosnider. (Applause).

Dr. C. F. Strosnider: Ladies and Gentlemen: We have received such
a whole-hearted welcome that most of the boys have by mental telepathy
already accepted the whole-hearted generosity which this county has
extended to us this morning and are now putting it into effect, judging
from the number we have in our hall.

It is always a delightful pleasure for us to come to the Sandhills.

It is an inspiration. It is true it is only a vanguard of us who come here,

because our profession, as you know, is a profession that calls for service

twenty-four hours in the day and from twenty-nine to thirty-one days
in the month. Therefore, a large majority are on the firing line. We are

allowed to go off on these trips that we may carry back home a message,
and we always get inspiration and knowledge and encouragement by
coming to a land which has done so much through the medium of improve-
ment by man.

Only a few years back, as has been stated in the address of welcome,
this was a barren spot. Now it has become world renowned for its beauty,
for its health-giving qualities and for the production of one of the

grandest fruits known to man, the Sandhill peach, which is known
throughout our nation. Therefore, in coming here, we are stimulated and
we are encouraged to better ourselves through the medium of contact.

There is a bracing atmosphere here among the men that we do not get
in many of the other sections of the state. It is indeed bright and cheerful

and stimulating, and we feel in coming here and having the all-inclusive

welcome which has been given us this morning from those wonderful
dreams of Aesculapius, down to the whole-hearted reception given by the

people here, we cannot help but take back to our homes the message that

speaks progress, that speaks thoroughness, to stimulate the boys to carry
on. Indeed, we come here right much like a battery run down, and we
are recharged through the medium of the thorough work of our compan-
ions throughout the state, a real medical stimulus, and we go back home
full of vigor and energy and determination to do better work than we
have done heretofore. Therefore, speaking for 1700 physicians in good
standing in this state, I am trying to express our thanks. I am much like

the old nigger preacher who had a brother holding a revival service for

him. He said, "Bredern, I wants to thank this brother for coming here

and holding all these services for us. The only way, B rudder, I can
express my thanks to you for these bredern is by a little illustration,

and dat is if I was to use the Adams Express Company, the Southern
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Express Company and the Fargo Express Company, and all dem express

companies, they could not near express the appreciation which we feel

for you." (Applause).

Chairman Blair: It is my pleasure and privilege to be able to present

a man of wide vision, of great accomplishments and of courage, a man
whom we all love and whom the Society has honored by making him its

chief member—Dr. J. T. Burrus. (The audience arose and applauded.)

PRESIDENT'S ADDRESS
1928

Dr. John T. Burrus, High Point, N. C.

Nothing is to be more highly prized by any physician in North

Carolina than the office which, because of your suffrage, I occupy today

—

that of President of the North Carolina State Medical Association. No
one can appreciate it more, and no one is, or can be, more keenly con-

scious of the obligation and responsibility which it entails.

My endeavor has been to evidence an appreciation, not so much by my
lips as by a period of continuous, self-forgetful service. Mistakes I have

doubtless made, but I have at least the consolation and assurance of

knowing that I have made an honest, earnest effort to perform the high

duties of the office. My heart is right in this matter, and though my head

may not at all times have been clear, I take a degree of consolation and
comfort from the scriptural passage: "As a man thinketh in his heart,

so is he."

The law of compensation by which Nature's balance sheet is made
and kept has given me a year of intensive interest, immeasurable profit,

and a hitherto unthought-of opportunity for my personal education.

Sections of the state formerly thought of in a sporadic way have come to

be known to me. Industries that were hazy have come to be clear and
definite. People heretofore strange and worshiped from afar have rubbed
my elbows. The state has been presented to me through the eyes of the

plutocrat and pauper, taxor and taxee, saint and sinner, optimist and
pessimist, materialist and idealist. Capital's fight has been thrust upon
me. Labor's cry for a sqiiarer deal "for the man nobody knows" has been
ringing in my ears. Statesmen with fearless faith and cautious counsel

have advised with me. Politicians, professional and lay, whose selfish

ends, in their opinion, justify sinful, soulless, mercenary means, have
volunteered advice. Insanity, collective insanity, which the state like a

thrifty, thoughtful mother is endeavoring to care for, has shown me itself

in all its horror and all its need. Epilepsy and its meaning, feeble-minded-

ness and the havoc it has played, have left a picture so clean-cut that it

will go with me to my grave. Crime, youthful crime, committed by early

adolescence, sick and made sinful by disease, sticks its malicious tongue
in its cheek, leers and frowns and with ribald laughter shrieks out, "Here
am I, the product of your failure and that of your profession

!"

The State's million of children growing into men and women with
potentialities for good or evil, marred or mouled for might and power by
the foresight of legislatures passed and gone, has filled my mind as never
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before with the intricate problems which, if one would be a really con-

structive man of medicine, he must know. In going from one end of the

state to the other, blessed as I have been by the annihilation of distances

which the state's highways have brought about, visiting cities, large and
small, feasting my eyes on the broad acres of tobacco, cotton, corn, and
smaller grain, hearing the buzz of spindles and farm machinery, the

whistle of railroad engines and of automobiles as well as the whirl of

flying machines, I find myself astounded at the realization of the fact

that all of this has come in practically half a century.

About sixty years ago North Carolina was a desolate waste of

tangled weeds, without government, pauperized, "bled white of its man-
power," inhabited by a people partly master and partly slave; women
in widow's weeds, mothers with breaking hearts, patriots bound and
gagged by the power and military rule of a conquering people. Is there

a miracle in Holy Writ more wonderful than the progress between the

then and the now? Can you imagine a greater privilege than that which
has been mine to observe all this in this past year? Can you imagine a

finer lesson in citizenship, civics, sociology, patriotism, and medicine?

You, gentlemen, gave me this opportunity, and furthermore, you gave

me the privilege of coming in intimate contact with the medical profession

of North Carolina. I have seen it individually and collectively, just as

it is—the doctor in the city practicing his specialty, feeling secure in

the knowledge that the service and assistance in other specialties were his

for the asking immediately and always. The surgeon, for example, who,
when confronted with the oftimes perplexing and baffling question, "When
to operate?" has the oculist, roentgenologist, neurologist, rhinologist,

bacteriologist, pathologist, blood chemist, and internist to give him valu-

able information and priceless knowledge. They together pass upon the

diagnosis, prognosis, and general condition of the patient; and when the

operation has been decided upon, the hospital is there as are the operating

room, the anaesthetist, and the nurse. I have also seen the men in the

smaller towns measuring up to the standards inculcated in them by the

Class A schools of this country, and I have seen men struggling alone to

meet the demands of medicine ; without assistance, without confreres,

without hospitals, without nurses, practically without everything with

which to practice medicine, save conscience, training, self-reliance,

energy, and resourcefulness.

Having seen it all, the thing I am proudest of is my ability to look

the people of North Carolina in the face and say to them conscientiously

that wherever the means are provided the North Carolina doctor can be

depended upon to "carry the message to Garcia." I have found sections

in which there is a physician to every four hundred people—that section

always holding out every modern convenience known to modern medicine.

I have seen other sections in which there was only one doctor to every

four thousand people, and that section with the exception of good roads

and the gray matter, courage, and Godliness of an isolated, lonesome

man of medicine, had nothing with which to fight disease.

The environment of these two extremes is utterly different, but the

diseases that deform, mutilate, and kill the people living there are

exactly the same. Is there no way to equalize the problem? Is there no
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way to bring the state to the realization of the fact that the men who

are making the cities, the men who are occupying high places in the

affairs of state, in the profession and in the business world are, many of

them, born and reared in the blue of the sparsely populated mountains

and along the blue of the surging sea? Can we not join hands and hearts

in bringing this good state to a realization of its duty to the sparsely

populated sections that are within its borders? Can we not impress upon

prospective legislators the fact that the man in the country is "a man for

a' that" and entitled to protection from preventable diseases?

There are men, and classes of men, who stand out before the people:

—the soldier, the sailor, the shepherd; not infrequently the artist;—

rarely, the physician. In reality, however, the medical man is the flower

of our civilization; and when the stage of man is over and remains as

history to be marveled at, it will be said of him that he has shared as

little as any in the defects of the period, and most nobly to have exhibited

the virtues of his race. Generosity he has, such as is possible to those that

practice an art, never to those who drive a trade ; discretion, tested by a

hundred secrets, tact, tried in a thousand embarrassments ; and, what is

more important, Herculean cheerfulness and courage. It is this type of

North Carolinian that I am appealing to today. There are less than three

thousand of us. If the three million population of the state were equally

divided among us, each would have the responsibility of the physical

welfare of more than three thousand human beings. How can we meet our

obligations to society and to our profession unless we give ourselves

unstintedly and whole-heartedly to the prevention of disease?

Some men say that the prevention of disease brings no pecuniary

reward; that the time and money necessary to the preparation of a

medical man makes it necessary to spend one's professional days earning

what he can in order to live in accordance with the standards of the

times and to put by a competence for old age. "He who does only what
he gets paid for, gets paid for only what he does." I would not think of

attempting to disprove the old adage "the laborer is worthy of his hire,"

I would not drop a word or thought that could suggest that medical men
are not entitled to the best that life affords ; but money comes as a

by-product of work well done. Show me a minister of the gospel who
gives his days in an intelligent way to the service of his community, and
I will show you a minister who will suffer no need when he is placed upon
the superannuated list. Show me a lawyer, clean and square, who gives

sixty minutes of every hour to doing his work well, and I will show you
a happy man with an earning capacity sufficient to care for himself and
his family. Show me a physician who intelligently and wisely gives all

that is in him to his calling and I will show you a man with comfortable

surroundings and with the abiding respect of all those whom he serves.

Lindbergh is but a boy. He began his climb to fame in an air mail car

at about two hundred dollars a month. He has earned more in a year than
most men accumulate in a life-time. He has spurned millions for vaude-
ville contracts and millions more for movie royalties. He has refused to

commercialize himself and his profession by declining to sit at glass top

desks of inventors and corporations. He has put all of his eggs into one
basket and has given undivided attention to keeping the Spirit of St.
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Louis on an even keel. And yet money has "rolled in" to him. He has run
away from more millions than any man in modern history, but fortune

somehow has simply congealed itself about him at the average rate of one
hundred thousand or more a month.

We need to look to the making of a healthy citizenship today so that

a healthier people will be born ten or more generations hence. The gener-

ations that are to be born will come from the parents of today. What can
we as a profession do to improve mankind? What can we do to lessen the

people's propensity to starve, steal, slough in the shadows, haunted by
fear, hunted by the police ; the diseased people, in the gutter because of

disease? When the multitude came to Christ, the apostles were dumb-
founded and urged Him to send them away, because there was no food.

But Christ had compassion on them. He divided the loaves and fishes

among his disciples and bade them give. The more they gave, the more
they had to give ; and so it is with you and your particular calling.

There is in the death chamber of the penitentiary today a youth who
with anxious eyes and unshaven, hopeless face pressed against the prison

bars, is before me as I speak;—an overgrown lad incapable of lofty

purpose, a lad who has zigzagged his way through society seeking food
and the gratification of other cravings, engaged in every kind of crimes
until, outwitted by the law, he is where he is. He is the product of

physical deficiency, ignorance, and vice. One of his kinsmen in this

generation, however, is a gentleman of fine type. Out of the same soil

and the product of the same seed two different men have come ; one cursed
by physical ailment, the other blessed by physical perfection ; one cast

down, the other lifted up. In the veins of him cast down is bad blood,

freighted with error and physical disease, blood destined to trickle

through the centuries, following the lines of least resistance, making
ignorance mate with ignorance, crime with crime. Whether this boy
should be electrocuted is an open question, but is not his life a challenge

to you and to me that we more intently bend our energies to the making
of better human machines? This boy has thousands of ancestors. He is

descended from hundreds of families. There are countless other boys and
girls, provided he has children, who are going to mate with his kith and
kin and produce offspring. If the oak is in the acorn, this boy with his

staring eyes and hopeless face, expecting to be pitched headlong into

eternity, will becloud the blood stream of the race, provided he has chil-

dren. There are countless other sons and daughters who are going to

mate with and reproduce from that remote heir of his. Other youngsters

are going to grow up, and contribute something to the progeny of that

boy by indiscriminate mating. The blood of others may make his progeny
succeed nobly, or it may be that his will mix with offspring of its kind.

If so, failures are in store. Charges on the state will have surely been
born.

The generation in which this young man's child now lives holds a

thousand and more whose blood will mingle with his, two hundred and
fifty years from now. The boy of 2178 is going to have in him the blood

of more than two thousand different family strains. He will represent

a cross section of society—descendants of lawyers, doctors, engineers,

firemen, merchants, laborers, soldiers, preachers, tramps, and crooks.
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Should we not be concerned about this boy and his heirs, as well as the

two thousand or more whose blood is going to mingle with his and who

are today and tomorrow playing around somewhere? We cannot endow

the far-away children and heirs of this convict awaiting electrocution

except by endowing the whole generation to which his children and your

children belong. It were well that we stop and listen to the pregnant

words of that great poet, philosopher and anatomist, Oliver Wendell

Holmes, who, when asked when the training of a child should begin,

wisely replied: "Two hundred and fifty years before birth."

With everything that medicine can do for the making of physical

perfection, nothing is more important than giving due attention to serious

educational enlightenment to those that are to marry and reproduce their

kind. Make as much money as you will, the good that you can do with it

compared with the good that you can do in exercising scientific effort

in your daily work, looking to the upbuilding of strong human bodies, is

infinitesimal. The state needs you to build its citizenship. Money is but a

tool ; like the sword and the sceptre, it is of little use except in competent

hands. You can transmit your skill, but it is the history of money that

one generation assembles it, the next separates it, the next dissipates it.

Place your reliance on the transmission of your skill in the making of

better physical manhood for your state. It is your one grand chance to

endow your own descendants with happiness. You cannot know the boys

and girls to the right and to the left of your child and this convict's

child. You cannot know who will share with them the bringing into being

of human machines ten generations hence.

Think always of the children playing in the cities and the waste

places of the State, working in the fields, mills, and shops—children of

the rich and the poor, of the righteous and the erring—and in God's

name have compassion on them. Give them your loaves and your fishes.

When your own two year old reaches manhood, one of these may shine

his shoes or he may shine theirs ; another drive his car or he may drive

theirs. Your boy will flirt and dance with others as was done by you and

me. Then one day, because of the democracy of compulsory education,

out of the mystery of the future will come a girl with shining eyes and

luscious lips to lay her hand in your boy's hand "for better or for worse."

She may be a waitress, the daughter of blue-blooded aristocracy, or the

progeny of a millionaire, or she may be of the slums. We cannot tell but

that she will be the offspring of the hopeless convict waiting for his

doom. We, ourselves, bear witness to the social changes occurring in tiiis

country, and whoever the girl may be, your son will see her as the gift

of the gods. And while not yet born, but as inevitable and resistless a5

the tide; they will stand at the matrimonial altar to inject their kind and
the millions that are to follow.

Unless we as citizens of a state give due consideration to the mating

of man, the races of mankind are going backward. Civilization as we have

administered it is self-destructive, tending to destroy the very men that

build it. Modern invention, instead of improving man's lot, is hastening

the hour of his destruction. Biologists tell us that man's brain is not
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growing; that as a breed of organic beings he is not advancing; that

microbial diseases are the by-products of civilization; and that they are

decreasing man's capacity to resist them.

We know that heart disease, Bright's disease, diabetes, cancer, degen-

erative diseases of the arteries, liver and other vital organs are increas-

ing alarmingly. We know that the functional neuroses that aifect man's

mind and behavior, such as neurasthenia, hysteria, epilepsy, insanity

and the multiform minor mental nervous derangements of the human sys-

tem are also increasing. Weaklings, paupers, hobos, imbeciles, are becom-
ing more common, while leadership and genius, great men and first class

workmen are decreasing.

We recently called the picked youth of our nation to the colors and
found that practically one-third of them were unfit to defend their coun-

try, and that audit, as fearful as it is, conveys an under-estimate of true

conditions. So far as that audit goes it may well arouse concern as to the

physical state of civilized man ; but it is not complete until consideration

of defects unrecorded which in later life impair efficiency and lower

resistance to disease is taken into the picture.

Every physical defect in the human family is a challenge to the medi-

cal profession. I beg you to accept it as such. If I were delegated as an

evangelist to prepare for war against disease I would preach the fact that

in order to see and appreciate excellence one must oneself have struggled

for it ; that he who has never striven to surpass himself surrounds himself

with the shoddy, the second-rate, and the cheap. I would preach that "By
what judgment you judge, you shall be judged." I would preach that in

selecting our preferences we pass judgment on ourselves; that shirking

the effort necessary to real achievement is responsible for the practice of

quackery; that the standard of living applies, not to what one wishes to

possess, but to what one is willing to pay for in order to acquire the

right kind of possession; that life has to do with quality, not quantity;

that knowledge and training bring a new reverence for the real and the

true ; that respect for the excellent is possible only to a mind that has

learned to recognize, appreciate, and practice excellence. If I had to

formulate a simple creed by which a medical man may best order his life

and discover that which an intelligent mind may reverence and practice,

it would be, in the recognition of worth.

When we emphasize excellence, good workmanship, sincerity, ability,

virtue and wisdom, we emphasize the difference between superiority and
inferiority. Lose sight of the distinction of worth as a social necessity,

and all values decline to the level of mediocrity. Our daily choices deter-

mine what we ourselves become, and the total of ideals and ideas diagnose

the particular type of men we are.

Our worth depends upon our capacity to plan, upon the way we
complete each little problem that comes to us in the day's work, and upon
our conscience as citizens of our communities. It is what we give to the

world, not what we get, that counts. Failure to report every communicable
disease and to protect the public against it through every means known
to medical science is a besmirchment of the medical cloth. Failure to give

ourselves unstintedly to the education of the public, to the desirability of

Grade A milk and pure water, is a sin of omission that we must answer
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for. Failure to vaccinate our own clientele against smallpox, typhoid

fever and diphtheria evidences a betrayal of trust which the public places

in us. Failure to report cases that the law makes reportable evidences a

contemptible ignorance of business methods. Failure to support our

Board of Health in all its endeavors to make the citizenship of the state

better and cleaner makes a physician appear in the role of a Judas when
he betrayed the Christ, who undertook to develop and assist in making a

respectable world in which Judas himself could more easily have become

a decent and Godly man.

If I could direct the medical profession of North Carolina, I would

first undertake to give it an armamentarium sufficient to accomplish the

purposes for which it is intended. I would compel every practicing physi-

cian in North Carolina to maintain an office neat, clean, and always in-

viting to respectable people. The equipment in that office would be

sufficient to carry on the practice of medicine in a scientific way—a real

first aid station with a personnel trained and at all times available to meet

every demand.
Lastly, I would endeavor to crystalize a conscience and ambition

looking to perfection and would urge all medical men to do their

utmost in the furthering of that knowledge which would stand for the

conservation of lives, for the education of citizenship against the ravages

of disease and with an effort to teach those who live that in the right

living, in the cooperative living, there is increasing physical force reflect-

ing man-power and ability to make the world serve better and love more.

"It is not the weight of the gift or plate

Or the nap on the silk or fur

It's the spirit in which the gift is rich

As the gifts of the Wise Men were
And we are not told which gifts are gold

And which the gifts of myrrh."

(Applause).

Dr. W. S. Rankin, (Charlotte): Mr. Chairman, I have been attend-

ing the sessions of this Society a long, long time and I have heard great

presidential addresses. I have heard addresses brilliant and displaying

the highest type of professional and scientific intelligence, but it has

been a long time—and I say this with no reflection upon the splendid

addresses we have heard in years past—that I have listened to an address

of such fine professional idealism as I have heard here today. (Applause).

I go back in my mind in estimating the place of this address among
the others, to a long line of life, to where we started from, coming up
out of the slime, climbing ever a little higher and higher, until we have
gone on up Jacob's ladder and stand in a place but a little lower than

the angels. I think back when life began to gather together a little

knowledge, before that instinct, mere vital tradition, is ingrained in the

cell, and then knowledge, then a form of life that would put together

knowledge and weave it into judgment. I come on up from that to where
that finer part of the mind, higher than intelligence, the emotional part of

the mind that recognizes the relationship between life of all sorts, is

developed. This address has come out of the heart as well as the mind,
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that higher development of the mind; not the intelligence only, but the

emotions that cap intelligence. He has lifted us to the very heights of

professional vision and shown us the larger view, the larger future to

which we tend.

I don't know when I have heard a finer address in North Carolina or

anywhere else, coming from this finer and higher type of professional

thought, and it is a great pleasure, Mr. Chairman, that I move this

address be referred to an appropriate committee for its consideration and

report. (Applause).

The motion was seconded.

Chairman Blair: You have heard the words of Dr. W. S. Rankin

in appreciation of our President's address. You have heard the motion

and it is seconded. Are you ready for the question? All those in favor

signify by saying "Aye." Contrary. It is carried.

This, then, will be referred to the House of Delegates. Dr. Cyrus

Thompson, I believe, is the Chairman of the Committee on President's

Address. Will you take notice of your duty. Dr. Thompson?

Dr. J. M. Templeton, Cary: Mr. President, right on the heels of

that, if you will permit me, I want to make a motion.

Mr. Chairman and Gentlemen: I read in the morning paper that the

Governor takes no action on the health fund, and in concluding the

article, it said he will do so when the press of other business permits. I

would like to ask before making the motion what business the Governor

of North Carolina has that is more pressing than the health of the people

over whom he presides. The motion I have to make is this, that the

President of this body appoint a committee of five members of the

North Carolina Medical Society to go before the next legislature and ask

it to float a bond issue of not less than $50,000,000, (to ask for anything

less than that after listening to that magnificent address would be mur-

der) to be used for conserving and protecting the health of the people of

North Carolina. That is my motion. (Applause).

Secretary McBrayer: Mr. Chairman, I want to second that motion.

Chairman Blair: Ladies and Gentlemen, it has been moved by Dr.

J. M. Templeton, due to the knowledge brought out by the President's

address, that a committee of five be appointed by the President of this

Society to memorialize the legislature for a bond issue of $50,000,000 or

more for the carrying out of the work as idealistically outlined in the

President's address. Are there any remarks? If not, are you ready for

the question? All those in favor signify by saying "Aye." Contrary-

minded. It is so ordered. (Applause).

Announcements.

Secretary McBrayer: Will Dr. Carlton and Dr. Hege stand up,

please? They are too timid, I mean too modest to mention this, so I

wanted to call your attention to the morning's issue of the Winston-Salem
Journal. It has the pictures of Dr. Carlton and Dr. Hege on the front

page. This is May day, as you know, and child health day also. The
Journal has gotten out a magazine edition on child health. They brought
it down this morning by aeroplane and it is free to everybody who cares



GENERAL SESSIONS 25

to set a copy. I think we ought to commend the work of this paper m
getting out such an edition as that, largely due, of course, to the spirit

infused into the editor and management of the paper by these fine health

officers.

I have a telegram here from Dr. Dave Tayloe:

I am badly disappointed the last minute. I fear my health

will not permit going to Pinehurst. I love the North Carolina

Medical Society and am with you in spirit. Best wishes for a

successful meeting. My three boys will be with you.

Dr Thompson: Mr. President, I just mentioned to Dr. Rankin the

feebleness of Dr. Dave Tayloe and I just came back here to ask Dave

how his father was. He tells me he is somewhat better than he was two

or three weeks ago, but still his condition is precarious.

I wanted to move you, sir, that the Secretary be instructed to send a

telegram to Dr. Tayloe, in appreciation of his remembrance of us and

conveying to him our love and good wishes for his recovery and our regret

that he cannot be here with us.

You men who know him, know I am telling the truth when I say that

if Dave Tayloe falls, a prince will have fallen in our Israel. He is one

of the most lovable men I ever knew, one of the men who comes up to the

measure of the President's address of this morning as nearly as any man

I ever knew.

The motion was seconded.

Dr. C. S. Lawrence, Winston-Salern: Mr. President, in seconding

that motion, I would like to include Dr. A. Y. LinviUe, of Winston-Salem.

It is the first time, I think, in years he hasn't been present at the State

Medical Meeting. Dr. Linville had an automobile accident the other day

and dislocated his hip. He is in the hospital. I would like to include a

telegram to him in that motion.

Dr. Thompson: I accept that.

Mr. President, I move the adoption of this motion by a rising vote of

the Society.

The audience arose.

Telegrams sent.

Chairman Blair: It is a pleasure and a privilege now to turn this

Seventy-Fifth Session over to our President for executive action.

President Burrus took the chair.

President Burrus: Members of the Society, we will now proceed

with the program. I am going to ask you to just pep it up a little bit

and put some life in this meeting and make it really worth while.

The first paper on the program is by Dr. H. S. Black, of Spartanburg,

South Carolina, on "Pancreatis with Fat Necrosis Following Gall Blad-

der Infection." (Applause).
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PANCREATIC FAT NECROSIS ASSOCIATED WITH GALL
BLADDER DISEASE

By Hugh S. Black, A.B., M.D., F.A.C.S.

From the Mary Black Clinic, 392 East Main St., Spartanburg, S. C.

The stomach, duodenum, gall bladder, liver, bile ducts and pancreas

in the human embryo, originate from a single tube, the primitive alimen-

tary canal lined by columnar and cuboidal epithelium. From this tube

differentiation into the stomach and intestines occur, and in an early

stage of this evolution, a diverticulum appears from the duodenum which
ultimately becomes the liver and the pedicle of this mass forms the ductus

choledochus communis. From this diverticulum arises another which be-

comes the cystic duct and gall bladder. The pancreas and pancreatic

duct have a similar origin. It is evident that the functional cells of these

organs have a close and common ancestry and are biologically closely

related, but in higher organisms they have become rearranged with

specialized cells performing various functions. These organs still remain
connected by the same sympathetic, motor and sensory nervous S3'stem.

Diseases of the gall bladder, ducts, liver and pancreas comprise a

group of pathological conditions in the human individual that physicians

are called upon to treat. Some of these individuals are fortunate and
seek advice early, others are unfortunate and consult late. Even though
insulin has been discovered for the diabetic and the Lyon's drainage
instituted in the treatment in all types of gall bladder diseases, there still

remains pathological conditions of these organs that the above treatment
will not relieve and surgery must be resorted to as the last resource.

In operating in the upper abdomen, diseased gall bladders with or

without stones and lesions of the stomach and duodenum are well recog-
nized but undoubtedly there must be many cases of pancreatitis not
detected. This probably is a result of two reasons ; first, no attempt is

made to examine this organ, especially if the gall bladder or stomach,
or both, have pathology in them, and secondly, failure to recognize dis-

ease of this organ when it is present.

The fact that Deaver* and Pheiffer demonstrated disease in the pan-
creas in 33 per cent of cases of cholecystitis and Abell in 394 operated
cases of gall stones showed pancreatitis in 13.9 per cent and that Judd
found an associated pancreatitis in 20.8 per cent of gall bladder disease
operated upon go to prove that pancreatitis must be a fairly common
association with disease of the biliary track. In Judd's series there was
one diseased pancreas to every five diseased gall bladders, though none
of his cases clinically suggested pancreatitis. W. J. Mayo, 1911, (Cana-
dian Medical Journal) in analyzing 4000 cases of gall bladder disease
showed pancreatitis was a frequent complication and when present it

was more common in cases where stones were in the common duct than
when merely the disease (either with or without stones) was limited to

the gall bladder and cystic duct.

Opinions vary as to etiology of pancreatitis. Some think it is due to

a reflux of bile into the pancreatic duct (Archibald) others think it is

*Deaver's latest report of 903 crises of arall bladder disease reported the oancreas
diseased in only 6% of the cases.
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due to the duodenal contents being forced into the common duct through

the Ampulla of Vater and entering the pancreatic duct causing an infec-

tion. Many agree that it is a result of infection from a diseased gall

bladder, duct, liver or occasional gastric or duodenal ulcer (Deaver)
which travels by means of lymphatics into the pancreas. Others believe

that pancreatitis is caused by direct blood infection, as Rosenow has taken
the organisms from infected gall bladders and injected them into the

veins of normal animals and in 70 per cent of the cases produced an
infection in the gall bladder of these animals.

Jones suggests that in those cases of pancreatitis without fat necrosis

the infection enters the pancreas by the lymphatics but when fat necrosis

appears it is due to the reflux of bile in its ducts. It will suffice here to

say that Jones' opinion in this matter is still debatable, even though
Mann, has produced pancreatitis with fat necrosis, experimentally, in

animals by causing bile to enter the pancreatic duct.

Whatever the etiology of pancreatitis may be there exist two groups
which are classified as the acute and chronic. The acute type is usually

described as occurring in three forms, the hemorrhagic, gangrenous and
suppurative. The symptoms and signs in these types are more or less the

same excepting in varying degrees of severity. Clinically in our experi-

ence, it is not only impossible to diiferentiate the types before operation

but it is almost impossible to be certain that we are dealing with a lesion

of the pancreas, whether it be primary or secondary. At operation, not

only may a hemorrhagic pancreatitis be present with blood stained fluid

in the peritoneal cavity, but also there may be associated areas of gan-

grene and suppuration. Fat necrosis is not uncommonly seen and Abell
recently reported four cases of pancreatic fat necrosis in ten cases of

acute pancreatitis in all of which the gall bladder was visibly diseased.

Chronic pancreatitis occurs in two forms, the interacinar and inter-

lobular. In the latter type there is a preponderance of interlobular con-

nective tissue with a compressed glandular structure, while in the former
type there is an excess of connective tissue within the glandular acini.

Chronic pancreatitis practically always is secondary to disease of the

liver, gall bladder, and ducts and acute pancreatitis may likewise be
secondary to these infections but on the other hand when in these severe

and frequently fatal cases, it might, in itself, be the seat of primary
infection.

In the chronic pancreatitis associated with gall bladder disease the

pancreas is usually enlarged, hard, irregular and roughened, particularly

in the head. This might be explained by the fact that the lymphatics from
the gall bladder and pancreas anastomose around the head of the pan-
creas (Maugeret) causing most of the inflammation in this area. It is

worthy of mention to note that even though the inflammation in the head
may be extremely marked that seldom does jaundice exist from this

cause alone as was formerly thought.

The other type of pancreatitis associated with gall bladder disease is

that producing a fat necrosis. When present the symptoms might be only
those of a mild case of cholecystitis with digestive disturbances or might
be a little more severe causing epigastric pains and colics with more or
less soreness and tenderness, nausea, and vomiting, with a mild degree of
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exhaustion and weakness and no loss in weight. In the more severe cases

the above symptoms are exaggerated and frequently there is some degree

of shock and collapse. It is in these former types of cases that the condi-

tions are frequently diagnosed as gall bladder disease and one is cha-

grined on opening the abdomen to find not only a diseased gall bladder

with or without stones but an associated pancreatitis and occasionally a

fat necrosis.

Fat necrosis, when present, varies in amount as well as in distribution,

though commonly found in the peritoneum, mesentery, omentum and gall

bladder region. The necrosis is not formed as a result of bacteria but it is

a result of the pancreatic ferment which escapes from the pancreas caus-

ing the fat in any of the surrounding tissue that it comes in contact with

to be broken down into fatty acid and glycerin. The glycerin is absorbed
but the fatty acid unites with calcium salts producing whitish yellow
patches which remain in the tissues. Cases have been reported in which
such areas have been observed in the pericardial and extrapleural fat.

This might indicate that these ferments are capable of transportation by
lymph or blood stream. Once seen, areas of fat necrosis will never be
forgotten.

*From the records of three hospitals in the South and one in the East
with which we either have been or are associated there were nine cases

of pancreatitis with fat necrosis which were evidently secondary to gall

bladder infection. From them a few facts will be taken. The average age
of these nine patients was 45 years. The youngest was 24 and the oldest

64. Three of the nine cases occurred in the female and six in the male.

The average time of onset of symptoms was 4.9 years while the shortest

period was two months and the longest 24 years. The average number of

days during the last exaccerbation of symptoms before coming for exami-
nation was nine.

Pain was present in all of the cases, being crampy and colicky in

seven and less severe in two. The pain radiated to the right shoulder in

three cases and was confined to the region of the gall bladder and epi-

gastrium in six. Six of the total number of cases required morphin for

relief of pain and the others took medicine by mouth for it. Epigastric
distress was noted in six cases, nausea and vomiting in five and in two
cases a history of chills and fever could be elicited. Jaundice was present
in two cases while the same number had clay colored stools. Eight of the

cases had albumin, five had casts and two had bile in the urine, but no
mention was made of sugar being found.

A leukocyte count over 10,000 was present in five cases and under
10,000 in four.

In none of the cases could a mass be detected in the abdomen though
all revealed soreness and tenderness in the gall bladder and epigastric
region with no evidence of it being more severe over the pancreas.

The preoperative diagnosis in seven of the cases was gall bladder
disease and in two cases gall bladder disease with common duct obstruc-
tion, probably stones.

*Mary Black Hospital, Spartanburg, S. C, Spartanburg General Hospital, Laurens
Hospital, Laurens, S. C, Jeflferson Hospital, Philadelphia, Pa.
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A cholecystectomy was done in five cases, a cholecystostomy in two

and cholecystostomy and choledochotomy in two. All cases were drained

but in none was a pancreas drained per se. There was one death due to

peritonitis.

In the following chart will be seen the condition of the gall bladder

and pancreas and the distribution of fat necrosis

:

Condition of

the Gall Bladder:

1. Chronic cholecystitis

contracted and deeply

placed with stone in com-

mon duct.

2. Strawberry type,
chronic cholecystitis.

3. Chronic catarrhal

cholecystitis with thick-

ened wall.

4. Acutely inflamed
edematous and gangren-

ous.

5. Thickened wall and

inflamed.

6. Acute empyema with

perforation with stones.

7. Edematous, stone in

common duct.

8. Stones and edema-

tous wall.

9. Chronic cholecystitis

contracted without

stones.

Condition of

the Pancreas

:

1. Acute pancreatitis

head size of small orange.

2. Pancreatitis, hard-

ened, edematous especi-

ally the body.

3. Chronic pancreatitis,

hard, irregular and nod-

ular in head.

4. Acute pancreatitis,

large and swollen.

5. Acute pancreatitis,

large and swollen.

6. Acute pancreatitis.

7. Acute pancreatitis,

large and soft.

8. Acute pancreatitis

with swelling and edema

of head.

9. Pancreas slightly

enlarged, head irregular

and hardened.

Distribution of

Fat Necrosis:

1. Extensive in omen-

tum and peritoneum.

2. Round ligament of

liver.

3. Necrotic area around

liver region.

4. Extensive over omen-

tum.

5. Extensive

out abdomen.

through-

6. Slight around the

region of the gall blad-

der.

7. Gastro hepatic
omentum.

8. Transverse meso-

colon.

9. Gastro hepatic
omentum and gall blad-

der region.

We realize that this number of cases are too few to draw any definite

conclusions. In this series, however, of pancreatic fat necrosis one will

note that the predominant symptoms were crampy and colicky pains in

the gall bladder and epigastric regions, nausea, vomiting and epigastric

distress, all of which pointed towards gall bladder disease rather than

pancreatitis, particularly the acute type. No mention was made whether
the acute cases were hemorrhagic, gangrenous, or suppurative, for after

all they represent different degrees of the same infection. We emphasize
the fact that in this series of cases as well as in Abell's recent series of

ten cases, that the gall bladder was diseased in each case and that a gall

bladder history was elicited, though in some of the cases the prolongation

of gall bladder attacks should have led us to think of an associated

pancreatitis.

It is interesting to note that the pancreas was described, as being
acutely Inflamed in six cases while three were classified as chronic pan-
creatitis, but from the recurrent history of attacks one would have expect-

ed the reverse. The fact that six cases occurred in the male and three in
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the female is of no significance and should be accepted as a coincidence for

we know that gall bladder infections are twice as common in the female

and probably a large series of cases would bear this out.

From a study of these cases no conclusions can be drawn as to what
cases we might expect fat necrosis to be present in and we must not be

surprised to find it at operation anywhere within the abdomen.

The operative mortality rate does not appear to be as high in the

cases of pancreatitis with fat necrosis secondary to gall bladder infection

as in those cases operated upon with little or no infection of the biliary

track. Abell reported two deaths in 10 cases of acute pancreatitis, one of

which occurred out of the four recorded cases of associated fat necrosis.

In the above series of nine cases there was one death.

These statistics^ though few, lead us to believe that fat necrosis

occurring in pancreatitis cases secondary to gall bladder and biliary dis7

ease does not seem to carry with them the same weight of severity and
graveness as when occurring in primary acute pancreatitis.
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(Applause).

President Burrus: Thank you. Dr. Black.

Vice President G. H. Macon took the chair.

Chairman Macon: Dr. James will present his paper.

THERAPEUTIC CONSIDERATIONS OF THE THYROID
GLAND

Albert W. James, A.B., M.D., Hamlet, N. C.

Mr. President, Members of the North Carolina Medical Society:

It shall not be the attempt of the writer to offer anything of a

departure from the now commonly accepted methods of treatment of

pathological conditions of the thyroid gland. Instead, it will represent

an effort to compile a brief and concise resume of the most effective

measures employed in those conditions seen most often by the general

practitioner or surgeon. The anatomy and physiology of the thyroid gland
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will not be touched upon ; likewise, no minute consideration of the various

pathological processes will be made. We shall first take up those derange-

ments which fall primarily within the field of general medical treatment.

Inflammation of the thyroid gland, thyroiditis, is now regarded as a

complication of some primary infectious disease, such as scarlet fever,

typhoid fever, or pneumonia. Occasionally, the thyroiditis may be the

complication of some mild infection and the thyroiditis be so severe as to

cause one to regard it as a primary infection. The cardinal symptoms

render the diagnosis apparent, especially when difficulty in swallowing is

present. Extreme enlargement of the gland may interfere with respi-

ration.

The treatment of thyroiditis should be directed towards the primary

disease. Simple laxatives and diuretics are indicated. For the relief of the

pain and tenderness in the gland, an ice cap may be employed. While

simple inflammations of the thyroid gland usually clear up in several

days, the possibility of abscess formation must not be overlooked. If one

or more small abscesses develop, they can be aspirated with a small

needle. If the abscess becomes large and extends through the capsule into

adjacent tissues, incision must be made and free drainage established.

Goiter, as differentiated from thyroiditis, is a chronic enlargement of

the thyroid gland caused by a hyperplasia of its connective tissue and a

proliferation of the cells of the acini, accompanied by an increase in the

amount of colloid. The excess of colloid is not discharged and the acini

are distended, producing either a diffuse and uniform enlargement or a

circumscribed and nodular enlargement. The goiter of adolescence is the

one most commonly seen. If observed early and treated with iodin in the

form of Lugol's solution, or any other form of iodin, in the dosage of

one and one-half grains of iodin three times a day, these goiters usually

respond satisfactorily. Painting of the skin over the goiter with tincture

of iodin has been employed, though the danger of irritation and blistering

must be kept in mind. It is well to mention that in some localities prophy-

laxis has been practiced by giving small amounts of iodin to everybody

by placing it in the common water supply at the pumping or filtration

plant. Recognizing the efficacy of such a procedure, some manufacturers

of table salt in this country are now selling iodized salt. The iodin content

of the salt affects the taste none at all, and it is to be hoped that the

universal use of this iodized salt will prove a boon in the prevention of

goiter. This same line of treatment is resorted to in goiter already well

developed, though the results are not so encouraging. When medical

treatment has proved of no avail and where pressure or superimposed

toxic symptoms are present, surgical procedure offers the only relief.

The thyroid gland which has become goiterous is a potential field

for the development of subsequent pathology; it is a locus minoris resis-

tentiae, as it were. Given, a patient with a colloid goiter in which toxic

symptoms have developed, the successful treatment depends upon an

early recognition of the secondary toxic symptoms and prompt surgical

intervention. Even with the early diagnosis, the mortality rate is some-

what higher than in those cases of primary toxic hyperthyroidism.

Strumitis may be defined as an inflammation of a goiter. Not unlike

simple thyroiditis in its etiology, it is the secondary complication of some
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primary infectious disease. Paradoxical as it may seem, strumitis is

observed after mild infectious diseases more often than after the more

serious infections which we have enumerated as the causative factors of

thyroiditis. Only a word need be said concerning its treatment. An ice cap

or cold compresses applied to the gland may prove of comfort to the

patient and hasten the resolution of the inflammatory process. If it goes

on to suppuration, surgical measures are indicated.

Syphilis and tuberculosis of the thyroid gland are mentioned as

examples of thyroiditis arising as secondary complications from systemic

infection by these diseases. Syphilitic thyroiditis is characterized by a

painless swelling of the gland occurring in the secondary stage of the

disease. Gummata of the thyroid have been reported. Tuberculous thy-

roiditis is a manifestation of general miliary tuberculosis. It is of rare

occurrence and of no clinical significance in view of the fact that all

therapy must be directed towards the primary disease. The same holds

true in the consideration of the treatment of syphilitic thyroiditis.

Tumors of the thyroid gland usually arise as circumscribed and nodu-

lar areas involving the epithelial cells. In this connection, the nodular

colloid goiter may be regarded as a new growth, and, strictly speaking

would be included properly in this grouping.

Adenomata constitute the majority of all thyroid tumors. They are

best described as discreet neoplastic formations arising from hyperplastic

changes in the glandular tissue and their line of demarcation is sharply

defined from the surrounding normal thyroid tissue. There may be one or

several of these encapsulated tumors present. They are subject to hyaline

degeneration, hemorrhage, and cystic degeneration. The presence of an

adenoma in the thyroid gland is a source of potential danger to the

patient at all times for they are quite prone to undergo malignant

changes. This is particularly true in the fetal adenomata, so called be-

cause of their resemblance to embryonic thyroid tissue. Most carcinoma-

tous growths of the thyroid gland arise from adenomata which have been

present for many years and which have suddenly taken on changes inci-

dent to malignant degeneration. Any growth of the thyroid which in-

creases rapidly in size should be regarded with suspicion of malignancy.

Sarcomata of the thyroid are of relatively rare occurrence, there being

but few cases reported in the literature. It is quite difficult to diagnose the

character of any thyroid neoplasm prior to operation. The irregularly

shaped and rapidly growing tumor suggests malignancy. The symptoms
of pain and pressure develop late. Medical treatment in thyroid tumors

accomplishes nothing. Early operation, for excision of the tumor and for

positive diagnosis, affords the patient the best chances for recovery.

Upon the secretory activity of the thyroid gland depend more func-

tional relations of the body than upon any other of the endocrine glands.

If it is absent at birth, or atrophic in size, or markedly fibrosed, the in-

fant will exhibit the characteristic signs and symptoms of cretinism,

resulting from absent or decreased thyroid secretion. If the secretory

activity is impaired in later life by operative removal or by destruction

by injury or disease, there is produced the condition known as myxedema.

If a hypersecretion of the thyroid develops and there is an excessive
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production of this secretion beyond the needs of the body, we are con-

fronted with the well known clinical entity of hyperthyroidism or toxic

goiter.

The pathology of cretinism is manifested in a retarded and impaired

development of the child, both physically and mentally. We are not pre-

pared to state anything definite regarding its etiology. The theory has

been advanced that it is the result of the thyroid gland becoming diseased

early in life, with a resulting athyrosis. The signs of cretinism are

observed largely in the retarded and imperfect development and growth

of the bony skeleton, the myxedematous overgrowth of subcutaneous

tissue, the atrophic degeneration of, or apparent absence of, the thyroid

gland, the deficient growth and character of the hair and teeth, and the

subnormal metabolism, together with the characteristic subnormal mental

development. Cretinism may not be suspected in the early months of the

infant's life due to the small amount of thyroid secretion which may be

taken in in the form of nourishment in the mother's breast milk. Obvious-

ly, the treatment of cretinism is to be directed solely at supplying the

vital thyroid secretion which the body needs. Thyroid gland extract is

administered in increasing doses to the point of tolerance, starting with

a fifteenth of a grain three times a day. The point of tolerance and

the progress of the condition of the patient are determined by a study of

the metabolism, the pulse rate, and the temperature. The pulse rate and

the temperature returning to normal are practical indices for determin-

ing the thyroid gland dosage. A check up once a year with X-ray exami-

nation of the bones is of value to determine the progress of the develop-

ment of the bony skeleton. Best results from thyroid gland therapy are

obtained if the treatment is discontinued at intervals and then resumed.

For general consideration, we may regard myxedema as presenting

many of the same signs and symptoms as cretinism, only developing after

the function of the thyroid gland has been destroyed or greatly impaired.

Operative removal of too much of the gland is followed by the character-

istic manifestations of myxedema, or it may develop from a diseased pro-

cess or injury which destroys the secretory function of the gland to such

an extent that there is a deficiency of the normal secretion. If it appears

before puberty, there is a failure of development of sex characteristics.

The growth of the bony skeleton and the muscles is greatly impaired.

Epiphyses fail to unite and the muscles are inclined to atrophic changes.

There is an increase in the subcutaneous tissue of the body to such an

extent that the diagnosis is not likely to prove confusing. The mentality,

the metabolism, the temperature, and the digestive system are below

normal. As in the treatment of cretinism, so in myxedema, the missing

thyroid secretion must be supplied and the dessicated thyroid gland is the

derivative most commonly used. The dose may be started at one to two

grains per day and gradually increased to the point of tolerance, careful

observation being made for the development of any untoward signs of

too large dosages.

That deranged function of the thyroid gland characterized by a

chronic overactivity of its secreting substance is known as hyperthyroid-

ism or exophthalmic goiter. There is produced an increase in the amount

of the normal thyroid secretion in excess of the needs of the body for its



34 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

normal metabolic processes. It may develop at any age, but it is more
common between the ages of twenty and forty. Females show a much
higher morbidity rate, the incidence being eight to one. The etiology of

hyperthyroidism is little understood. It has been observed to be more
common in those sections where goiter is prevalent. The theory that the

nervous system plays an important role in its production is to be dis-

counted because it does not appear in any marked increase in those sec-

tions where the environment and living conditions predispose the indi-

viduals to live under increased nervous tension.

The signs and symptoms of hyperthyroidism vary directly with the

amount of the excess secretion and the nervous tendencies with simple

tachycardia and comparatively slight increase in metabolism to the

classical picture with its cardinal signs of the increase in the size of the

thyroid gland, the nervous tremor of the hands, the exophthalmus, and
the greatly increased rate of metabolism, with the persistent tachycardia

of an alarming degree. Such well developed cases oifer no difficulty in

diagnosis.

The treatment of hyperthyroidism is directed towards the lowering of

the processes of basal metabolism. We must appreciate the fact that we
are not dealing with an ordinary acute disease which will terminate fav-

orably under successful therapeutic proceedings. It is distinctly a chronic

disease ; the parenchyma of the gland has increased in amount and in

function, which has produced the excessive secretion with its attendant

toxic symptoms. Theoretically, we should be able to destroy this excessive

secreting parenchyma by roentgen rays or by surgical extirpation, leav-

ing only so much of the thyroid gland as is necessary to carry on. Un-
fortunately, this is not so easily accomplished. When skillfully treated

and there is an apparent amelioration of symptoms, there is always the

possibility of another derangement of the thyroid gland developing. The
word "cure," as applied to treated cases of exophthalmic goiter, must be

used with discretion and apprehension. Many tendencies to symptoms of

nervousness, neurasthenia, hysteria, and other indications of nervous

instability are left as permanent reminders of the seriousness of the

disease which has reponded with an apparently happy ending.

As we are concerned with lowering a hyper-functioning metabolic

process, our first and main effort should be concerned with a lowering of

the physiological demands of the body. This is accomplished by putting

the patient at absolute rest in bed, removed from all former activities,

particular care being exercised that no mental strain be allowed to

remain. For this reason, complete change of environment is advised,

treatment away from home and in an institution being more efficacious.

Whatever the form of treatment elected to be pursued, whether entirely

medical, or by means of the roentgen rays, or by surgical measures, the

initial rest period is of the greatest importance, for there is usually a

marked improvement under this regime. The height of the improvement is

manifested by a rapid fall of the basal metabolism, some 15 to 25 per

cent, a slowing of the pulse rate, and a decrease in the nervous symptoms.
After about two to three weeks of this absolute rest treatment, all of the

aforementioned good results appear to have reached a maximum and there

is a standstill in the improvement.
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The X-ray treatment of hyperthyroidism cannot be directed along

dogmatic lines as applicable to this particular case and unsuited for that

one. Following exposure to the X-rays, there may be a flare-up in the

symptoms due to the stimulative and irritative action of the rays.

Obviously, then, the severely toxic cases are not to be treated by this

means. The best results in X-ray treatment of hyperthyroidism are ob-

tained in cases of mild severity, and then the dosage is best given in a

single full strength exposure, staying just short of the erythema skin

dose, rather than to invite the possibility of stimulation of the already

hypersecreting parenchyma of the gland to even greater activity by the

irritative action of fractional exposure dosages. The preliminary rest

treatment followed by rest and an environment predisposing to physical

and mental repose are of the greatest value if the best results are to be
obtained from this method of treatment.

In recent years our conception of the role iodin plays in the treatment

of exophthalmic goiter has been subjected to radical alterations. We had
been following the teaching of Kocher that iodin was contraindicated.

Now we know that iodin is not only indicated in the ordinary rest and
general medical treatment of hyperthyroidism, but it is of distinct advan-
tage in bringing about a general improvement of the symptoms prior to

operation, if this method be elected. The theory of how iodin acts bene-

ficially even in the presence of excessive thyroid secretion, containing

thyroxin as its active principal and which is made up of 65 per cent

iodin, is explained on the supposition that many molecules of the thyroxin

are liberated into the body with toxic results because they have not been
iodized. These conjectures have been borne out in the therapeutic tests

of giving Lugol's solution or potassium iodide solution to cases of hyper-
thyroidism with gratifying results. It is now the recognized procedure to

give iodin therapy prior to operation and continue it post-operatively.

If the case is one to be treated along general medical lines, there must
be intervals of discontinuance of the iodin therapy, to be resumed again
as before. It has been observed that there is a continual and gradual fall

for one to two weeks in the metabolic rate to a decrease of some 35 to 50
per cent, after which there is an abatement and standstill in the improve-
ment. This is the time to operate, if surgical intervention has been decided
upon. If operation is not done at this time and the iodin therapy is con-

tinued, the symptoms of increase metabolism and hyperthyroidism return

as severe as formerly.

The surgical treatment of hyperthyroidism presents a problem which
must be worked out by a careful study of each individual case. It is not
within the scope of this paper to treat of the various indications and
contraindications for operative procedure. With the advent of our com-
paratively recent knowledge of the tremendous importance played by the

administration of iodin in hyperthyroid states, we may reasonably con-
clude that many severely toxic cases are being made amenable to radical

operative treatment by virtue of the fact that they are transformed into

fair operative risks with an attendant decrease in mortality. The key-
note of iodin therapy is to be sounded in the admonition for a closer

correlation of the internist and the surgeon in this treatment, for it will

avail the patient nothing if the operative procedure is not done at that
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opportune period when the most benefits are being received from the

administration of the iodin. Likewise, there are many cases of mild hyper-
thyroidism which may be benefited by the iodin treatment, in conjunction

with the other enumerated procedures, to such an extent that the disease

can be kept more or less under control and the patient apparently free

from symptoms and no operation will be indicated.

The diseases to which the thyroid gland is subject to and the derange-
ments of its secretory activities render this field one of the most alluring

in modern medicine and one in which now we are beginning to appreciate
the untold possibilities of accomplishing the greatest results. It is in the
treatment of these conditions briefly outlined that the physician must avail

himself of all the progress recently made and correlate his own intensive

study of the case at hand with intimate association with the laboratory
worker, the physicist, and the surgeon, if he is to obtain the highest

rewards of labor well spent. (Applause).

Chairman Macon: Is there any discussion of Dr. James' paper .^

DISCUSSION

Dr. a. G. Brenizer, Charlotte: I want to congratulate Dr. James
on his paper, and I am glad he has taken an interest in thyroid enlarge-

ments. Commenting, not with the idea of criticizing very much; as to his

recommendation that iodin in salt be dispensed rather freely for the

reduction of thyroid hypertrophy, I think that is a great mistake. The
hyperthyroidism in young people is appearing with us very much more
frequently than formerly, and I think it is due to the free use '^f iodin in

city water. A very mildly hyperplastic and hypertrophic thyroid is

easily overdriven, and when once overdriven with iodin and hyperthy-
roidism is produced, you have a condition that forces the operation. I

don't think iodized salt can be dispensed from the grocery store. I think

it should be dispensed by the doctor and frequent checks should be made
on metabolism.

Thyroiditis would appear a simple story to begin with. There are

several tj^pes of thyroiditis, the Rieol type where the gland is probably
hyperthyroid, whether operated on or not, but if not, it will involve the

structures of the neck, probably spoil the parathyroid glandules and
affect the nerve. It is the consensus of opinion the second renal type
should be operated on.

As to hyperthyroidism, I think there is where our work lies. Iodin in

hyperthyroidism is certainly beneficial and beneficial only for a short

time, as has been proven any number of ways. The thyroid gland will

revert to the normal type of gland temporarily riire-v a period probably
of about three weeks, and then the thyroid gland will become hyperthy-
roid again, and once having become hyperthyroid, it is almost impossible
to reduce that hyperthyroidism with iodin.

I think in no case of exophthalmic goiter should iodin be given unless

on the way to operation. That is the most dangerous thing. Again, all

cases of supposed exophthalmic goiter do not respond to iodin as they
should because they are mixed in with adenomatous growths and while

you are reducing your hyperthyroidism, you are also stimulating your
adenoma. They can be made markedly hyperthyroid.
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As to X-ray treatment, I think there is some difference of opinion.

I have a right to have mine. I think there is no place for it at all. I can't

conceive of how X-ray in like measure to surgery reduces the thyroid

gland, say, represented by an eighty metabolism, where four-fifths or

five-sixths of the gland is to be taken out and the other part of the gland

unaffected is to be left to take care of the functions. How that dosage can

possibly be so regulated that four-fifths to five-sixths can be destroyed

and the other be left in the proper active, normal state as it should be,

I don't understand.

Beyond that, Means and Aub of the Massachusetts General Hospital

treated eighty-four cases with X-ray under the most careful observation.

They got five cases of myxedema out of X-ray treatment ; they got sev-

eral cases of shrinkage in the neck, some cases affecting the parathyroid

gland. I think it is a most dangerous thing. I think usually X-ray treat-

ment is not carried far enough ; the gland is rather stimulated and caused

to atrophy ; when it is affected at all, it is reduced somewhat in its tox-

icity, and those people go on half-poisoned rather than full-poisoned.

I don't think any method in exophthalmic goiter is rapid enough except

surgery to prevent many untold symptoms that the patient will get in try-

ing to tide him on to operation. I think it is just as disastrous to allow

exophthalmos, which is the most horrible deformity a woman could expe-

rience. If you don't think so, talk to the people with exophthalmos
sometime—with bug eyes and frog eyes. I think it is almost as bad as a

hair lip. If you can save a woman that by an early operation, by rapid
reduction of oversecretion of the thyroid gland, you have certainly done
a thing greatly in her favor. I think anything that doesn't produce relief

rapidly and save her a lame heart, a lame pancreas, bug eyes, is a mis-

take. It is too slow. Those are conclusions that I have drawn over the

last seventeen years in talking to many patients. (Applause).

Chairman Macon: The next paper is an address to the Society from
the Section on Eye, Ear, Nose and Throat, "What Ophthalmology Should
Mean to the General Practitioner," by Dr. V. M. Hicks, of Raleigh.

Dr. V. M. Hicks, Raleigh: Mr. President, Ladies and Gentlemen:
I consider it an honor to be asked by the head of our organization to

address the general session as a representative from the Eye, Ear, Nose
and Throat Section. I am not unmindful of this responsibility. I realize

quite well that it is the general thought that talks relative to defects of

the eye are rather uninteresting to the general practitioner and those
engaged in other specialties. We are prone to think of defects of the eye
as being surrounded with technical and uninteresting details. Too fre-

quently we think of the eye as being separate and apart from the rest

of the body.

I wonder why we assume that attitude. Is it because eye defects are

rare.? I believe I am perfectly safe in saying that of all the patients com-
ing under the supervision of the general practitioner, more of them suffer

from defects of the eye than of any other part of the human structure.

Let us call your attention to the report of the Provost Marshal
General as to the causes of rejection in the selective draft of our recent

war. Ten per cent of all the men were rejected because of eye defects.

That percentage did not include a certain per cent of men who were cor-
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rected by glasses and who had minor eye defects, nor did it include a

rather large percentage of men who were rejected for other reasons

before the eye examination was made.

Statistics which tend to prove the percentage of eye defects in our

public school children are rather at variance, but I believe we can be

very conservative in saying that at least twenty or twenty-five per cent

of all of our public school children today are suffering from uncorrected

eye defects.

Let me offer this as a possible solution of our apparent lack of

interest in ophthalmology. It has been a long time since most of us

graduated from medical school and the courses given in medical schools

to the undergraduates are rather hasty and incomplete. Very few of us,

if any, received any sort of working knowledge of the eye in our under-

graduate days. As a result, we tended to drift into this position of rather

disregard to the eye. I want to tell you, gentlemen, that no history is

complete and no examination is complete without some consideration of

the eye.

I realize, as I said in the beginning, that this subject in detail is

rather technical, but I think we ought to have some sort of a working

knowledge, some sort of information that we can give to our patients

from day to day as to the importance of proper attention to their eyes.

Our North Carolina Board of Health has made rapid strides and the

medical profession has been justly given credit for these strides. I

believe it is our function to further instruct the general public along this

particular line. It is my purpose to talk to you in language that you

can yourselves use in talking to your patients about eye defects.

Suppose one of your patients in the daily routine of your office should

ask you the question, "Doctor, how do I see? How does my eye function?"

I wonder how may of you could intelligently answer that question. Let's

see if this wouldn't be a satisfactory answer. Let's for a moment com-

pare the eye to the action of a kodak or camera. We know that in the

rear we have the photographic plate which is protected from the light

by certain mechanical structures. We know that we have in front a lens

which focuses the picture on the photographic plate behind. W^e know

that still farther in front, we have the diaphragm of the kodak which

has a little hole in it, allowing the light to go in, and you can enlarge or

make that hole smaller, depending upon the intensity of the light. For

bright sunshine, you would use a small hole ; on a cloudy day you would

use a large hole. That is about all there is to an eye, considering it in a

broad sense.

In the eye, we have behind the photographic plate which we call the

retina. In front, we have the lens which we call the crystalline lens, and

still farther in front, we have the diaphragm which we call the iris, and

the hole in the diaphragm is the pupil. There is one fundamental differ-

ence. In a camera or kodak, you can change the distance which is between

the lens and the plate behind by simply moving it backward or forward.

You can't do that with an eye, but nature has arranged that focusing

power in the crystalline lens in front. We have a battery of lenses, so to
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speak, all in one. The eye has within its own power the ability to make
this lens large or make it small, depending upon the distance at which the

picture is taken by the eye.

Let us have some general knowledge of the anatomical structure, and
with this I want to show you a few of these lantern slides.

(Slide) I show in the beginning a picture to call your general atten-

tion to the lids with the cilia and above the brow, which protects the

eye from the shining light above, and here in front is the cornea. I like

to speak of that structure to my patients as the watch crystal of the eye.

The cornea in front is an inverted watch crystal, stuck right on the ball

in front. Then behind you see the black iris and the pupil in the center.

(Slide) This slide gives you a notion of the extrinsic muscles of the

eye, the muscles that move the eye around. I can assure you, my friends,

that this perfection in this group of muscles has never, and I doubt if

it ever will be, been surpassed by man in any sort of mechanical per-
fection. It is perfection itself.

(Slide) This slide here I show you is a cross section of the eye. In
front you have the cornea, the watch crystal, and here is the lens and
here is the ciliary muscle ; behind is the photographic plate, the retina.

Here is how the eye takes care of this change of focus. This ciliary

muscle attached to this lens contracts at will, involuntarily, depending
upon the distance of the picture. This ciliary muscle has its inervation
from the fifth nerve and from also the sympathetic nervous system. You
are all familiar with the sympathetic nervous system. We all know how
intimately the tracts of the body are connected with each other by the
sympathetic nervous system. We know what referred pain is. As my
friend. Dr. Royster, says frequently, it is the idea with the sympathetic
nervous system of referred pain, to use the principle of baseball

—
"hit

where they ain't."

That is frequently what happens in referred pain through the sym-
pathetic nervous system. The pain is referred where the condition does
not exist. That is how frequently we overlook this probability of the
eye.

(Slide) I call your attention here to a small pupil and to a large

pupil. It is astonishing how rapidly one can produce a state of exhaustion
in an individual by just doing this one thing, changing the state of light

to which the subject is subjected and then subjecting him to dark and
bright light at frequent intervals. It is astonishing how rapidly you
become tired and feel generally exhausted. That has been carried on many
times experimentally and very successfully and very conclusively.

(Slide) Here I show you the focusing of the rays of light; parallel

rays of light entering the eye pass through the cornea, are refracted
some there, then to the crystalline lens, and then come to a focus at a
point exactly on the photographic plate, exactly on the retina. That is the
normal state. Now, then, I call your attention, to this instance where the
rays of light pass into the eye and come to a focus in front of the photo-
graphic plate, in front of the retina. The eye is larger than the normal
eye. That is nearsightedness, myopia. The more the ciliary muscle at-

tempts to overcome that condition, the worse the condition becomes, the
focus still coming farther forward.
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(Slide) This condition, then, is corrected by the use of a concave lens

which spreads the rays of light outward when they strike the lens and

then they are in a state where they come to a focus back on the retina.

(Slide) Here is a far-sighted eye. These parallel rays of light have a

tendency to come to a focus behind the photographic plate, and it is the

function, then, of the ciliary muscle to overcome this defect and by

contraction enlarge this lens, make it more magnifying and bring the

focus forward to the photographic plate. That is the small farsighted, or

hyperopic eye.

(Slide) That is corrected, don't you see, by the use of an additional

magnifying convex lens which changes these rays before they enter the

eye to the normal parallel state and then they are focused in a normal

way on the retina.

(Slide) This slide shows the normal near vision, rays of light which

emanate from a near object must of necessity be divergent and when they

strike the eye, they are in a divergent state and must be refracted by a

large lens here in order to bring the focus to the photographic plate.

(Slide) When a person reaches forty or more, the presbyopic stage is

reached. The power of this muscle becomes less and less. As a result,

this near vision becomes difficult. It becomes difficult for this muscle to

enlarge this lens, to make it more convex to meet this requirement, and as

a result the focus tends to come behind the photographic plate. That is

presbyopia.

(Slide) That is corrected by the magnifying lens which brings the

focus to the photographic plate behind.

(Slide) This slide demonstrates the essentials of astigmatism. You

notice we have spoken up to now of only the crystalline lens. The watch

crystal, however, does have refractive power, and it is in defects of the

cornea that astigmatism occurs. These parallel rays of light that you see

here in the horizontal and in the vertical positions, being perpendicular,

come to a focus on the retina behind at exactly the same point.

(Slide) Now, then, if the cornea is more convex from above down-

ward, the vertical meridian, than it is in the horizontal meridian, then

the rays of light will come to a focus at two different points behind and

as a result, you have the blur. This is astigmatism. It essentially occurs,

as I say, only in the cornea and

—

(Slide) It is corrected by the use of what is known as a cylindrical

lens which only corrects one meridian of the eye. The other being normal,

it is not touched.

(Slide) This slide here calls your attention to the two eyes being

parallel in the normal state. This is complete muscular rest with the eyes

looking for distance and is, of course, an ideal state of rest.

(Slide) The eyes in the convergent state, the muscles must pull these

eyes together, to focus together here in the center, and any irregularity

in these muscles, any undue strain of these muscles will, and frequently

does, particularly in childhood, cause an eye that is overstrained to turn

away from the field of vision, and for comfort's sake, and so-called

cross-eye or convergent strabismus results.
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(Slide) This slide calls your attention to the results of eye strain,

headaches, nervousness, lack of interest, wrong posture, poor sight,

irritability, sleeplessness, faulty digestion, poor work, backwardness in

school and accidents.

(Slide) This slide here shows the astigmatic chart, and as you see

here, each one of these lines is just as black as the other, and that is the

way it would appear to a perfectly normal eye—the various letters here

being sharply distinct.

(Slide) Now, then, in the case of astigmatism, however, when you

use this chart, you will notice these lines are black and sharp and these

lines here are blurred, which indicates the vertical type of astigmatism.

Here is one a little bit more marked.

(Slide) This is the normal compared to the abnormal here. This is a

slide that is supposed to show all the lines equally blurred where the

high spherical error, the high far-sightedness exists with low astigma-

tism.

I am sorry these slides don't show up well enough to compare the

normal vision with defective vision. I have a series of slides which com-
pare normal vision in a view of country with the abnormal vision, show-

ing just what these people see. It is perfectly astonishing how poor the

vision can become gradually and surely in an individual without his

recognizing it.

(Slide) I had hoped with a series of fifteen or twenty slides to call

your particular attention to the importance of light. I wish to compare
the defective light in rooms with the good light to emphasize the impor-

tance of proper illumination. I believe it should be the function of the

physician to know what is good illumination and what is poor illumina-

tion. The light in this room is so poor that I shan't burden you with that

series of slides.

I have purposely omitted discussing some of the pathological condi-

tions which every physician commonly comes in contact with such as

conjunctivitis, diseases of the lid, and I have purposely omitted advising

the use of the ophthalmoscope by the average practitioner. It is my per-

sonal experience the average man will not do it. I only wish to call your
attention to this fundamental condition known as eye strain which I

believe we are commonly overlooking in our general routine examinations.

(Applause).

Chairman Macon : He certainly knows his onions. I think we will

have to get you to Warren County to address the Parent-Teachers'

Association. I think they need your advice.

The next is an address from the Section on Practice of Medicine,

by Dr. C. C. Carpenter, "Infarction of the Myocardium."

INFARCTION OF THE MYOCARDIUM
By C. C. Carpenter, M.D., Wake Forest, N. C.

Great progress has been made in the last few years in the recognition

and proper treatment of diseases of the heart. Formerly, great stress was
placed on valvular lesions. The profession now realizes that more im-

portance should be placed on degenerative or senile changes. Myocardial
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weakness without valvular lesion has become of great practical impor-
tance. It is of great importance economically^ and in certain instances
medico-legally. Statistics would prove that coronary thrombosis and
infarction of the myocardium is becoming more frequent. It is interesting

to note that of the last one thousand autopsies performed by us at the
Syracuse University morgue, 88 cases or 8.8 per cent showed coronary
occlusion due to arteriosclerosis.

I might explain here that someone might question this high percentage
and I would admit that it is probably a little higher than the average,
because on this service we were doing autopsies for the county, and in

that we found, of course, that we had to do a number of autopsies where
it was from a sudden death, the cause of death was unknown. Realizing
that one of the greatest causes of sudden death is infarcted myocardium,
we would admit this percentage is a little high. However, we also know
these cases actually occur.

Of the last 400 autopsies 101 cases showed gross heart change, 45
showed lesions due to arteriosclerosis of the coronary arteries. Such
frequent findings at autopsy has put the clinician on guard with the
result that this condition is being recognized clinically more often. An
early diagnosis is of great importance. The distinction from other anginal
pains, and confinement to bed may mean the difference between life and
death.

Infarction of the myocardium, as in infarction elsewhere, is caused
by complete stoppage of the vessel supplying the part. Death of the
tissue follows. Although the coronary arteries are terminal arteries, there
is some anastomosis, however not sufficient to supply the active circulation

which is necessary for such an organ as the heart. The occlusion is

brought about in the great majority of cases by a thrombus formed in

the vessel, as a result of arteriosclerotic destruction of the endothelium.
It is possible for an embolus to lodge in one of the vessels, but the ana-
tomical location of the coronaries behind the cusps of the aortic valve
makes this unlikely. There may be only a narrowing of the lumen, from
arteriosclerotic thickening, or from puckering of the aorta as observed
in syphilis. This would not produce an infarction, but it would produce a
partial anemia of the heart muscle. In most cases there appears to be a
small arteriosclerotic thickening in one side of the wall of the vessel.

This causes no noticeable injury until destruction of the endothelial lin-

ing takes place. Following this platelets adhere to the roughened area,

and a thrombus is formed occluding the vessel. When the vessel is thus
occluded, death and necrosis of the tissue supplied by this vessel follows.

Such a necrotic area is soft and swollen. The cells as observed under
the microscope reminds one of the appearance of charcoal as contrasted
with that of living wood. That is, the cells break up and fade away.
Such a mass of dead cells excites an inflammatory reaction. If the outer
part of the heart wall is involved an exudate is formed producing a friction

rub. Likewise, injury to the lining of the cardiac chambers, causes a de-
struction of the endothelium and a thrombus may be formed.

Infarction of the myocardium produces all the different types of pain
and anxiety experienced in disturbances of the coronary circulation from
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any cause. The pain is usually very intense, but in some eases it is slight.

The patient is upset and feels that death is near. As the great physician

John Hunter said about his own case, "To have any other affliction is to

be sick, to have this is to be dying." The pain may be precordial, sub-

sternal, in the left shoulder and neck, or in the epigastrium. The attack

may or may not be associated with exertion. Where there is only a nar-

rowing of the coronary, the patient may complain of attacks of varying
intensity over a period of years, at such time when there is a demand
for an increase blood supply to the myocardium, which cannot be sup-
plied. Finally there is complete occlusion with severe pain and collapse.

Or there may be complete occlusion at the first attack. It may well be
compared with "Intermittant Claudication," in which there is a narrowing
of the arteries supplying the leg. The patient is in comfort while sitting

but on walking rapidly intense pain in the leg is experienced, because
the demand for more blood cannot be met. These vessels may go on to

complete occlusion which in the extremity is called gangrene. I want to

call your attention especially to the patients who complain of pain in

the epigastrium with belching of gas. Following a big meal and some
slight exertion the patient complains of severe epigastric pain, with dis-

tension and belching of gas. The physician neglects to examine the heart
carefully and for want of something better to say tells him he has "acute
indigestion." He may recover from this attack only to drop dead a few
days later from occlusion of other branches or rupture of the heart.

The age at which infarction of the myocardium should be expected is

that of arteriosclerosis. It is rarely seen before the fortieth year. It is

about four times as frequent in men as in women. It may be looked for

more often in those who give a family history of early arteriosclerotic

changes. Those who have lived a high pressure life are more frequently
its victims, such as business men, lawyers, and physicians.

During the attack, on physical examination, we may find the patient
collapsed or fairly well composed according to the size of the infarct.

The blood pressure varies according to the weakness of the heart and to

the presence or absence of general arteriosclerosis. In a large infarct,

without a previous high blood pressure it is low during the attack. If it

was already high, it may even go higher during the attack. The heart is

irregular in the great majority of cases. This may be only slight and
should be looked for carefully. The temperature goes up following the
attack to around 100 degrees. A precordial friction rub may be heard at

this time. The friction rub and arrhythmia may be fleeting but the heart
sounds will remain distant for several days. Along with cardiac weakness
rales may be heard at the base of the right lung. We have autopsied
cases in which this sign became quite marked and a diagnosis of pneu-
monia had been made. A few cases present nothing on physical examina-
tion of very great value in making a diagnosis. These can be diagnosed
only by elimination of other possibilities and observation over a period of
time.

In the differential diagnosis we have to consider, thoracic aneurysm,
intercostal neuralgia, the so-called indigestion, which includes gastric
ulcer, gall-bladder disease and appendicitis, and ordinary angina pec-
toris.
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In thoracic aneurysm, a dull area may be mapped out in the region

of the aorta. There is usually a pulsation and a murmur double in time.

There is a diastolic shock and a tracheal tug. The pain is more likely

to come on at night and be continuous.

Intercostal neuralgia occurs at all ages. The pain is short and not

associated with exertion, although quick movements may increase the

pain. There is tenderness along the intercostal nerves.

In gastric ulcer, gall-bladder disease or appendicitis, there will be

the characteristic symptoms of these conditions.

Ordinary angina pectoris is more often associated with exertion or

excitement. It is likely to develop in those who have had friends or rela-

tives die of heart disease, or who, know that they have a heart murmur.
Heart disease to them means sudden death. In this type of angina pectoris

the temperature does not go up following the attack and a friction rub is

not heard. This is usually relieved by the inhalation of amyl nitrite.

But any attack of angina pectoris which is not relieved by amyl nitrite

but requires repeated doses of morphine for its relief should be considered

as a case of infarction of the myocardium until the diagnosis is definitely

established.

Three interesting cases have been selected from a series of autopsies

representing different types

:

1. Autopsy No. CM-2468, Male. Age 52. Occupation, Manager of hotel.

Previous history revealed nothing, aside from the usual childhood diseases and

pneumonia at 30 years. Present illness began six months ago. While hurrying

across the street in front of traffic, he was seized with moderately severe pre-

cordial pain and shortness of breath. He sat down for a few minutes after which

he was able to go on home. Felt exhausted that evening but was able to continue

his work the next morning. His health was good during the next few months

aside from an occasional tightness in his chest, which he attributed to excessive

smoking. Twenty-four hours before death he was found at the head of the

steps by his wife. He had an ashy grey color, and was groaning with intense

precordial pain. He was rushed to the hospital. Morphine gr. l^ was given and

repeated in about twenty minutes. Temp, was normal. Pulse 88 with an occa-

sional dropped beat. Blood pressure, 110 systolic, 80 diast'olic. The cardiac ir-

regularity did not appear alarming during the night. His temperature rose to

100 2-5. Morphin gr. Vg was given hypo every three hours. The following morn-

ing he suddenly died. At autopsy the heart appeared to be about the usual size.

Epicardium was without evident lesion. On section, the myocardium in the ante-

rior wall of the left ventrical was dark reddish in color and slightly softer than the

surrounding tissue. In the anterior branch of the left coronary artery, about Vs

inch from its bifurcation with the circumflex branch, there was a thrombus com-

pletely occluding the vessel. Beneath this was a yellowish anteriosclerotic plaque.

I have not recorded the percentage, but I would estimate that at least

ninety per cent of the arteriosclerotic plaques appear in the anterior

branch of the left coronary, just beyond where it joins the circumflex.

Why this is, of course, I don't know. I haven't heard anyone who does

know. (Applause).
2. Autopsy No. CM-2496, Male. Age 58. Occupation, Real estate dealer.

Previous health. Had measles, whooping cough and mumps as a child. Fractured

left forearm at age of 26 years from a fall.
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Present illness began six years ago, at which time he began to have what hie

called attack of "Wind on the Stomach." During this time he had one attack

of transient hemiplegia and two attacks of transient aphasia. One one occasion six

months ago he was found suffering intense epigastric pain, and was in a state

of terror, begging those around him not to let him die. This attack came on

suddenly, as other less severe attacks had done. A few hours after the attack

his systolic blood pressure was 190 m.m. mercury. After three days rest in bed

it was reduced to 150. His heart sounds were impure but only slightly irregular.

His attacks became more frequent until his sudden, death in an attack six

months later.

At autopsy there were dense fibrous adhesions between the visceral and

parietal pericardium, at the apex of the left ventricle. In this same area, the wall

of the heart was thin, measuring Vs inch in thickness as compared with V2 inch

in the remainder of the ventricle. This area was greyish in color and apparently

made up of fibrous connective tissue. It produced an aneurysm two inches in

diameter, on the inner surface of which there was a thrombus about the size

of a hen's egg. The orifice of the left coronary artery was narrowed, and the

right was almost completely occluded by arteriosclerotic thickening. In the

anterior branch of the left, % inch from its bifurcation with the circumflex

branch, there was an arteriosclerotic thickening occluding the vessel.

3. Autopsy No. CM. 2tl26. Male. Age 60. Occupation, Farmer. Previous

history revealed nothing of importance.

Present illness began two years ago. At this time he began to have attacks

of precordial and substernal pain, very sharp, and at times radiating to his left

shoulder. Went to see a doctor who found his heart irregular and weak. He was

tdld to give up work for a few months, which he refused to do. Eight months

later he became very short of breath, staying in bed a good portion of the time.

Two months before death, he was admitted to the hospital. His heart at this

time showed marked irregularity. His pain was of moderate severity. He was

given digitalis and morphin as necessary. He failed to show any marked im-

provement at any time, and died two months after admission.

At nutopsy, the pericardium was apparently normal. The ascending aorta

showed several arteriosclerotic thickenings. Valves were without evident lesion.

On opening the coronary arteries the branches of the left showed marked arterio-

sclerotic thickening as far as they could be followed. The myocardium of the

left ventricle showed on section, several greyish fibrous areas from Vs to 1/4 inch

in diameter.

In the treatment of these conditions during the attack, the first thing

of importance is to keep the patient absolutely quiet. Morphin should

be given hypodermically as needed to control the pain. If the blood pres-

sure is high an attempt should be made to reduce this as rapidly as

possible. Digitalis is contraindicated in all cases of fresh infarction.

The period of rest in bed should be long enough to allow the area to

completely heal with scar tissue and become firm. This takes from four

to six weeks. Unless these patients are kept in bed a sufficient length of

time, many cases will end in sudden death from rupture of the heart

wall. Between the attacks he should be instructed to live a well regulated

life free from mental and physical strain.
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SUMMARY
1. The clinical recognition of infarction of the myocardium is of great prac-

tical importance in prognosis and treatment.

2. Most cases are caused by arteriosclerotic thickening and subsequent throm-
bus formation in a branch of the coronary artery.

3. It may be expected at any time after the fortieth year.

4. Every case of intense precardial or epigastric pain requiring morphin for

relief should be studied carefully.

6. Prolonged rest in bed is necessary to allow complete healing of the damaged
myocardium.
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Dr. John W. MacConnell. of Davidson, took the chair.

Chairman MacConnell: This very interesting and instructive paper
of Dr. Carpenter's is now open for discussion.

discussion

Dr. J. B. Bullitt, Chapel Hill: Dr. Carpenter called attention to

change in our attitude toward the valve and heart muscle, and that

change in emphasis is a very important one, not a considerable difference

in our management of these cases. The heart muscle might in a general
way be compared to the gas in our entrails that furnishes the motive
power, and it doesn't matter how good a condition the valves may be in.

I think that we ought to beware against the importance of valvular
lesions in our changed attitude, or added emphasis on the importance of

the myocardium. I think we sometimes overlook the real importance of

lesions. I have known some very good physicians in recent years to pass
up cases of valvular trouble, saying, "It's nothing but a valvular leak,

we needn't worry about that." That is very important. If the valves in

your engine are leaking, you are at least wasting a good deal of gas and
you are in considerable danger of having the engine stop. We all know
injury to valves is serious in heart conditions.
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Dr. Carpenter was good enough to let me read his paper before he

presented it this morning. I was very much struck in reading it, with

the figures he gave 8.8 per cent of marked sclerotic conditions in the

cardiac arteries at autopsy. In his reading, he explained it is not a

general run of sections. I think he ought to put in his paper at least

a note that that is the findings in certain selected cases, because in

the general run of deaths, we certainly don't find anything like eight

per cent showing marked sclerosis of the cardiac arteries. His cases were

largely selective because of persons having sudden deaths, persons with

cardiac deaths, which would account for the very high percentage he

found in those autopsies.

One of the most interesting things to me in connection with this

subject is the amount of sclerosis that we can frequently have in these

coronary vessels without serious injury—I say without injury, I mean

without symptoms of cardiac conditions.

In case No. 2, I believe it was, he cited that while that man had the

symptoms for six years, he probably had more or less a somewhat chronic

fibrous myocarditis. He was still able within two or three months of his

death to continue at work. We frequently find marks at autopsy of per-

sons who die without having cardiac symptoms at all. Also, we find now

and then, not very often, pretty heavy scars with which a person has lived

quite a number of years and performed perhaps a good deal of active

work in spite of having had a good big infarct with a heavy scar resulting

from it. I suppose in all sudden cases there must have been some symp-

toms at the time of the infarct, but we often have no record of that; at

any rate, the person may live for a long time and live pretty actively

in spite of having an infarct. In other cases, with even a lesser infarct,

death may come suddenly.

I am not prepared to state very much on the treatment. I don't know

very much about it. Dr. Carpenter stressed the importance of this. I

don't believe there is anything hardly in which it is more important for

the physician to give very close supervision of his patients, even after

they recover from this acute condition, than in these infarcts of the heart.

The taking on of physical activity and checking up constantly of the

heart action during the period of graduated exercises are things of very

great importance.

I am sure Dr. Carpenter recognizes that, but he didn't mention it in

his paper. (Applause).

Dr. Macon resumed the chair.

Chairman Macon: I will ask Dr. Carpenter to close the discussion.

Dr. C. C. Carpenter, Wake Forest: Mr. Chairman, I have nothing

of very great value to add. I want to thank Dr. Bullitt for his discussion.

It was not my idea in making a special study of myocardial lesions to

lean over backward. I realize the importance of valvular lesions, but I

do feel that myocardial lesions require a more careful study. In recent

years it seems to me that we have a satisfactory control of infectious

diseases. However, we have not started to control degenerative changes.

Of course, we were held up because we didn't know how to go about it.

I would agree with Dr. Bullitt very heartily that the supervision of the
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patient following an attack is very important. The patient should be

instructed in the importance of complete relaxation and rest. (Applause).

Chairman Macon: Next is an address, "Cancer Prevention in North
Carolina," by Dr. H. H. Bass, of Durham.

Let me say right here the press of North Carolina has done more to

help this cause along without hope of reward or fee than any other

individual force of the state. It has been wonderful in the cooperation it

has given us. I really would like for us to thank the press for the work
it has done for us. (Applause).

CANCER CONTROL IN NORTH CAROLINA
By H. H. Bass, M.D.

The outstanding fact that has been learned from the study of the

vital statistics of the United States and other countries is that the death
rate from cancer is increasing annually. While no age is exempt, it is

more prevalent after forty. The records show that one person out of every
eight dies of cancer after this age, consequently cancer has become numer-
ically one of the most important causes of death. With these facts in

mind and realizing that something must be done for its prevention, the

American Society for the Control of Cancer was organized.

The objects of the Society is to collect, collate and disseminate in-

formation concerning the symptoms, diagnosis, treatment and prevention
of cancer; to investigate the conditions under which it is found and to

compile statistics in regard thereto.

The plan of the organization is to have a central office in New York
City with branch offices in every state in the United States and Canada,
under the supervision of a chairman of the respective states, whose duty
it is to work in conjunction with the State Board of Health and State

Medical Society.

It is a fact that at least one-third or one-half of all cancer deaths can
be prevented if early diagnosis and proper treatment are obtained.

The control of cancer can be only accomplished through two sources

:

first, by educating the public to its danger ; second, by the concerted and
cooperative action of the medical profession.

While the Society has been organized for thirteen years its efforts

in North Carolina have been limited, at first on account of its lack of

funds and later on account of proper organization. The National organi-

zation is now one of the largest charitable organizations in existence with
a fund of two and a half millions of dollars, which is being devoted to

this work throughout the United States and Canada. While this fund
seems large it is not adequate to meet the expenses that are required to

carry on the work in each State, consequently funds must be raised

independently.

While some cancer control work has been done in North Carolina by
our beloved Dr. John Wesley Long, and Dr. Brenizer, no concerted

action or definite plan of organization has been undertaken. We might
say that organized cancer control work in our state is just at the begin-

ning. It is most important that we have the complete cooperation of every

physician in North Carolina, so that the results of our organization will
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be second to none. During the past year the State Board of Health and

the North Carolina Medical Society conjointly realized that something

must be done for cancer control ; that some definite plan of action must

be undertaken. With this object in view, cancer control work in other

states has been carefully studied. It is quite necessary that we organize

on a sound working basis if we expect to get results. It might be well to

follow in the footsteps of New York and Massachusetts, which are

taking the lead in this work.

Cancer, not being contagious nor infectious, makes its control more
difficult than other health problems. The victim of cancer is an individual

suffering with a personal disease, consequently the individual should be

taught its danger. This can be done by education. It is quite obvious that

no one, if he knew better, would allow a condition to develop that would
destroy his life. To reach the individual, the American Society has recom-

mended the following plans

:

First—To get the press of the states to publish articles on cancer

control.

Second—To distribute bulletins on cancer preventions through the

County Boards of Health and Education through civic and social clubs.

Third—To get the churches, insurance companies, and women's clubs

interested in this work.

Fourth—By lectures and motion pictures.

The states that have conducted these campaigns report that the work
has been quite effective, and results have been that more cases are apply-

ing for early treatment.

Educating the public is helpful but the medical profession is the one

to get results and through them only can success be obtained.

I have nothing individually to offer that might help in the control of

cancer but to enumerate the plans already mapped out by the American
Society for the Control of Cancer. To quote from a recent paper by Dr.

J. W. Wainwright, and it might be well to consider in our organization

the plans that are being developed in Pennsylvania^ as suggested by
Dr. Wainwright.

1st—A State Cancer Institute or center.

2nd—Tumor clinics in all hospitals.

3rd—Post-graduate instructions in the treatment of cancer.

4th—Better literature on the treatment and control of cancer.

First: The State Cancer Institute, or center, should be located some-
where in the central part of the state so as to be accessible to all the

physicians.

(a) There should be a research department, purely scientific.

(b) A department for clinical study and treatment.

(c) Post-graduate instruction adapted to all needs, whether a doctor

wants to study for a day or a year.

(d) A department to standardize throughout the state the methods
of study, uniform record taking, general principles as to the best plans

of treating cancer in the different organs and conduct of statistical, socio-

logical and other studies.
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(e) A circulating service to supply radium emanation, or lend the

element to physicians who by attendance at post-graduate courses have

shown themselves qualified to use it.

(f) A clinical society for those who are interested in this work, which

will hold meetings once or twice a year to observe and study cancer.

Round table discussions and other procedures that will increase our

knowledge of cancer.

Second: Tumor clinics in all hospitals. These are essential, because

every case of cancer needs thorough study. A coordinate plan of treatment

should be mapped out involving surgery, radiation and perhaps the use

of lead and gold under careful professional supervision. The organization

and workings of tumor clinics will have to vary in each hospital, depend-

ing upon the personnel and equipment. The personnel should include at

least a surgeon, an internist, a radiologist, and not least a pathologist.

Third: Post-graduate instructions should be conducted yearly some-

where in the State. A course of intensive study consisting of clinics, lec-

tures and demonstrations to be arranged as comprehensively as possible.

Fourth: There should be some means whereby the literature on can-

cer, its prevention and treatment, can be easily obtained. The physician,

surgeon and specialist alike are badly in need of more literature, simpler

and more practical.

While great good may be accomplished by the systematic educational

campaigns as advocated and conducted by the American Society for the

Control of Cancer, by teaching the public the dangers of delay, and the

importance of early diagnosis, prompt and thorough treatment is only

a part of the battle. To give proper attention to a cancer patient is

beyond the unaided ability of any one. Team play is required among a

number of definitely trained and experienced doctors.

Team—The first in the team is the family doctor.

Second—The surgeon and radiologist.

Third—The pathologist.

Fourth—Again the family doctor.

The first, last and most essential member of the team is the family

doctor. Every case must be followed up from time to time as long as the

patient lives. He is the one who sees that his patient gets in the proper

hands for treatment, and it is back to him that the patient must come.

He is the one who is consulted about the borderline of precancerous

lesions, which means so much to the future of his patient. He is the one

who will be called on to make the periodical health examinations. In

fact, he is the Key Man to cancer control, and through his efforts, and

his efforts only, the mortality of cancer will be reduced.

The next member of this team is the surgeon and radiologist.

It matters not how many cancer institutions there are, or how many
cancer centers throughout the country, the surgeons outside of these

institutions and those in the small towns, do now and always will see and

treat a great proportion of cancer patients. This is where team work is

most essential. Almost anyone can do an operation for cancer anywhere,

get primary union and send his patient out of the hospital alive for the
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first time. The factors that will decide upon an early recurrence and a

prolonged freedom demand careful study and not only an operation but

a well planned procedure covering sometimes many months. This is not

a reflection upon the surgeon, but an urgent appeal for more scientific

study and to treat the cancer patient as an individual, and not as a class.

It is time that we were getting away from standard procedures and

treating our patients as the conditions may demand. The radiologists and

surgeons should work hand in hand, assisting each other in planning the

treatment of these cases. There are no strict rules that can be adhered

to in the treatment of cancer. Operative surgery alone is not indicative in

all cases, neither is irradiation. The best results that are gotten at the

present time seems to be team work between the two.

Third: Member of the team, the pathologist is quite an essential

member of the unit, but his work is more or less limited. In dealing with

precancerous lesions, often a lesion is clinically cancerous where the

microscope does not prove it, and to wait for a positive diagnosis might

be disastrous, and then the reverse may be true. A lesion may be clini-

cally negative but positively so microscopically, this makes the patho-

logical examinations most essential but not infallible.

During the summer of 1927 the President of the North Carolina

Medical Society and the Secretary of the State Board of Health realizing

that something definite should be done to control cancer in the state,

called a meeting to consider plans for this purpose, and ask the American
Society for its aid and advice.

The plan that is now mapped out is to organize the North Carolina

Division of the American Society for the Control of Cancer, under the

supervision of the State Medical Society and the State Board of Health.

Managed by a State Chairman whose duty it is to organize and direct

this department. The state will be organized into districts under the

supervision of the councillor of each district, who will appoint a doctor

in each county to supervise the educational campaign, and to assist the

state chairman in carrying on the work.

Public opinion and legislation can do nothing by themselves, it is

going to take the cooperation of every physician and dentist in North
Carolina to get results.

The real issue seems to be up to us to see to it that the cancer patient,

rich or poor, who has read that in early treatment is his only hope, should

receive the best that medical science can offer.

President Burrus assumed the chair.

President Burrus: Gentlemen, the paper of Dr. Bass is before you
for discussion.

discussion

Dr. a. G. Brenizer, Charlotte: Mr. President, I wanted to say

one or two words. First of all, I wanted to explain why this cancer

campaign in my hands died so miserably. This was the trouble: I thought
at that time the policies, the methods of conducting it by the American
Society for the Control of Cancer were. a little glaring for any individual

to get out in front of. I didn't care to push it on my own account and so
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possibly exploit myself. So I went out to get various chairmen throughout

the state to put forward the propaganda in their own county medical

societies. You have all had the experience of trying to manipulate such

a thing at a distance, or without authority of State Board of Health or

state society, and you know the difficulty. I suppose all of you have tried

a follow-up system and you know how many answers you get in trying

to follow up your own cases—about two per cent. So, as I say, not

wanting to push myself forward and trying to use other men, even in my
own county, it didn't get very far. Dr. Ferguson did a great deal of good

work.

I came into that position by receiving Dr. John Wesley Long's

mantle when he had done a great deal of good work. I think still the

difficulties of exposing the cancer question to the public are almost para-

mount. We are not startled by this fact: We lost 50,000 men during the

war, probably 100,000 were wounded, and we will talk about it for

generations to come, yet we allow 110,000 people in this country to die

of cancer every year and hardly bat an eye.

The cancer question, as we all know without being told for a minute

individually, is one of the most important issues we have, but it offers

many, many difficulties on account of the chance of the propaganda to

the individual and so on, to get it over. I think this latter suggestion, the

State Board of Health and the State Society to direct that entirely,

would be the closest cooperation with the American Society for the

Control of Cancer.

Dr. I. M. Proctor, Raleigh: Mr. President, I think that is one of

the most important subjects that has come before this meeting. Dr. Bass

has brought forward there the fact that we are confronted with, that

cancer is definitely on the increase. He has told us that one out of every

eight of us who are forty years of age or older will certainly die of

cancer. That doesn't scare any of us, of course ; but it is a thing we should

take notice of. I as a member of this general session think we ought to

go on record as endorsing this movement and each and every man, a mem-
ber of the State Society, should get behind this movement which the

President and the Board of Health together with Dr. Bass, are trying

to put over.

I move you, sir, that we go on record as favoring this most important

movement.

The motion was seconded and carried.

President Burrus: Any further discussion.^ Dr. Bass, will you close

the discussion?

Dr. H. H. Bass: I have nothing so say, Mr. Chairman, except Dr.

Brenizer is right; if we can't get cooperation, we are not going to get

anywhere. That is the whole story. It is going to take the personal coop-

eration of every doctor in North Carolina, it is going to take the co-

operation of the State Medical Society, the State Board of Health and

every other force we have to get anywhere with it. We have started and

we will do the best we can.
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President Burrus: Gentlemen, I have before me a letter from the

Secretary of the Georgia Medical Association.

"Dear Dr. Burrus:

"Dr. C. W. Roberts, Atlanta, and Dr. R. M. Goss, Athens,

have been appointed Fraternal Delegates to visit your Associa-

tion during your annual session, April 30-May 2, at Pinehurst.

Any courtesy extended them will be highly appreciated and con-

sidered a personal favor.

"We will be glad for you to appoint Fraternal Delegates to

visit us during our annual session to be held at Savannah, May
9, 10, 11. Headquarters at DeSoto Hotel."

Is Dr. Goss present? (No response).

I have the greatest pleasure in introducing to you gentlemen at this

time, Dr. C. W. Roberts, of Atlanta, Georgia, a fraternal delegate from
the Georgia Medical Association. (Applause).

Dr. C. W. Roberts: Mr, President and Gentlemen: Dr. W. A. Mul-
herrin, President of the Medical Association of Georgia, has been especi-

ally aggressive, we think, in his effort to encourage a more friendly and
fraternal relation between the physicians of my home state and our sister

states. If I am correctly informed, this is the first time a fraternal dele-

gate has been sent from Georgia to your own Association.

I esteem it, Mr. President, a distinct privilege and pleasure to be, if

not the first, among the first fraternal delegates to come to this Associa-

tion which we have learned to know by the caliber and temper of the

men which you have produced and which you have now in your Society.

I was instructed, Mr. President, to come to this association to be a

listener and an onlooker. I was instructed to make careful note of your
doings, to be prepared to take back to my home Society, to appropriate
and deliver to them, the good things, to listen in on that which was not

good and forget it. Up to the present time, I have been so busy listening

to the good things that I have made no note of anything else.

It is a privilege and a pleasure, I assure you, to be here. I wish to

voice again the request made in the letter of Dr. Bunce, our splendid
secretary, and, by the way. Vice Speaker of the House of the American
Medical Association, that you appoint fraternal delegates to come to our
meeting at Savannah where we will give you the right glad hand.

I thank you. (Applause).

President Burrus: Gentlemen, this request for a delegation to visit

the Georgia Medical Association that will convene in Savannah May 9-11
is before you. A motion is in order.

Dr. C. F. Strosnider: I move you, sir, the Chair be instructed to

appoint two delegates to attend this meeting and extend to that Associa-
tion our greetings and make similar observations and report to our
Society,

The motion was seconded, put to a vote and carried.

President Burrus: I shall take great pleasure in appointing fraternal
delegates to the Georgia Medical Societv.
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The next paper on the program is an address, "Pellagra," by Dr.

M. E. Street, of Glendon.

On account of an operation for appendicitis at which Dr. Street was
on the table, he was unable to be present.

Gentlemen, this concludes the program for our morning session. I am
sure you will all be delighted with the sectional meetings this afternoon

and the entertainment features that have been provided for this Asso-

ciation by the local committee of arrangements.

Please remember that at eight o'clock this evening in this hall the next

general session will open, and that it will not be at eight-two, but eight.

Thank you very much.

The meeting adjourned at twelve fifty-five o'clock.

SECOND GENERAL SESSION

TUESDAY, MAY 1, 1928, 8 P. M.

The Medical Society of the State of North Carolina met in the ball

room of the Carolina Hotel and was called to order by the President, Dr.

John T. Burrus.

The report of the Committee on Obituaries was read by Dr. E. G.

Moore, Chairman, and Dr. C. M. Van Poole, Secretary.

Fellow-members of the Medical Society of the State of North Caro-

lina:

Again we have met to pay respect to our dead and some tribute to

their memory. It is indeed fitting that we pause in our deliberations and
activities to do reverence to those who so recently moved among us, both

in social and scientific relations of the Society, but whose faces we shall

see no more and whose voices we shall not hear again. As time moves on

we shall miss them more and more, nor shall we be comforted in this

farewell, save in the honored virtue of their companionship and the fra-

grant recollection of their valued service, in the promotion and develop-

ment of those agencies which have been conducive to the stability and
upbuilding of this Society of which they were faithful and honored
members.

Three quarters of a century ago the Medical Society of the State of

North Carolina held its first annual session and entered into that long

stretch of years which has brought us to this hour.

None of those who met and saw the light of its beginning now live to

tell the story of its onward march or engage us in a recital of the extreme
limitations they encountered. Year by year like the leaves of the trees they

have fallen, and their places have been filled by those of newer growth
and fresher vitality. Each year there has come to us and each year there

will continue to come to us, the mournful story of the departure of some
of our comrades and friends, nor will it be long when those of us now
active in the spirit of the day, will join that caravan which moves on to

the land of rest and our presence will be no more.
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Wisely has it been said that life is but a short pilgrimage from the

cradle to the grave. The grim messenger stalks abroad and takes his toll,

respecting neither age nor service, and leaves us to marvel at his merci-

less step.

He who toils to save others and makes a woeful sacrifice to avert the

fateful tragedy, finds the shadows chasing his footsteps, until overcome

by the dark, which sooner or later comes to all.

THESE ARE THEY

Not for the great, unnumbered host of dead

That met a glorious end on the grey field

Of battle, and to whom as heroes yield

Their countrymen a love of honor bred.

Ah, not for these I mourn. Their task is done.

No trumpet call disturbs their dreamless sleep.

A silent everlasting rest they keep.

Who have laid them down, knowing the guerdon won.

That peace which man nor giveth nor taketh away,

Until the dawning of the last great day

"When Time shall flower into Eternity.

But for those rather who remain behind

To linger by the lonely grave, tear-blind,

And dreaming of a face they cannot see.

—Carlos Wupperman.

E. G. Moore,

C. M. Van Poole,

C. A. Julian,

Obituary Committee.

NORTH CAROLINA DOCTORS WHO HAVE DIED
DURING THE YEAR*

Anderson, Dr. W. S.,** Wilson

Battle, Dr. S. W., -- Asheville

Battle, Dr. James P.,** ._. - Nashville

Belk, Dr. J. M.,*** Monroe

Bingham, Dr. Fillmore,***.___._ Boone

Burbage, Dr. Thos. I.,** Como

Burns, Dr. W. M.,** l- Goldston

Clements, Dr. B. C.,*** - .-- - Mocksville

Dameron, Dr. E. Lee, Star

Denning, Dr. O. L.,** Dunn

Fearing, Dr. Zenas, Elizabeth City

Flowers, Dr. G. E., Hickory

Fowlkes, Dr. James I.,** --Hamlet

Glenn, Dr. H. F., Gastonia

Graham, Dr. Ben. R., Wilmington

*List accurate as far as possible.
**Formerly a member, but not at time of death.
***No record of State Society membership.
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Harrison, Dr. J. H.,*** Littleton

Hollar, Dr. O. L.,**.... ..Hickory

Houser, Dr. W. H., ^ Cherryville

Hughes, Dr. C. M.,** __ ... Efland

Johnson, Dr. W. A., Raleigh

Jerome, Dr. J. R., ^ Oakboro

Laiferty, Dr. J. S.,** Concord

Lane, Dr. M. E., Pinetop

McAnnally, Dr. Louis,*** Madison

McLendon, Dr. W. J.,*** _ Wadesboro
MacRae, Dr. Neal,** Littleton

Maples, Dr. Clement,*** Asheville

Montague, Dr. Sam,***... Oxford

Newbern, Dr. J. M., ,. Jarvisburg

Ogburn, Dr. Rodger,*** Green Hill

Parker, Dr. Carl P., . __ Seaboard

Peck, Dr. E. J., _J. Hot Springs

Primrose, Dr. Robt. S., New Bern

Pritchard, Dr. Arthur T., Asheville

Quillen, Dr. E. B., Rocky Mount
Reynolds, Dr. T. F., . ..Canton

Sawyer, Dr. Chas. W.,** Elizabeth City

Stevensoni, Dr. T. F., Hickory

Walker, Dr. T. C.,*** Randleman
Way, Dr. J. Howell, Waynesville

West, Dr. Geo. H., . Newton
Whitehead, Dr. Joseph,** Rocky Mount
Whittington, Dr. W. P., Asheville

Wilkerson, Dr. Thaddeus E., Raleigh

Woodcock, Dr. S. J.,*** .Asheville

ZoUicoffer, Dr. A. R., . Weldon

DR. A. T. PRITCHARD

Dr. A. T. Pritchard, of Asheville, son of the late Jeter C. Pritchard,

died at Asheville May 26, 1927. He was a leading surgeon of Asheville

and one of the founders of the French Broad Hospital and president of

that institution. More recently he was elected President of the Surgeons
Association of the Southern Railway Company. He died suddenly from
a heart attack.

DR. T. C. WALKER
Dr. T. C. Walker, of Randleman, a retired army physician, died in a

hospital at High Point as a result of being struck by an automobile Oct.

5, 1927. He was 56 years of age.

*List accurate as far as possible.

**Fonnerly a member but not at time of death.

***No record of State Society membership.
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DR. FILLMORE BINGHAM
Dr. Fillmore Bingham, an old time mountain physician, aged 70

years, died at Boone March 25, 1928. He was the first medical graduate

in his county and served his section with fidelity and ability.

DR. T. E. WILKERSON, of Raleigh

DR. S. WESTRY BATTLE, of Asheville

DR. ROGER OGBURN
Dr. Roger Ogburn, of Green Hill, had just completed his medical

course at Cornell University and was interne at Bellevue Hospital where

he was assigned to ambulance service. His death came as result of inju-

ries sustained in an ambulance crash while serving an emergency call.

His fateful accident closed the life of one who gave promise of much
service and great value in his chosen profession.

DR. S. E. WEBB of Draper

Dr. S. E. Webb, aged 43 years, died of injuries self-inflicted by a

bullet wound July 7, 1927. No cause has been learned for this rash act.

DR. ZENAS FEARING
Dr. Zenas Fearing, of Elizabeth City, 54 years of age, died at St.

Vincent's Hospital in Norfolk March 17, 1928. He was a graduate of the

University of Virginia and was a deserved popular physician in his com-
munity and especially among the poorer classes whom he never denied

his services when sought.

DR. JAMES I. FOWLKES of Hamlet

No data for report.

DR. W. H. HOUSER of Cherryville

No data for report.

DR. T. F. REYNOLDS of Canton

No data for report.

DR. CHAS. W. SAWYER of Elizabeth City

No data for report.

DR. T. F. STEVENSON of Hickory

No data for repoi't.

DR. E. LEE DARMON
Dr. E. Lee Darmon, of Star, aged 35 years, was instantly killed at a

railroad crossing in his town July 9, 1927, by a passing train which
struck his automobile as he was attempting to cross the track. His little

son, who was with him, was seriously, but not fatally injured.
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DR. CLENT L. MAPLES of Asheville

61 years of age; died July 17, 1927, of tuberculosis. No further data

obtained.

DR. NEILL MacRAE
Dr. Neill MacRae^ of Littleton, died April 13, 1928, of pneumonia.

He was a popular and beloved physician of that section and his death

brings grief to his many friends and patrons. He is survived by his wife

and four children.

DR. MARVIN E. LANE
Dr. Marvin E. Lane, of Pinetop, died July 3, 1927, of pneumonia.

He was a young man who had achieved a large practice and was deserved-

ly popular in his section.

DR. CARL P. PARKER
Dr. Carl P. Parker, of Seaboard, died April 6, 1928. Dr. Parker

was representative from Northampton County in the last session of the

North Carolina Legislature. He graduated from the Medical College of

Virginia. During the world war he was for twelve months overseas as

captain of the Medical Reserve Corps attached to Field Hospital No.
42. He was a Mason and a member of the Shrine, a faithful doctor and
a good citizen.

DR. WILLIAM S. ANDERSON of Wilson

DR. EDWARD J. PECK of Hot Springs

The Committee has no data.

DR. B. C. CLEMENT
Dr. B. C. Clement, of Mocksville, died July 19, 1927, at the ripe

old age of 87 years. He had been in declining health for two years. He
was a devout Methodist, a devoted husband and father, and a good
citizen.

DR. J. S. LAFFERTY
Dr. J. S. Lafferty, of Concord, a prominent retired physician, died

there September 12, 1927. He was 74 years of age. He graduated at

Davidson College and the University of Maryland. He had been in poor
health for sometime prior to his death.

DR. GEORGE H. WEST
Dr. Geo. H. West, of Newton, died in a hospital at Statesville Jan-

uary 31, 1928. He was the oldest physician in Catawba County both in

terms of years and service. He died after a brief illness, being active and
in good health until a few days before his death which came rather

suddenly from a heart attack.

DR. C. M. HUGHES
Dr. C. M. Hughes, of Efland, a prominent physician and well known

citizen of the Cedar Grove community, died December 29, 1927, at the



GENERAL SESSIONS 59

age of 58 years. Surviving him are his wife, three sons and two daugh-

ters. He was a Presbyterian and was buried in the church cemetery

He was a man of sterling worth, a true friend, and beloved physician.

DR. G. E. FLOWERS
Dr. G. E. Flowers, of Hickory, died suddenly as he stepped from

his automobile in front of his home August 6, 1928. Dr. Flowers had
reached the age of 70 years and leaves a widow and four children.

DR. LOOMIS McANNALLY
Dr. Loomis McAnnally, of Madison, died July 20, 1927, at the age

of 27 years. He was educated at the University of North Carolina and
the University of Maryland. Prior to his death he was an interne in a

Baltimore hospital. He was sick for several weeks and was brought home
only a few days before he died.

DR. HENRY F. GLENN
Dr. Henry F. Glenn, of Gastonia, died February 27, 1928, after a

brief illness with pneumonia. He is survived by his widow and one son

who is a student at Emory College in the medical department.

DR. S. J. WOODCOCK
Dr. S. J. Woodcock, of Asheville, died December 31st at the age of

56 years. He had been a resident of Asheville for 4<0 years and by his

acts of kindness and ministry to the poor was recognized as a valued

friend and citizen.

DR. WILLIAM A. JOHNSON
Dr. W. A. Johnson, of Wake Forest, at which school he was Professor

of Anatomy, died as the result of an automobile accident, causing a frac-

ture of the skull and from which he never regained consciousness, and
died November 25, 1927, in the Rutherfordton Hospital. Dr. Johnson
was a prominent young physician and professor in the Medical Depart-
ment at Wake Forest and his untimely death came as a great shock to

all his associates and friends. He was a native of Raleigh.

DR. W. J. McLENDON
Dr. W. J. McLendon, of Wadesboro, a prominent physician and

outstanding citizen of the community, died November 23, 1927, in Wash-
ington, D. C, where he had gone for treatment. A man of fine judgment
and great energy, he was an influential factor in progress of his section

for a number of years. Dr. McLendon was 80 years of age when he died
and had served faithfully his time in all the elements of a true physician
and a good citizen, respected, honored and mourned.

DR. J. C. TESTERMAN
Dr. J. C. Testerman, of Jefferson, died April 23, 1927, from an attack

of heart disease at the age of 68 years.
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DR. SAM MONTAGUE
Dr. Sam Montague, of Oxford, died December 13, 1927, at Brant-

wood Hospital after a brief illness. Dr. Montague served as surgeon in

the world war, after which he resided at Oxford.

DR. W. P. WHITTINGTON
Dr. W. P. Whittington, of Asheville, died January 6, 1928. He was

a prominent church man, a prominent Mason, and a prominent physician.

His hosts of friends in the profession and his many friends throughout

the state mourn his departure.

DR. O. L. HOLLAR
Dr. O. L. Hollar, of Hickory, died October 15, 1927, soon after

returning to his home from his office. He was 63 years of age and his

sudden death came as a great shock to his family and his friends of the

community.
DR. W. M. BURNS

Dr. W. M, Burns, of Goldston, died October 21, 1927, at the advanced

age of 74 years. He had been in ill health for several months and his

death was not unexpected. He was widely known and greatly beloved.

DR. J. R. JEROME
Dr. J. R. Jerome, of Oakboro, a family physician of the old school,

died January 2, 1928, after a lingering illness. He served the community

of Wingate for twenty years and was a devoted physician and devoted

friend.

DR. O. L. DENNING
Dr. O. L. Denning died at his home in Dunn, December 3, 1927, soon

after returning home from a visit to a patient. A few days previous to

this he suffered three broken ribs, the result of an automobile accident,

and it is thought this occasioned some internal injury which caused his

death. He is survived by his wife and four children. News of the death of

this aged doctor cast a gloom over the entire community which entertained

for him the highest respect.

DR. R. S. PRIMROSE
Dr. R. S. Primrose, of New Bern, a prominent surgeon and beloved

physician, died December 3, 1927, after an extended illness caused by
diabetes. Dr. Primrose spent his entire lifetime of service in New Bern
where he was justly popular and highly esteemed. He was the son of

the late Dr. Robert S. Primrose and Sarah Attmore Primrose. He is

survived by his wife, Mrs. Helen S. Primrose.

DR. JAMES P. BATTLE
Dr. James P. Battle, of Nashville, N. C, died April 16th, 1928, after

thirty years of service to that community and in which he was held in

high esteem. He leaves a wife and three children and a host of friends

to mourn his departure.
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DR. BEN R. GRAHAM
Dr. Ben R. Graham, of Wilmington, died April 18, 1928, after a

brief attack of illness caused by blood-poisoning. Dr. Graham was a

young man deservedly popular in his community and will be missed in

the profession and by the public.

DR. HUBERT B. HAYWOOD of Raleigh

DR. E. B. QUILLEN of Rocky Mount

DR. J. HOWELL WAY of Waynesville

DR. THOMAS IRVIN BURBAGE of Como

Dr. Thos. I. Burbage was born at Franklin, Va., July 26, 1862, and
died in Hertford County, April 15 1928. Dr. Burbage was married to

Miss Annie Winborne January 6, 1887, who with six children survive
him. Prior to a stroke of paralysis May 9. 1925, he was active in practice

and enjoyed a large clientele.

DR. J. M. NEWBERN of Jarvisburg

Elizabeth City, April 30.—Dr. J. M. Newbern, prominent physician
and trial justice in Currituck county recorder's court, died this morning
at 5 o'clock in the Protestant hospital, Norfolk, after an illness of ten

days. Dr. Newbern was about 59 years old and had long been resident of
Currituck county, making his home at Jarvisburg. He was an active mem-
ber of the Methodist Church, and took a prominent part in political

affairs.

DR. JNO. M. BELK of Monroe

Dr. Jno. M. Belk was a reputable physician, but had engaged in

other pursuits for some time prior to his death.

Mr. President and Fellow-Members of the Medical Society of the
State of North Carolina, Ladies and Gentlemen:

The annual recurrence of scenes like this, when this Society pauses
in its important duties to note the death of its fellow-members, must
impress us with the feeble tenure with which we hold both life and
opportunity.

We recall our departed associates with kindness and charity. We bury
in their graves all differences of opinion, all contentions, and think only
of the good they have done, of the qualities of the head and heart which
gained our affections and commanded our respect. It is in this spirit I

wish tQ say a few words regarding our departed brethren.

By this assemblage here this evening we are warned of the solemn
fact that man is mortal and that his days, at most, are but few ; that all

the glory of man is as the flower of the grass; that as man lives so he
dies, and that innumerable eulogies cannot change the record.

We are told that Massillon, about to deliver one of his wonderful
funeral orations, found himself in a church surrounded with all the
pomp and pageantry of the court. The church was not only hung with
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black drapery, but the light of day was excluded, and only a few dim
tapers burned on the altar. The beauty and chivalry of the land were
there. The King was clothed in sackcloth and bowed with grief. There
was silence, a silent hush pervading the assembly. Massillon arose. His
hands were folded over his breast; his eyes were lifted toward Heaven.
He stood mute and abstracted. Presently his fixed look was unbent, his

eyes roved over the scenes where every pomp was displayed, where every
emblem of rank and power was exhibited. The eye could find no resting
place amidst all this parade and historic mourning. At length it settled

on the bier on which lay dead royalty, covered with a pall. A sense of
the indescribable nothingness of man at his best state overcame the
preacher, until in a scarce audible voice he startled the deep silence with
the words: "There is nothing great but God."

How insignificant human greatness becomes in the presence of death
or any manifestation of divine power I

Man, isolated and alone, is but a tiny atom in the created universe.

In the busy bustle of life, with his friends and fellows shouting his praise,

man feels his importance and his power, but let him stand out alone in

the dread darkness of night, when the heavens are black and angry or
when the earth quakes and trembles, and then how utterly helpless and
dependent he becomes ! It is in such times as these, as well as in the
still more trying ordeal when he enters alone, as he must do, the dark
valley and shadow of death, that man is ready to acknowledge his noth-
ingness and to cry out to an invisible power for help.

Today this Society, by solemn dispensations, is converted into a

"lodge of sorrow," and here in this audience containing those who
occupy the highest posts of influence and power in the profession, all

temporal distinctions, for the moment, seem to be forgotten, as well as

the questions of absorbing interest which agitate the minds of the pro-
fession, and, as it were, in the presence of the dead—in the presence
of the Great Judge of quick and dead—one pathetic utterance alone
arrests our attention: "Man that is born of a woman is of few days and
full of trouble. He cometh forth like a flower, and is cut down ; he fleeth

also as a shadow, and continueth not."

As we are thus brought face to face with the certainty of death and
judgment, and as we are called upon to commemorate the life and death
of those whose joyous presence lately filled our sight and thoughts, whom
we can still see with eyes of mental vision, we cling to faith in immor-
tality. This life would be worthless and a mockery of human hope, if

there were not a life beyond. Imperfection pervades every earthly
possession and achievement. We can not even make an effort to under-
stand the purposes of the Maker of the universe if this life is the whole
of human existence. We can not bring ourselves to believe in His good-
ness if the wrongs of this life can not be forgiven and made right in a

future state. Without debating dogmas, we all hope, we all believe, that

somehow, somewhere, sometime, sorrow and sighing shall flee away, and
permanent happiness shall at last come to all the faithful children of
men.

These words, I am sure, find an echo in every thoughtful, human
soul, for faith prevails and hope springs eternal in the human heart.
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There is an existence beyond the present life where all shall be made
clear. We shall see as we are seen ; we shall know even as we are known.

If in this life we do our best we may even become participators in the

knowledge and power of Him

Whose power o'er moving worlds presides,

Whose voice created and whose wisdom guides.

To this felicity the friends we now with tenderness remember have

already full advanced. We would not, if we could, bring them back to

earth, slowly and painfully to die again. We wait, reverently and hope-

fully, for the summons to join them in the great beyond.

And now, may we all, with the poet, say:

My God and Father, while I stray

Far from my home, on life's rough way,

O teach me from my heart to say,

Thy will be done.

Let but my faintir,g heart be blest

With thy sweet Spirit for its guest,

My God, to Thee I leave the rest;

Thy will be done.

Renew my will from day to day;

Blend it with thine; and take away
All that now makes it hard to say,

Thy will be done.

Then when on earth I breathe no more

The prayer, oft mixed with tears before

I'll sing upon a happier shore

Thy will be done.

Chalmers M. Van Poole.

IN MEMORY OF DR. E. B. QUILLEN

By Dr. E. G. Moore

As the smiling light of early morning lifted the shadowy curtain of

night, death came to Dr. Quillen, and the immortal spirit of our noble

friend winged its flight to his home eternal. Restlessly he tossed with

mortal pain through all the weary hours of the night, until the breaking
light of morning dawned upon his prostrate form, he turned his eyes

toward the heavenly light and fell on sleep, and thus dreamed his life

away. Never forsaking, but closely watching every breathing sigh and
twinging pain, with love and hope and prayer, stood his loving family
and faithful friends who kept vigil by his bedside, lending encouragement
and giving comfort as best they could to him whose strength was ebbing
fast, until finally overcome by the anaesthesia of approaching death his

body relaxed and quieted, his mind ceased to function and his ransomed
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spirit took its flight to his home everlasting. Dr. Quillen was not east in

the mould of the ordinary individual, for he breathed the atmosphere of

a higher thought and a richer and purer culture.

It was characteristic of him to be gentle, kind, forbearing and for-

giving, and by this conduct he won the esteem and respect of his asso-

ciates arid friends. His loyalty was a cardinal virtue, and the strength

of his character so dignified and true that no condition nor circumstance

veiled with shadowy form this nobility which marked him everywhere and
all the time.

Physically he was neither robust nor strong, but the activity of his

mental endowments and the virile strength of his resplendent character,

measured him to the greatness of his service and appreciation, and thus

with grips of steel he held his friends and won for himself a high place

in the esteem of his community.

Coming as a young man from his native state, Delaware, his first

active professional service in North Carolina began as superintendent

of the Atlantic Coast Line Hospital at Rocky Mount, where he presided
for several years, and by reason of his efficiency and temperamental quali-

fication he was promoted as assistant to Dr. Thomas, Chief Surgeon, with

offices at Wilmington, N. C, in which department he rendered most valu-

able aid and service for a term of years.

He was not unappreciative of this wider opportunity afforded him for

development and increased prospects for even higher promotion, yet no
place held his affection and no people a larger share of his love than did

Rocky Mount and its citizenship. Discussing this with his friends and
working out this problem to his satisfaction, he decided to return to

Rocky Mount and cast his fortune with its people and make his future

home among the friends he knew so well.

Engaging in general practice he soon acquired a clientele among all

classes of the town and community, but this proved too taxing for his

strength and he decided to take up special work; he went to the Mayo
Clinic where for more than a year he prosecuted special studies in the

ear, eye, nose and throat. Completing this course he returned to Rocky
Mount and in co-partnership with Dr. J. J. W. Looney they builded a

large and successful practice limited to this line. They merited and
received the confidence and esteem of the profession and the public, and
surrounded themselves with a patronage which assured the most hopeful
success. The death of Dr. Quillen is a distinct loss to the profession and
the community which he so well served. His passing came as a severe

shock to his associates and friends, nor will they soon forget the loss

they have sustained. He was a tireless worker and was seldom found
absent from his office and the ministry to his patrons. His proficiency in

his profession accorded him the confidence of his associates and his

amiability and temperamental character won the esteem and affection

of his friends. He had not reached the zenith of his usefulness nor
climbed the full length of the ladder which he was ascending, for he died
in his forty-eighth year before the fullness of life had reached its fruition

or the ripeness of years had come to him. His spirit was young and hope
was abundant. The zephyrs of springtime whispered to him and cloudless

days tuned to song and music, wreathed about him the hope of life and
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the everlasting joy of work. He was unexpectedly stricken and unexpect-

edly died, and we stand in solemn awe at this dispensation. We mourn

'as loyal friends his departure and in the walks of life we shall miss his

genial companionship.

Justified by the faith of his labors and the service of his life, may

those of us who now sorrow, find comfort in the belief that his everlasting

reward will be among the redeemed and saved in a heavenly home.

HUBERT HAYWOOD, M.D.

By H. A. RoYSTER, M.D.

Dr. Hubert Haywood was the son of E. Burke Haywood, M.D., and

Lucy Ann Williams, of Raleigh. He was a lineal descendent of John

Haywood, an Englishman who first settled in the Barbados and later

came to Edgecombe County, North Carolina, about 1742. He was a

Colonel of Militia in 1765. His son was a Revolutionary patriot, a

Colonel of North Carolina troops and a member of the committee that

framed the North Carolina Constitution. His son, John Haywood, was

Treasurer of North Carolina for forty years. He moved to Raleigh m
1792 when the city was selected as the capitol of the state.

Dr. Hubert Haywood was a true son of North Carolina, with an

abiding faith in and an inherited love for his commonwealth. He was

born at Raleigh May 13, 1855, in the old family home built by his grand-

father, John Haywood, in 1792. As a boy he saw and felt the pinch of

the hard times during and following the Civil War. It left a very deep

impression on him. He was familiar with war surgery, having seen it

done by his father at the Pettigrew Hospital in Raleigh, which was

located where the Confederate Soldiers' Home now stands.

He was educated at the Lovejoy Academy and at Horner and Graves'

School at Hillsboro. He took the classical course at the University of

Virginia. He studied medicine for one year under his father, and then

went to New York and took a full course at Bellevue Hospital Medical

College, where he was graduated in 1879 at the head of his class and was

chosen valedictorian. He was the first Southerner to be accorded that

honor after the Civil War.

Positions of honor and trust filled by Dr. Haywood include: Surgeon

General of the North Carolina State Guard for twelve years; Physician

to the State School for the Blind for twenty-eight years and Physician

to Peace Institute for the same period. In both of the latter positions he

succeeded his eminent father.

After a protracted illness by which he was rendered a complete invalid

for several years. Dr. Haywood passed away August 9, 1927, at the age

of seventy-two.

Dr. Haywood came of a family of physicians. Besides his father

already mentioned, who was perhaps the most widely known of them all,

his uncle and two cousins were doctors of medicine. At one time there

were five Haywoods practicing medicine in Raleigh. A sixth remains

worthily to carry on the tradition—Dr. Hubert Benbury Haywood, son

of the subject of this sketch.
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Upon his graduation in 1879 Dr. Hubert Haywood returned to

Raleigh and began practice in association with his father. This relation-

ship, thus happily begun, ceased only upon the death of the father in

1894. Never was there a more congenial or affectionate partnership, never
greater devotion between sire and son. Those who had occasion to

observe the love, confidence and respect manifested the one to the other

were moved by the consciousness that each deserved the mutual esteem.

And yet in many particulars they were totally unlike. The elder Hay-
wood had a distinct surgical ability and, though by the exigency of the
times he did all sorts of practice, he performed most of the operations
and was consulted in the important surgical cases occurring in his com-
munity. There is no doubt that, -were he living in this day and time, he
would have developed into a surgeon of prominence. Moreover he was
interested in medical societies, in institutional organizations, and in public
affairs. He was one of the few real leaders in the medical profession of
his generation in North Carolina.

Quite as gifted in his individual sphere and possessing talents of a

high order, the son seemed indifferent to certain phases of life and work
which attracted his father. At no time during his career did he evince any
personal propensity for surgery in any form, albeit he was always ready
to seek surgical advice when his judgment approved. He was not a
medical society man. Ever a faithful Fellow of the Raleigh Academy of
Medicine he rarely attended the sessions of any other organization, but
contented himself by consistently supporting the aims and purposes of
regular medicine and its ethical standards. His work in institutions was
limited to the performance of his duty to those under his care. Shrinking
naturally from the public gaze, he never held professional office nor
sought the acclaim of notoriety.

What, then, were the qualities which distinguished Hubert Haywood?
By what unusual marks was he set apart to become a strikingly successful

and useful man of medicine? Above all—and here is the proof of that

fundamental saying, "like father like son"—he was a gentleman by
instinct and by practice ; he had a particular sense of decency, of honor,
of high-mindedness ; he loved the right and did it; he abhorred sham and
pretense, clinging close to those he knew were straight and shunning
those he found contemptible. By such is the medical guild glorified in its

disciples.

Dr. Haywood was essentially a general practitioner of medicine, that

fast fading band of devotees whose places can never be filled. His life's

work was attending the sick, relieving their suffering, cheering their

weary way, saving their lives. He was versed in clinical diagnosis; very
seldom did anything escape his watchful eye; the slightest change in his

patients he could quickly detect. He was not an ardent reader, yet he
could bring to bear on his cases at a moment's notice a vast amount of

bedside experience; what he knew he had at his finger-tips. A keen
interest in every patient, assiduous attention to details, the capacity to

endure routine with unwearied zest, the buoyancy of intelligent optimism,
the faculty to scent danger—these attributes made him a most valuable
medical adviser. As a consultant in acute illness he was unsurpassed,
exhibiting that rare qualification of helping the doctor to help the patient.
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His fellow physicians valued his services. One of his older colleagues

was known to have remarked that Hubert Haywood was the kind of a

doctor that you wanted when you were sick because you knew that he was

not going to do anything foolish.

Dr. Haywood's daily grind of visiting his patients kept him going

literally day and night. It was his whole existence. Considering the num-
ber of his patients and the extent of his practice he was singularly regu-

lar in his rounds. His office practice was practically negligible ; he was
too much in demand by really ill people to be largely concerned with

ambulant cases. Without question his general practice was the largest and
his clientele the choicest enjoyed by any physician of Raleigh in his

day. He relished his work, he was attached to his patients, he revelled

in his daily personal contact with them; his devotion to their interest

actually drove him to exhaustion both in mind and body. The leading

editor of the city thus characterized Dr. Haywood: "His victories were
won in the sick chamber. He gave to the calling he adorned all that was
in him of knowledge and tender ministration and a personality that

brightened the sick room. So engrossed was he in the noble art of heal-

ing that he might have said, 'This one thing I do.'
"

There was never a man in his community who harbored more personal

confidences than Dr. Hubert Haywood. He was trusted as no other was
trusted. And by not one jot or tittle was there a semblance of his

betrayal of any trust or confidence. Locked in his bosom were secrets

and hopes and aspirations which were as sacredly guarded as in any
divine confessional. To his own honor and glory of the profession to

which he gave allegiance be it said that he was an embodiment of faith

that will live as long as the world shall stand.

When this dutiful and honorable practitioner of medicine became
incapacitated, when he could no longer visit those who depended on him
more than upon any earthly being, his loss was deeply deplored, irre-

trievably by scores of sufferers. His place has not, cannot be taken. The
one thing left is the hope that those still toiling along the road may be
ready to repeat with him his favorite lines

:

"So live, that Mhen thy summons comes to join

The innumerable caravan, which moves

To that mysterious realm, where each shall take

His chamber in the silent halls of death,

Thou go not like the quarry-slave at night

Scourged to his dungeon, but sustained and soothed

Bj^ an unfaltering trust, approach thy grave

Like one who wraps the drapery of his couch

About him, and lies down to pleasant dreams."

DR. ZENAS FEARING, OF ELIZABETH CITY, N. C.

By H. D. Walker, M.D., Elizabeth City.

To Dr. Fearing the practice of medicine was a field of service rather

than a source of livelihood. The measure of that service was limited only

by his ability for in nothing did he spare himself. To the poor of his

city he was a ministering spirit and hundreds turned to him with a great
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faith in his ability and with no doubt of his willingnes to give himself.

The hour of his funeral, held in the First Methodist Church, saw the

greatest number of sorrowing people gathered together in the history

of the city. The man of science and learning was held in a brotherhood

of sorrow with the poor and unlettered of every race and color in the

city that had been the scene of his untiring and unselfish ministry for

twenty-seven years. Cosmopolitan in his interests, he read the literature

of many fields but found his greatest delight in medicine and religion.

Because he felt that human power is limited he prayed. Because he loved

humanity as individuals each case held him 'till he had brought to it

every resource that he could command. The simple facts that follow can

in no wise tell the story of his life for it is written in a peculiar way
upon the hearts of those who know not how to tell the story.

Dr. Zenas Fearing was born in Elizabeth City November 9, 1873,

and died on the 17th day of March, 1928, at the age of 54. Graduating

from high school in Elizabeth City he entered the Medical College of

Virginia from which institution he graduated in 1901. The whole of his

life in the practice of medicine was spent in the city of his birth.

In 1903 he was married to Miss Emily Hollowell. Mrs. Fearing and
their two daughters, Maxine and Shirley, survive him.

He was keenly interested in all that made for the betterment of his

home Lown and was for six years the mayor. In that time began the move-
ment that was to result in a modern and beautiful city.

In the practice of his profession he was County Health Officer and at

the time of his death was City Health Officer. In these offices he was able

to lead to the adoption of many measures for the common good. He won
for all the protection of sanitation and pure food while a public officer

and these he taught at all times in the practice of medicine.

He was a member of the County Medical Society, the First District

Medical Society, the Seaboard Medical Society and the North Carolina

Medical Society. During the world war he served as a member of the

County Board of Exemptions. He was a member of the Junior Order
of United American Mechanics and a devoted and active member of the

Methodist Church. From a service of his church he went to his home and
in a few days had passed from the associations of men.

Dr. Fearing was deservedly popular with the members of his profes-

sion for he was ever loyal to them and his own labors made the work of

the physician easier for where he ministered men thought of the doctor

not as one who came professionally but as one who would minister for

human good. He loved humanity in a big way and men loved and trusted

him in remarkable measure. He leaves his profession enriched and
ennobled. He leaves the world a better place by the measure of a life

splendidly lived.

CARL PUTNAM PARKER
By L. E. McDaniel

In the death of Dr. Carl Putnam Parker, the State of North Carolina

lost one of its best citizens, the County of Northampton one of its

strongest supporters, the Medical Fraternity one of its splendid physi-

cians and the writer lost a friend.
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Born of I. P. and Susan G. Parker, he came of noble and dis-

tinguished parentage. His early education was received in the public

schools of Northampton County and his preparatory work was done at

the school of John Graham in Warrenton. He entered the University of

North Carolina and there completed his academic work, leaving there

to take up the study of medicine at the University College of Medicine,

Richmond, Va., from which University he graduated with high honors

in 1915.

After graduating in medicine he came back to his native county,

taking up the practice of medicine at Garysburg where he soon estab-

lished himself as a successful physician. In 1917, upon his country's

entrance into the world war, he volunteered for service and was made

a captain in the Medical Reserve Corp, being attached to Field Hospital

No. 42, and seeing service in France until peace was declared.

Upon his return home he took up the practice of medicine at Sea-

board, succeeding his kinsman, the late Dr. M. R. Stephenson, and there

continued the practice of his chosen profession until his death. Sympa-

thetic in nature, generous and open-hearted in his life, he soon became

one of the best beloved citizens of his community and one of the out-

standing physicians of Northampton County. His judgment and skill

were unquestioned, and he devoted his life to the relief of the suffering.

Equipped by nature with a powerful physique, he bore the heavy burden

of a large country practice in a cheerful and even manner.

In 1926, the desire to serve his county being strong within him, he

answered the call of the people and was elected to the House of Repre-

sentatives where he served with honor and distinction. The cause of

better roads was foremost in his thoughts and the splendid highway

from Jackson to Seaboard stands today a monument to his labors.

He took a deep interest in the Masonic fraternity, being a Shriner

as well as a member of the local lodge. He was also a member of the

American Legion and was a willing contributor to any call from the

Association. The cause of the ex-soldier was close to his heart. He was a

member of the Methodist Church, a steward in the same, and the fine

words of his pastor and friends have borne eloquent tribute to his work

in the cause of the Father.

Passing away in the morning of Life, leaving behind a devoted

family and a host of friends, it would seem that his career had just

begun and that his work was unfinished; but few men had lived a fuller

life; few men of his age had accomplished more for his community, his

county or his state. We of the Medical fraternity will miss him, his

community, his county, his church will miss him, and I will miss my
friend.

DR. CARL PUTNAM PARKER

By Dr. J. W. MacConnell, Davidson.

I should like to add a word about Dr. Parker. Xou know. Dr. Parker,

as one of the young members of this society, had about as great a future

as any of the young men I come in contact with. You will wonder how I,

a man in the western section of the state, could know much about a man
down in one of the eastern counties. But anvone would be attracted by
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his wonderful personality and appearance, because he stood like a

king, head and shoulders above his fellow men, and he carried himself

like a leader. When I came into contact with him in Raleigh during the

session of the legislature, in regard to the passage of a certain bill, there

among a group of much older men he stood out by virtue of his person-

ality. I feel that I should be derelict in my duty did I not say that I

saw him display as fine a spirit as I have ever seen displayed by any

member of this society. I saw him when he thought that for the best

interest of the profession he should pursue a certain policy which was

different from the first that he outlined and how he took upon himself

the full responsibility; I saw the generosity of his nature, and I marked

him as a man to whom I intended always in future years in this society

to give my unstinted support, and I tell you that when we lost Parker

we lost a tower of strength in this medical society. It is a loss that bears

heavily on me, and in future years it will bear heavily on this society.

I felt that I should like to pay this simple tribute here among his friends

who knew him more intimately but none of whom loved him any better

or admired him more than I did on comparatively short acquaintance.

ARTHUR T. PRITCHARD

By Alvin Clay McCall, M.D.

This is the second time within a very few months that the all wise

Creator has taken from this earthly existence a very dear colleague and

personal friend. My heart is still too full to give expression of my esteem,

my admiration and love for Dr. A. T. Pritchard. It was my good fortune

to meet him at Oglethorpe during the world war. I was with him overseas,

and since the war have been associated with him very intimately in

Asheville.

Arthur Thomas Pritchard, the distinguished son of Judge Jeter C,
and Augusta Lillian Ray Pritchard, was born January 28, 1882, at

Marshall, N. C, and died May 26, 1927.

He received his early education in the public schools of Madison

County, the Hendersonville Academy, District of Columbia, Horner

Military School at Oxford and the University of North Carolina. He re-

ceived his M.D. degree at Jefferson Medical College in Philadelphia

1905, went with the Atlantic Coast Line Railway as medical examiner

until 1906 when he resigned to enter general practice at Asheville. In

1908 he was appointed surgeon of S. R. R., which position he held

until his death. His fellow surgeons recognizing his ability and esteem

in which he was held, elected him to a four years term as president of

Southern R. R. Surgeons on May 1, 1927. Dr. Pritchard volunteered for

service in the world war in 1917, was commissioned captain, served

overseas with Base Hospital 65 and Evacuation Hospital 11. He received

promotion to major and was honorably discharged April 6, 1919. He
returned to Asheville and confined his practice to general surgery.

He was a member of the Buncombe County Medical Society, later

its president, a member of the State Medical Society, Southern Medical

I
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Society, Councilor 10th District Society, A. M. A., a fellow of American

College of Surgeons, Asheville Club, Asheville Country Club, Kiwanis

Club, and a 32nd degree Mason.

Dr. Pritchard was happily married to Robin Gertrude Kennett, of

Asheville, N. C, June 6, 1910, and is survived by his widow, his only

child, Arthur Thomas, Jr., one sister Mrs. Thomas S. Rollins, and two

brothers, George M. and McKinley.

Dr. Pritchard in his early life became affiliated with the Baptist

Church to which he was faithful throughout his life.

Like his illustrious father, he had a peculiar knack of organizing

for better work, hence his conception and successful organization of

French Broad Hospital in which he was elected president and success-

fully operated until his death. At the 1927 Medical Meeting at Durham,
he was called upon to make a few remarks about the late Dr. Hunnicutt.

His great tribute was that Hunnicutt stood for organized medicine, and

this was the keynote of Pritchard's genius and success. Dr. Pritchard

was a man of few words, ever alert to the problems of the day, zealous in

his pursuit of his beloved profession, relieving the suffering of mankind
with little thought of the mercenary side, but ever striving for the relief

of his fellow man.

To those who differed with him, he was honest and just, to his friends

he lent ever a helping hand, an open ear, a sympathetic heart, and was
never known to forsake a friend or turn a deaf ear to the needy.

In the passing of A. T. Pritchard at the early age of 45, it is note-

worthy of the man that he had accomplished so much in the few years

allotted him. To have been present at the funeral, see the throngs over-

filling the church gathered from all stations in life, it impressed upon
you the fact that his was a life spent in service ; to his God, his family,

his friends. Buncombe County Medical Society, 10th District Medical

Society, North Carolina State Society has lost a valuable servant. May
we all emulate his example.

DR. T. E. WILKERSON
By Dr. Robert P. Noble

In the passing of Dr. Thaddeus Earl Wilkerson I have experienced

a great bereavement and time can never erase the memories of my happy
association with him during the twelve years of our acquaintance. The
sorrow I felt at his death still lingers and I write this with a sad heart.

Thaddeus Earl Wilkerson, youngest son of Thomas Earl Wilkerson

and Mary Susan Henry Wilkerson was born near Roxboro, North Caro-

lina, on bee. 8, 1885.

He died at Rex Hospital in Raleigh, N. C, on Sept. 14, 1927. He
rests in a beautiful mausoleum in Oak Wood cemetery.

T. E. Wilkerson was only eighteen months old when his mother died.

His father, five brothers, and a sister bestowed on this little fellow all

the love and sympathy that was possible ; his every good wish was
granted and he grew up an honorable boy. He attended the public school

of his neighborhood and entered the Trinity Park high school at Dur-
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ham, N. C, in the fall of 1906. Taking a high stand from the beginning,

he won distinction in class work and oratory, winning the orator's medal

at the commencement in 1908.

Entering the University of North Carolina in the fall he graduated

with his class in 1912 with the degree of B.S. and with the first two
years of medicine to his credit. He was instructor during the last two
years at Chapel Hill.

Unusually bright and earnest in his medical studies he mastered them
as he went and had no trouble in passing the entrance examination to

the University of Pennsylvania when he applied for admission that fall.

He made his presence known at Pennsylvania and was rated first among
the Southern students and second in his class, winning the coveted

appointment as interne to the Presbyterian Hospital in Philadelphia.

After graduating he returned to North Carolina and passed the State

Board of Medical Examiners in 1914, making the highest average before

the board that year. After serving his interneship at the Presbyterian

Hospital he vacationed for a while among home folks and friends before

locating with his brother. Dr. C. B. Wilkerson, at Apex, N. C.

He frequently came to Raleigh, bringing patients to Dr. H. A. Roys-
ter for operation at Rex Hospital. Dr. Wilkerson, desiring to do surgery,

had given much time to watching Dr. Deaver and other noted surgeons

during his interneship. In the operating room at Rex he soon impressed

Dr. Royster with his knowledge of the subject and was offered the place

across the operating table as an assistant. The offer was accepted and
here began an association which soon developed to friendship and devo-

tion. Dr. Wilkerson came to Raleigh in the early spring of 1916 to begin

his surgical career, cut short by his seemingly untimely death.

The world war was now in full blast and when the United States

entered the conflict and sent out the call for surgeons, T. E. (as he was
affectionately called by his friends) offered his services and was com-
missioned a first lieutenant in the Medical Reserve Corps.

He was immediately ordered to England for service in the British

hospitals as they were in great need of surgeons. For his splendid service

among the disabled soldiers under the direction of the noted orthopedic

surgeon Sir Robert Jones, he was awarded a certificate of proficiency and
merit, an honor of which he was justly proud. He saw service in French
hospitals and was in France when ordered home for discharge which took

place from Atlanta in the early summer of 1919.

Returning to Raleigh he located for the practice of surgery. He was
married to Miss Jessica Taylor, of Johnston City, Tenn., in June 1921,

and left, beside his wife, three children, a boy and two girls, the youngest
girl having been born since his death.

Dr. Wilkerson was a member of the Wake County Medical Society,

Raleigh Academy of Medicine, State Medical Society and the American
Medical Association. He had only a year before been elected to member-
ship in the American College of Surgeons.

He was surgeon to the Norfolk Southern Railway Company and was
on the surgical staff of Rex Hospital and St. Agnes Hospital of Raleigh.

He was president of the Wake County Medical Society in 1926.
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In his chosen profession he was a real success since he was an

excellent operator with knowledge and keen judgment, a steady hand and
clear mind. His first thoughts were for his patients and being closely

associated with him as X-ray consultant I can truly say: lucky were

those who came under his care. I quote from the tribute paid to my
departed friend by Dr. Royster at the time of his death.

"His passing is a serious personal and professional loss to me. For
more than two years he was my honored and honorable assistant, and,

but for the intervention of the great war he would doubtless have re-

mained much longer with me. Wilkerson was a superior surgeon—none

better among us, careful, conscientious, and competent. His surgical

judgment was of high order. Based upon an intimate association extend-

ing over twelve years I want to say that I never saw him fail to give his

very best to every patient entrusted to his care. He was most often right

in his views and opinions, yet he never assumed to have knowledge he

did not possess, nor did he fail to accept counsel when needed. He did

not shout his achievements from the house top, many are the sufferers

who will remain to call him blessed, monuments to his skill and devotion."

In August, 1927, Dr. Wilkerson contracted a severe cold; there fol-

lowed an ear infection which hung on to involve the mastoid. T. E. was
a tireless worker and should have been a patient himself days before he

quit. He performed an operation the day before he, himself, was operat-

ed upon for mastoiditis. A streptococcic infection was more than he was
able to withstand and a week later he passed to eternity, surely to a rich

reward.

DR. WILLIAM STATON ANDERSON
By C. A. WOODARD

Dr. William Staton Anderson was born in Wake County in 1845
and died in Wilson on July 4, 1927. His father was Jesse Anderson and
his mother Mary Staton Anderson. He volunteered in the Confederate
Army when he was under age. In an early skirmish he was captured and
sent to prison whence he escaped and returned home to be assigned duty
in railroad work by the Confederate Government.

He received his medical education at the Philadelphia Medical Col-
lege, the course being comprised in two five month sessions. After obtain-
ing his license he began practice at Beulah in Johnson County where he
continued for two years. He then moved to Black Creek in Wilson county.
In 1881 he moved to the town of Wilson where he practiced until the end
of his life.

Dr. Anderson was one of the founders of the Wilson County Medical
Society. For a number of years he was Surgeon to the Jesse S. Barnes
Post of the Confederate Veterans and was Commander for the last few
years of his life. He was Health Officer for Wilson County for twelve
years. He was an active member and officer of the Methodist Church for
many years.

He was married three times, his first wife being Miss Mary Virginia
Woodard, the second Mrs. Mollie Whitehead of Wilson, and the third
Miss Belle M. Banks of Petersburg, Va. Three sons were born of the
first marriage: Dr. Paul V. Anderson of Richmond, Va., Dr. Wade H.
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Anderson, and Mr. Steve W. Anderson of Wilson ; and three sons also

were issue of the last: Robert P., Jesse S., and James of Wilson. His
home contributed four sons to the services of his country, one of whom,
Robert, was killed in action.

The passing of this unusual man removed from the county one of its

most important influences, an influence that touched life at many angles

and always for good.

Though educated in a time when medical courses were short, he
continued a student throughout his professional career, and reinforced
his personal study by frequent courses in the medical clinics in the large

cities. In his later years he limited his work to eye, ear, nose and throat.

He was of the type of physician who sees not only the disease but
the whole man, and he was, therefore, first a humanist and then a doctor

;

consequently, those who were suffering had in him a dependable and
sympathetic friend as well as a capable diagnostician and therapeutist.

None was too poor for his services, and the poor received the same con-
sideration as the well-to-do. One of the joys of his later years was the

preparation with his own hands regularly each year Christmas packages
for the poor. He had a kindly sense of humor, as keen as it was kindly,

which lightened the gloom of many a sick room and gave joy to his many
friends.

Though one of the gentlest of men he was yet a positive thinker.

Having thought a subject through and formed an opinion he held to it

with tenacity and defended it with vigor regardless of public favor. He
was a prohibitionist when that issue was unpopular and he held to it

and fought for it until he saw it put on the statute books of the nation.

The outstanding and most beautiful phase of Dr. Anderson's life

was his religion. He was active in church work, a regular attendant at

services, and what is far more, he carried his religion into all the acts of

his life. He had a profound belief in prayer and daily sought his Savior

for spiritual guidance. His faith was sublime. It sustained him through
the vicissitudes of a long life, and having lived with it for years he came
down to the evening of life sweetened by long and intimate communion
with Christ.

His old age was an inspiration to all with whom he came in contact.

It was happy and radiated love and kindliness. Having lived a life of

usefulness and piety he could look back on the good he had done with

satisfaction and forward with assurance and equanimity. In truth it may
be said that when this good man came to the end one knew that God had
gathered unto himself one of His very own.

DR. S. WESTRAY BATTLE of Asheville

Dr. S. Westray Battle, 73, of Asheville, prominent in medical circles,

died in a local hospital at Raleigh. He suffered a stroke of paralysis and
never regained consciousness.

The end was peaceful. Mrs. Battle and Mrs. L. M. Bourne, of Ashe-
ville, and C. J. Harris, Dillsboro, were at the bedside.

Mrs. Vinton Liddell Pickens, of Atlanta, a daughter, and Octave
Battle, Asheville, a brother, were in Raleigh but were not ait the hospital

at the time of the death.
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Dr. Battle grew weaker from day to day. Physicians expressed amaze-

ment at the strength the aged and beloved man showed in his last

hours.

Dr. Battle was stricken while attending a meeting of the Society

of the Cincinnati, of which he was a member. He was a resident of Char-

lotte at one time.

Dr. S. Westray Battle is survived by his wife and two children by

a former wife, one son, Belknap, of the United States navy, and a

daughter, Mrs. Gloria Hancock, who was familiarly known in Asheville

during her girlhood days as Miss Madeline Battle. Before her marriage

to an English army officer she was a prominent horsewoman here and

appeared many times in the annual horse shows at the old Riverside park.

A son, S. Westray Battle, Jr., died in England several years ago.

The first Mrs. Battle.was Miss Alice Belknap, a daughter of Admiral

Belknap of the United States navy. At the time of the marriage Dr.

Battle was a surgeon in the United States navy. He was later compelled

to resign his post because an injury to a hand had made it impossible

for him to operate. Soon afterwards he came to Asheville where he immed-

iately became house physician of the old Battery Park hotel.

The second Mrs. Battle, who survives him, was before her marriage

the widow of Mr. Liddell, of Charlotte.

Dr. Battle was a native of Tarboro where he has one brother now
living. He was well known throughout the state and was prominently

identified with a number of medical societies.

Dr. Battle was educated at Horners school in this state and at the

University of Virginia, completing his medical course at the Bellevue

medical college in New York City. At the age of 21 he entered the United

States naval service as assistant surgeon.

He was also connected with the establishment of the Clarence Barker

Memorial hospital at Biltmore, holding the position of medical director

there from the time the hospital opened its doors until his retirement

from active practice a few years ago. At the time of his death he still

held the honorary office. He was a charter member of the Asheville club,

the Asheville Country club and other local organizations.

For 20 years Dr. Battle served with the North Carolina national

guard, for some time being surgeon general of the state and being retired

with the rank of brigadier general. During the world war he organized

the first chapter of Red Cross in North Carolina and was chairman of

the Belgium relief commission. In recognition of his services he was

decorated by the Belgium government. He was a member of various

scientific, social and patriotic orgiinizations, including the society of the

Cincinnati, the Sons of the American Revolution, the Founders and

Patriots of America, the Order of Military Surgeons and the Naval Order

of the United States. The week before he was stricken he had attended as

a delegate from North Carolina the meetings of the American Academy
of Political and Social Science at Philadelphia, coming from there to

a meeting of the Society of the Cincinnati at Raleigh, where within a

few hours after his arrival he suffered the stroke of paralysis which

caused his death.
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Dr. Battle served on State Board of Health 1899 to 1907.

Funeral services were conducted from All Souls Church at Biltmore
of which he had been a member since its organization, and interment
was at Riverside cemetery, Asheville.

DR. WILLARD PORTER WHITTINGTON

By L. B. McBrayer, M.D., F.A.C.P.

Dr. Willard Porter Whittington, of Asheville, was born at Cane
River in Yancey County, of Dr. Benjamin and Margaret Ray Whitting-
ton, December 21, 1854, and died at the Mission Hospital, Asheville,

January 4, 1928. He was therefore 73 years old.

On November 18, 1880, he married Miss Sue Emma Blackstocks,

who preceded him by almost a score of years. There were born to this

union four children: Bertha, now Mrs. W. T. Buttrick; Clara, who married
Mr. J. A. Watson, of Anderson, S. C. Robert B., and Mary Weaver.
He was survived by these, except Mrs. Watson, who died about five years

ago, and the following grandchildren: W. T. Buttrick, Jr., Martha Sue
Buttrick, Robert B. Whittington, Jr., and Harriet and Clarissa Watson
of Anderson, S. C. ; also the following brothers and sisters : Dr. W. W.
Whittington, of Snow Hill; Hiram Whittington, of Cane River; John H.
Whittington, of Weaverville; Mrs. Robert Ray and Mrs. George Gard-
ner, of Cane River; and a half sister, Mrs. Robert Eller, of Asheville,

R.F.D. No. 5

Dr. Whittington received his academic education at Weaverville

College, now Weaver College, at Weaverville, and his medical degree

at the College of Physicians and Surgeons, Baltimore. He did much post

graduate study in the cities of Chicago, Boston, New York, Philadelphia,

and Baltimore.

Dr. Whittington was a prominent member of the Odd Fellows and
Masons. Early in life he united with the Baptist Church and remained
a consistent member throughout his long life. When he was quite a

young man he was made a deacon, when he moved to Asheville he united

with the First Baptist Church and was continued as a deacon. For many
years prior to his death he was senior deacon and Chairman of the

Board of Deacons. He was not only a faithful and consistent member of

the church but was one of its most liberal contributors. He had had a

prominent part in planning and financing the erection of two houses of

worship for the First Baptist Church, Asheville. He purchased the lot

for the edifice at the corner of College and Spruce Streets and in tutrn

deeded it to the church. He lived to see this building completed and used

for many years, until the congregation outgrew this large edifice, and the

present plant, one or the most commodious church plants in the south,

on the corner of Woodfin and Oak Streets rose to take its place. In this

as in all the work of the church, he found much happiness.

Dr. Whittington was a democrat in politics and while resident there,

represented Yancey County in the lower house of the General Assembly,
1888-1889.
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He was an ardent prohibitionist in example as well as precept and

took an active part in the prohibition campaigns in Asheville and the

state and had much to do with winning a referendum vote on state prohi-

bition, prior to the Volstead Act.

Upon graduating in medicine, he located in Burnsville where he

practiced medicine until 1889, when he moved to the City of Asheville

and continued his practice until a few weeks before his death, when
stricken with his last, and about his only sickness. In medicine', religion,

education, civics and every other relation of life, he was a progressive.

He was the first physician in western North Carolina and one of the first

in the state to use an automobile in his practice. He, with the writer,

were the first physicians in the state to use the X-ray therapeutically,

and had much success in the treatment of cancer with the X-ray when the

only means of activating the tube was the static machine.

He felt the need of hospitals, and with the cooperation of a few other

physicians, conducted a private hospital in Asheville for some time.

He was a member of many Medical Societies ; Buncombe County,

State, of which he was an Honorary Fellow since 1912, Southern Medi-

cal, American Electro-Therapeutic Association, American Medical Asso-

ciation, etc. He was loyal to" his profession and to organized medicine.

He did general practice for many years and for quite a number of years

did much surgery. For the last goodly number of years he had limited his

work to therapeutic radiology, though he had an associate. Dr. Gibbons

W. Murphy, who did diagnostic work. He was very active in this work
and very successful, up to the time of his last illness. He attended vir-

tually all the national and sectional meetings that were concerned with

his specialty and took a prominent part in them.

Dr. Whittington's character was above reproach and he was known
for his punctilious honesty.

The Buncombe County Medical Society, of which he was past Presi-

dent, made record of his passing, in which I am sure every fellow of our

State Medical Society will join with pleasure and sadness, as follows:

"At rare intervals there appears in the ranks of human society an

individual who seems endowed by nature with those traits of character

which make of him a rock unmoved by the highest tides of evil and

adversity. Such a man, the possessor of high ideals and an everlasting

faith, the owner of an unquestionable personal and professional integrity,

the residing place of a soul untouched by greed and overflowing with

love and generosity, is a community asset beyond price and his loss is

irreparable.

"Such a man was Dr. Willard Porter Whittington. He was a pioneer

of modern medicine and surgery in Western North Carolina, the father

of radiology in his native state, and was known far and wide for his great

generosity, his unwavering support of organized medicine, and his ever-

lasting championship of justice and truth.

"Whereas, realizing the tragic loss inflicted upon us by the passing

of Dr. Whittington and our hearts being filled with a common grief and
sense of disaster, be it resolved:
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"That we extend our heartfelt sympathy to the bereaved family and
loved ones of our departed friend and associate and assure them of our

great share in their sorrow;

'That we incorporate these resolutions in our records as a tribute

to his memory and that copies be sent to the family and to the local

papers for publication."

JOSEPH HOWELL WAY—1865-1927

An Appreciation by his friend

Watson S. Rankin, M.D.

Background

In Victor Hugo's grand and gripping description of one of the turn-

ing points of history, the Battle of Waterloo, the Old Guard is ordered

into the ebbing tide of battle as a red sun sinks out of sight on that

fateful day for France. As the guard charges past the man on the white

horse, realizing full well its destiny, shouting "Long live the Emperor !"

Cambronne is said to have exclaimed, "The Guard dies but never sur-

renders !"

The Old Guard of this Society, they who stood behind the lines look-

ing on in skirmishes, in contests of minor character, conserving their

strength and holding themselves in reserve for the larger issues of more
critical occasions, the Old Guard is passing. Undeterred by the misunder-

standings of those of less foresight, insensitive to the briar-pricks of

envy, indifferent to the Ladocean legions, they pushed on, received their

wounds, bore their scars, asked no quarter. The Old Guard, O'Hagan,
Wood, Murphy, the Duffies, Thomas, Bahnson, Picot, Burroughs, the

Whiteheads, Longs, Faison, Lewis, and Way, they who always responded

to the call of this Society, who rallied its scattered forces who mustered its

organized strength back of its larger interests, the Old Guard of North
Carolina medicine passes. Their forms and faces soften as they pass into

deepening shadow. One, only recently gone, the last of the group, still

lingers in the clear focus of memory.

To this one, to my friend, Joseph Howell Way, I come into this

shrine of his affectionate interest to pay him a last formal tribute of

respect—come without any of the eloquence, but also without the crafty

loyalty which Antony brought to dead Caesar, come with Antony's respect

for the royal purple, but without his regard for the rabble.

The final estimate of a man, that appraisal for which time will care

enough to keep, must be in terms of character. Now character is not

what one professes or what one does, but what one is. Character is being.

"I am that I am" is at once the briefest and the greatest description

of character that was ever written. "Whate'er betide, whate'er betide,

Haig shall be Haig of Bemersyde" expresses a consciousness of being

over which death and hell were impotent. Only the divine vision can

penetrate the shadows of conduct and, looking into the inner recesses

of the soul, see character in terms of being. Men cannot tear asunder

the veil of the temple, look into the holy of holies and see the essence

of being; they can see it only as a reflection in the conduct of a life.
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And so, in order to understand and appreciate the character of Joseph
Howell Way, we turn to ask the three great questions of life: Whence?
Whither? Why?

Whence

Whence he came is a question that goes back for its answer to the

Puritans of New England. On his father's side he was of the ninth gen-
eration from Jehue Burr, an original settler of Fairfield, Connecticut^
and of the tenth generation from Henry Howell, an original settler in

1630 of Dorchester, Massachusetts. On his mother's side he was a de-

scendant of John Howell, one of the pioneer settlers of Western North
Carolina, at whose home was held the first court of Haywood County.
His father was Charles Burr Way, and his mother Martha Julia (Howell)
Way, and he was born in Waco, Texas, November 22, 1865. When he was
but a boy his parents moved from Texas to Buncombe County, North
Carolina.

Whither

Education

The course of his life, his career, may be said to have begun with his

early education, which was under the direction and tutelage of his

father.

In 1884, he entered the Medical College of Virginia. In 1885, at the
age of nineteen, he received his license to practice medicine, having made
the highest grade in a class of fifty-three who that year appeared before
the State Board of Medical Examiners. In 1886, he was graduated with
the degree of Doctor of Medicine from Vanderbilt University. He began
the practice of his profession the same year at Waynesville, North Caro-
lina, where he continued his professional service until within less than
three months of his death, September 22, 1927.

Family

Dr. Way was married in Waynesville, July 3, 1888, to Miss Henrietta
Welch, the daughter of Dr. and Mrs. Robert Vance Welch and a great
grand-daughter of Colonel Robert Love, the founder of Waynesville.
To the union three children were born: Joseph Howell Way, Jr., of
Waynesville, Hilda Way (Mrs. Thomas Lenoir Gwynn) of Waynesville,
and Robert Welch Way, who died in infancy. In addition to their own
children. Dr. and Mrs. Way have had the responsibility for two other
children, orphaned at the ages of two and five by the death of the late
S. C. Welch, a brother of Mrs. Way. One of these children, Virginia
Welch, is now a student at Salem College, and her brother, Sam C.
Welch, Jr., is a student a Duke University.

Services to Medicine

April 13, 1887, the year following his graduation, Dr. Way joined
the North Carolina State Medical Society. During his membership of
forty years, he attended thirty-six annual meetings, being absent in

1889, 1892, 1897, and 1899. He missed no meeting during the last twenty-
seven years of his membership.
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In 1887, ten years after becoming a member of the Society, Dr. Way
was elected a member of the State Board of Medical Examiners. From
1902 to 1907, he served the Society as secretary and, without reflecting

any discredit on the many able men who have held that most important

office of the Society, it may be said truthfully and conservatively that

he was one of the most efficient secretaries the Society ever had. It was

during his services and largely through his efforts that the State Society

was reorganized as at the same time recommended by the American Medi-

cal Association with the county societies as the units of organization. At
the expiration of his term of service in 1907, and in recognition of his

efficiency as secretary, he was elevated to the presidency of the Society.

The variety of his interests and the extent of his activities as a

member of the Society is a matter of official record in our Transactions,

from which the following summary is taken:

Elective offices held, 19.

Committee assignments, 61.

Delegate to American Medical Association, times, 14.

Addresses before the Society, 34.

Formal papers presented, 24.

Author motions and reports, 38.

Here is a record of service the equal of which it is believed the official

records will not disclose.

Dr. Way's interest in the organized work of the profession was not

limited to his own state. He was a charter member of the Tri-State Medi-

cal Society of Virginia, North Carolina, and South Carolina. In 1906,

he was elected secretary of the Tri-State Society. On the expiration of

his term as secretary, in 1911, his conscientious and efficient service was
again recognized in his promotion to the presidency of the Tri-State

Society. In the Tri-State Society, as in his State Society, he was a con-

stant attendant upon the annual sessions and always alert and active in

every matter of any importance to the organization.

Dr. Way was also a member of the Southern Medical Association, the

American Medical Association, and the American Public Health Asso-

ciation. For many years he served the Southern Railroad as local surgeon

at Waynesville, and again, for many years was State Medical Director

for the Royal Arcanum.

Services to Public Health

Dr. Way's connection with the North Carolina State Board of Health

began in 1905 when he was appointed to the membership of that body by
Governor Glenn.

When the late Dr. Richard Henry Lewis obtained legislative sanction

and funds for a whole time secretary for the State Board of Health,

Dr. Way was his first choice as a successor and not until he declined to

be considered for the position was the writer elected to that office. As Dr.

Lewis and Dr. Way has developed in their long and intensely active par-

ticipation in the larger affairs of the State Medical Society many differ-

ent points of view, this large and impersonal interest in seeking whom
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he believed to be the best man for the position which he had so long held

and to which he had given so much of himself was a high compliment to

both men.

Dr. Way was elected president of the State Board of Health in 1911,

a position which he filled continuously until the time of his death. During

his membership of twenty-two years, the Board of Health and its execu-

tive committee held sixty-one meetings. Dr. Way attended sixty meetings,

missing only one meeting of the executive committee.

As a member and subsequent president of the Board of Health, his

interest was keen, tireless, constructive. He kept in close touch with

advancing public health thought and practice, attending the more im-

portant national meetings and state conferences devoted to the consider-

ation of public health. He was always alert to what medical organizations,

more especially those of his own state, were thinking and saying about

public health work. His observant eye noted the important references to

public health problems which appeared both in medical periodicals and

in the daily press. In legislative years it was his custom to subscribe to

and eagerly read those state papers which gave greatest detail in their

accounts of proposed, pending, and passing legislation. As president

of the Board of Health, he kept in close touch with the executive office

never losing an opportunity for conference, frequently asking for special

reports, and usually writing one or two letters a week to convey thought-

ful suggestions or pertinent information.

Services to Education

Dr. Way's interest in education is reflected in his service as Trustee

of Trinity College and Duke University. During his membership, 1911

to 1927, the year of his death, the Board of Trustees of Trinity College

and Duke University held thirty-two meetings. He was present at twenty-

six and absent from six. Three or four of his absences were due to his

war-time services for the Government.

Concerning the character of his interest and quality of his service

as Trustee, President Few of Duke University has written:

"He was interested and alert about every concern of the institution

but especially about its contributions to causes of medicine, hospitaliza-

tion, and public health, and about the physical well-being of its students.

He was ready for any onward move and never hesitated to go. This

quality of mind is invaluable in the governing board of Duke University,

for this University has constantly to face new problems and rise level to

new opportunities.

"He was a leader of men whose leadership depended upon the validity

of his ideas. He did not push himself into places of prominence, but in

big movements for the common good he could ever be counted on; and to

such causes he gave twice because he gave quickly. He was the type of

man our democracy greatly needs,—open-minded, quick to see an oppor-
tunity for usefulness, careful about the details through which he must
pass to success, a family physician of the old and new school, and every
way a wise and good man."
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Services to His Country

The United States entered the World War April 6, 1917. Dr. Way's
commission as captain bears date of April 9, 1917. He was commissioned

major April 19^ 1919, and lieutenant-colonel May 21, 1919. He saw active

service from August 15, 1917, to March 20, 1919, when he was honorably

discharged and recommissioned in the Officers' Reserve Corps.

He was detailed April 25, 1921, Acting Surgeon of the United States

Public Health Service, and placed in charge of the Veterans' Bureau
Training Center at Waynesville. In that capacity he served for several

years, until the Training Center was discontinued. He took an active

interest in all that concerned the veterans of the World War and held

memberships in the Military Order of the World War and in the Medical

Veterans of the World War.

Services to Other Interests

Dr. Way was greatly interested in banking and served as a director

of three banks, the First National Bank of Waynesville, the Champion
Bank of Canton, and the City Bank of Bryson City.

He was a Thirty-second Degree Mason and a Shriner.

He was a member of the Methodist Church. He accepted the Christian

philosophy of life and to what extent it influenced his conduct, let

Christ's own test be applied: "By their fruits ye shall know them." One
does not need to know^—at least Ian MacLauren, a Presbyterian minister,

did not think it an essential in the biography—what professions Willum
McLure made, to what church he belonged, how often he attended ser-

vices, to see the shadow of the Master as old Willum ever walked in the

sunshine of His love.

Here we leave the long course of his footprints, as they have turned

now to this interest and now to that, to ask that final question, the answer

to which goes to the root of character

—

Why

What is there in the response of this life to its environment that gives

it distinction? What quality of character, what dominant trait to which

all other traits relate themselves, explains his conduct, the most excep-

tionally regular, ready, ungrudging, compelling response of this man
to the larger phases of his environment.^ The answer lies on the very

surface of the question. Interest. This was his dominant trait, this

the key that unlocks the chambers of his heart and reveals his character.

Interest, a word that breaks easily into its two Latin components,

inter est. Inter means between, together, among, a part of; and est, he is.

Connect the Latin forbears and the union is our English word, interest,

expressing that quality of life by which it integrates itself into the com-

posite life, the group life, the state life, the race life, the great life. There

are unborn souls whose interest is intradermal, the enclosing membranes

still unbroken; others who have had their second birth and entered into

the larger life of the family, of citizenship, of the race. There are some

whose interest is choked within a day; others whose interest leaps the

bounds of time and stretches into eternity. There are some whose interest
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is passive, a dull, dreamy, dormant, dying thing; others whose interest is

as that quickening force which breathed into the clay the breath of

life and awoke the spirit of endless conquest. This quality, inter est,

more than any other quality of life, measures the size of a life ; this

quality, inter est, more than any other quality of life, determines the per-

manency of a life. Verily,

"We live in deeds, not years; in thoughts, not breaths;

In feelings, not in figures oa a dial."

The dominant trait in the character of Joseph Howell Way was his

exceptional interest, an interest extensive and varied, intensive and
active, creative in character, large and impersonal, an interest that

called him with the imperious voice of duty from the comforts of home,
from the seductive appeals of private emoluments, and always found a
willing servant, a responsive heart.

Forty times during his professional life, the State Medical Society

called its members together in annual session, and thirty-six times he
responded. Twenty-one times during his professional life, the Tri-State

Medical Society of Virginia and the Carolinas called its members to

consider the common interest and, so far as we can learn, no absence is

recorded against him. Sixty-one times during his membership of twenty-

two years, the North Carolina State Board of Health called its members
to consider the larger civic interests of the profession and state, and
sixty times his presence went into the official records. Thirty-two times

during his membership of sixteen years on the Board of Trustees of

Trinity College, later Duke University, the Trustees were called, and
twenty-six times he answered the roll call. On April 6, 1917, our country

took its place in the World War. Dr. Way's commission is dated three

days later, April 9, 1917.

But it is not enough to see the actor in the major roles before the

curtain ; we must know how he played the inconspicuous parts of the

drama behind the curtain, with conscience the lone observer. If we would
understand nature, it is not enough to gaze upon the stars and planets,

we must study the cells, the molecules, the atoms and ions. It is the little

scarcely noted uncounted deeds of life that, like the little untutored
child on the witness stand, give truest testimony in the court of character.

It was this ever present interest expressing itself in the unobserved
minor roles of daily life that, quietly, submerged like the coral builder,

assembled one of the most complete and valuable medical libraries in

the state. And a library, what a witness of character ! "You can tell a
man by the company he keeps" is a saying, tried and true. A man's library

is a record, an exhibit of the company that he kept, that he keeps in the
immortality of thought. Look upon the books that a man loves and see
a reflection of his own pattern of thought.

His library expressed the many-sided interest of the man. First of all,

there were the genealogical records of his family. He had right much of
the Fifth Commandment, right much of the spirit of Confucius, in his

makeup. The ever-present consciousness of the departed whom we repre-
sent in the land of the living is a pronounced influence in the lives of
those who have that saving grace. Then there were the biographies of
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the great of earth; there were important historical collections; there were
the works of those great giants of literature whose writings have passed
the examination of the centuries. There were many volumes of medicine,
varied in subject matter and expressive of his broad, general interest in

medicine, publications spanning in the dates of their appearance the
fifty years of his professional career and marking off, like milestones,
the progress of his endeavor to keep abreast of the rapid advances of
medical science. And finally, there were the more important medical
periodicals and the records, the proceedings and transactions, of our
medical organizations. He was jealous of these records of his profession.

He set a higher value on them than most men. He possessed a complete
set of the Transactions of our State Medical Society. The writer knows
of only two other complete sets : one which was a part of the library of
the late Dr. John Wesley Long; the other, a set that was collected and
deposited in the State Library at Raleigh, largely at the instance and
with the assistance of Dr. Way, by Dr. John A. Ferrell who, at the time,
was secretary of the State Medical Society. Interspersed between the
leaves, to which they refer, of these records are numerous newspaper clip-

ping, mute witnesses of an always observant interest which allowed noth-
ing that related to his profession to pass away.

Closely akin to this same type of interest of living in the thought of
his profession through his daily routine, of accepting as pressing obliga-

tions what others perceived as distant opportunities, was his service for

many years as contributor of the items of "State News" to the Journal
of the American Medical Association. He undertook to see that nothing
of interest or creditable to this Society or its component units passed
without notice in the national records.

Still another expression of an ever-present professional interest of

such intensity that grasped fleeting opportunity, small though it might be.

and transformed it into service, was his prolific correspondence. Let a

doctor, especially one of the younger members of the profession, receive

recognition or promotion, and a letter of congratulation and encourage-
ment came to him from Dr. Way. Let a newspaper make reference to

some discovery, some movement, some achievement, and fail to give due
credit to a North Carolinian, a member of the profession, or to this

Society, and Way had time, or took it, to call attention to the omission.

Let anything of possible interest to his profession fall as a fleeting

shadow on the sensitive photographic plates of his mind and it was sure

of development in the form of a letter to the appropriate officer of the

State Board of Health, the Tri-State, or the State Medical Society. The
assertion, without risk, may be made that there are more letters of infor-

mation and constructive suggestions, with dates spanning the last thirty

years, in the files of the secretaries of the Tri-State and State Medical
Societies with the signature of J. Howell Way, than from any other man.
What a pile of letters their assemblage would make, what a variety of

subjects and suggestions, what witness of the constancy of that interest

which was miserly in its grasp of opportunities, great and small, to

serve his profession

!

Where others heard a sound, he heard a call; where others debated,

he decided ; where others deliberated, he acted.



Joseph Ho-,vei.l Way. M.D., F.A.C.P.

1865—1927
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Dr. Way's interest was not only extensive and varied, intensive and

active, both in the larger affairs of the State Medical Society and in

the smaller details of the profession, but his interest was creative in

character and constructive in effect. When the spirit of history shall in-

spire a studj' of the records and progress of the North Carolina State

Medical Society during the last generation, and if, in that study, the

important constructive policies of this Society that came under consider-

ation during that time are tabulated, and then the attitude of our leaders

toward such policies, their adoption and execution ascertained, Joseph
Howell Way, as a constructive, contributing force to the life of the So-

ciety, will be accorded a high place among those who have looked and
lived beyond the present.

Dr. Way's interest in his profession was large and impersonal, rather

than small and personal. He had enough breadth of vision and enough
foresight to see that the smaller was a part of the greater, that the per-

sonal was so inseparably a part of the professional interest that as the

one advanced in the same measure the other was carried along.

It may have been noted already that the writer has followed closely

all through this sketch the method of reasoning from behavior to motive,

from conduct to character. On this test of conduct, then, let the verdict

be sought as to whether his interest in his profession was small and per-

sonal, or large and impersonal. The evidence for such a verdict is both

abundant and near at hand. For those who have cared enough for the

Society to be familiar with the larger issues that have arisen from time

to time during the last thirty years, the evidence will be found in their

memories; for our younger members, for those who have not kept in touch
with the organized professional thought, and for those who are to come
after us, the evidence will be found in our official records, the Trans-
actions. Set down, then, on the tablet of your memories, or, if you will,

and better still, on paper, the major issues with which we have had to

deal; record Dr. Way's position on these issues; then submit to a cold

and impartial judgment, not a judgment that consciously and, perhaps,
partially judges with that judgment with which it would be judged, the
finding of the verdict. And, again, you older statesmen in our councils,

you who can apply another test: Recall the men who have been given
professional preferment in the Society, recall Dr. Way's opposition to

some and his advocacy of others, then, submit to your consciences the
question: Was his position determined by the smaller consideration of
personal ]3opularity and advancement or by the larger interest of the
profession? The writer can testify that upon more than one occasion he
has seen him turn aside from the broad highway of passing popularity
into the straight and narrow path of a friend whose star was obscured by
a passing cloud. How often, as secretary of the State Board of Health
under his presidency of that body, has the writer had occasion to observe
and appreciate his loyalty when new principles of administration, policies

in the uncertainty of their infancy and weakness, were questioned and
assailed by good men and many men whose favor led not only to popu-
larity but to respectability! He was steadfast. Not to every passing
breeze did his bark unfurl its sails; he knew his course; he veered not;
he kept his rudder true.



86 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

The ever beckoning opportunity from which his clear vision rarely

strayed, left him no time for idleness. Limited though he was in his

physical resources, he was a lavish spender of his vitality. He was in

inter est, the larger professional, educational and civic movements of his

time. "To this end my Father worketh, and I work" was a characteriza-

tion of the Divine Nature in which he shared.

If the immortal life is a projection of the mortal life, then, our

friend is

"Somewhere, surely, afar,

In the sounding labor-house vast of being,"

where

"Only the Master shall praise us, and only the Master shall blame,

And no one shall work for money, and no o:',e shall work for fame,

But each for the joy of working, and, each, in his separate star.

Shall draw the Thing as he see It, for the God of Things as They are."

And now, spirit of my dear friend, long have I carried this image of

thee in my heart. Only when thine own brake and mine in sympathetic

response, has it come to light. Take it, O Time, Time that changeth all

things save God's eternal truth. Unafraid, I leave it in thy keeping.

DR. WAY AS A CITIZEN OF WAYNESVILLE
AND HAYWOOD COUNTY
By Dr. J. R. McCracken

Coming to Waynesville shortly after his graduation in medicine. Dr.

Way immediately identified himself with the social, political, and business

life of the community, and throughout his life took an active interest in

every movement that tended toward the development and progress of his

adopted town and county. He always stood for better churches and better

schools, and for a number of years was a member of the board of trus-

tees of the Waynesville Graded Schools,

As a business man Dr. Way had few equals in the medical profession.

His unusually keen business judgment was recognized by all who knew
him, and hosts of his friends and patients sought his council and advice

on matters of business as well as those pertaining to their health. He was
a director in a number of banks, and at the time of his death was chair-

man of the board of directors of the largest bank in Haywood County,

a. position he had held for more than twenty years.

Perhaps the greatest service Dr. Way rendered Haywood County
was in his activity in raising the standard of the local medical profession,

Shortly after he came to Waynesville, he began his life long fight for a

laetter organized profession, better qualifications for doctors, and a

higher regard for medical ethics, and I believe it was in recognition of

his early efforts along this line, that so many honors came to Dr. Way in

later life.

The expression, "A prophet is not without honor save in his own
country," certainly does not apply in the case of Dr. J. Howell Way, for

speaking as one who knows, I can truthfully say that the citizens of
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Haywood County felt a peculiar pride in every honor that came to their

distinguished fellow citizen, and it was a delight to them to know that

he was recognized, appreciated, and honored away from home.

JOSEPH HOWELL WAY
An Appreciation by his friend

Thomas E. Anderson

May 2, 1928

Friends, I ask your indulgence for a few minutes as I lay a flower on

the mound of our departed friend. Dr. J. Howell Way; were I to sit

here voiceless while others in tender terms are paying tribute to him I

feel I could not go down to my house justified. Only one short year has

intervened since he lent his accustomed charm and presence to our meet-

ings. Alert, virile, to our human judgment he gave every assurance of

many years of service and usefulness to this Society, the very apple of

his eye, to him the virtual pearl of greatest price. The energies of his

whole soul were permeated by intense love for its promotion and well

being. To say that he was my friend is to place a bouquet of fragrant

flowers in the urn of my soul. To say that I was his friend is to employ

the sincere unaffected speech of my heart. Time is the Great Arbiter, the

crucible which brings out the gold ; this has served to put the stamp of

genuineness on his friendship to me. His cordial greetings were ever

the one cherished feature anticipated at our various meetings. But a

severer test only brought absolute conviction. In our earlier days at Wins-
ton-Salem we were arrayed against each other for one of the highest

prizes at the disposal of this Society, a place on the Board of Medical

Examiners—this in 1896 at our annual meeting. This Society paid me
the distinct honor of giving me the majority of votes cast for the posi-

tion. This alchemy of defeat in a lesser nature would have lowered the

temperature of ordinary friendship, but not so with him and I shall not

forget his ready and warm greeting that I won out for the place, and
later emphasized it in a letter of cordial greeting. Ah, he loved a place

on the luminous stage, but equal to this, if not superior, he loved to have
the company of his friends beside him. and left no honorable methods
untried to secure their advancement. Young, striving, masterful spirits

in our noble profession made strong appeal to him, and ever received his

helping hand. I shall not forget his constant, never-failing interest in

the case of my son, whose record he kept tab of in his climbing medical
career. But yet they say he was ambitious! Never did finer fabric enter

into the composition of his type of ambition. Constantly the term
politician was the only mead some could pay. Yes, he was that type of
politician which seeks the best to meet the demands of the place to be
filled. He was never found advancing the claims of the unworthy or the
unfitted.

Reverently, let me say it, would that, that God, who with watchful
eye, regards the destinies of human endeavors, ^vould endow others of our
Society with the same vision and tense regard for our fair ship so safely
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launched by him in its career for usefulness for our state. Men of his

mold are rare and I fear many decades will roll by ere we behold his like

again.

AN APPRECIATION OF DR. WAY
By Dr. Albert Anderson

Dr. J. Howell Way was the most devoted physician in the North
Carolina Medical Society for the promotion of organized medicine. His

eye caught everything the press, both lay and professional, printed on
the promotion of medicine and, the same being clipped, he either filed or

passed on to the key man for incorporating into the life of state medicine

for the nurture and inspiration of young doctors. I had known only in

part of this devotion before my election to the presidency of our State

Society, but after I became president at once he began to pour out

suggestions, spoken and written, how to build up and strengthen the

medical work of our Society in all its branches. He was truly a medical

evangelist that studied, meditated, talked and preached the wonderful
riches and possibilities of the medical field. We saw in the last months

of his earthly pilgrimage how the zeal and enthusiasm of his mind and
soul were burning out his physical forces. Our personal love prompted
lis to warn him to take a rest and come back to his normal condition, but

with a toss of the head he said, "What's the use ; it all goes in a life-time

and I enjoy the work." Joy was the note of his work-a-day life. The
supreme good was his motto. "Work was his play applied to service."

Every day he could say as Lincoln said, "From this day on, I mean
to do the best I can. If I am right, time will prove it. If I am not right,

ten angels swearing I am right will not make it so."

DR. JOSEPH HOWELL WAY
By Dr. Chalmers M. Van Poole

Mr. President:

Dr. J. Howell Way, whose life and character we commemorate toddy,

was no ordinary man, and the touching words of eulogy to which we
have listened have set vibrating chords of sympathy and grief in a

manner and to a degree not ordinary. How hard is it for each of us, even

after this interval after his death, to realize that we shall see his face

no more.

Dr. Way had become more than is usual, a part, an almost necessary

part, it seemed, of the operation of the profession, and, more especially

of that of public health and preventive medicine in the State of North
Carolina. In him the humanities were so active and so abundant that he

seemed to brighten social life and strengthen the social instinct.

In this hour of sad retrospect his kindness of heart, his ready and
responsive sympathy, his catholicity of spirit, his freedom from envy
and all uncharitableness, are the qualities upon which we who knew him
best fain would dwell to the exclusion of those attributes of intellect

and character which excited our admiration and so distinguished his pro-

fessional career. And vet the "elements were so mixed in him"—his
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gentlenes, his courage, his magnanimity, his manhood, his humor, and
his remarkable intellectual gifts—that it is hard to eulogize the man or

consider him otherwise than he was, teres atque rotundus.

His public life was a full one. It covered a period replete with interest

to the profession and the state. Fearless in the expression of his mature

convictions, he had an almost unequalled power of impressing them
upon those with whom he came in contact.

His equipment as an orator was strong and unique. Quickness of

perception was united to great facility and felicity of speech. His mind
was well disciplined and logical, and he maintained the purpose and con-

tinuity of his argument with ability and skill. But Dr. Way was never

happier nor seemed more in a state of normalcy than when he was
engaged in real work, doing something for the good of the profession

and people of the State at large. He considered matters from many
angles, giving mature deliberation before making up his mind, but when
this was done he stood for his honest convictions, and it was woe to the

antagonist who carelessly exposed himself before him at such time. But
these things never left scars behind.

He never made a brow look dark

Nor caused a tear but when he died.

His idea of honesty did not stop at fairness in dealing with others,

but it compelled an adherence to fair dealing with himself, an honest and
upright purpose in the ends he sought.

In conclusion I feel warranted in saying that the sober verdict of

history will assign to Dr. J. Howell Way a very high place in the first

class of medical men. His death, coming as it did, in the midst of the

development of public health measures, when his greatness and his

usefulness were so much needed, came only too soon for the public good.

But death is the great commoner. It lays the heads of the great and
powerful as low as the humblest. But death can not rob a great man of his

just renown. His memory will live. His life and character will be pointed

to as an example of what honesty and energy may accomplish. His name
and fame are secure.

DR. J. HOWELL WAY, F.A.C.P.

Bi/ L. B. McBrayer, M.D., F.A.C.P.

Dr. Way was a success in every activity. He frequently had opposition

and sometimes met obstacles, and occasionally found keen competition,

but these only brought out the best that was in him, and were used as

stepping stones to greater accomplishments. Perhaps the first serious

competition that he encountered was when he sued for the heart and hand
of a certain handsome and attractive young lady, living at the time with
her father on his estate near what was at that time, the little town of

Waynesville, at which place he had only a short while before located as

a young physician and where fate had decreed that he should spend the
remainder of his days and years. Nothing daunted, he pressed his suit

relentlessly until the happy and eventful day for two people, when Miss
Marietta Welsh became Mrs. J. Howell Way.
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Before this he had received his license to practice medicine at the age

of nineteen, before he graduated in medicine at the Vanderbilt University

of Nashville, as graduation was not a requisite for a license at that time.

He immediately connected himself with organized medicine through his

county and state society, where he continued true and steadfast until

the very end. No organization ever had a truer or more loyal devotee

than was Dr. Way to organized medicine.

Dr. Way was constant in all his relations of life. This has been well

said by another in relation to his business relations and particularly

his many banking connections, but it was equally true in all his profes-

sional relations. It was not to be marvelled that the year he joined the

State Medical Society, his intelligent interest should attract the atten-

tion of the Society as noted by his appointment as chairman of a sec-

tion, and this intelligent interest in medicine was constant so long as he

lived. In 1903 we find him one of a committee of three reporting a new
constitution and by-laws in accordance with the new plan of the American
Medical Association, under which we have operated with little change to

this day.

And so he continued to the last. And when he was confined to his bed

in what proved to be his fatal illness, he was found thinking of the

Medical Colleges of North Carolina and preparing a history of them,

in order that these important facts of medical history in our state might

be preserved in our transactions, which as he often remarked, is the

only history of North Carolina medicine and North Carolina medical men
that exists. And when the last breath was a thing of the past, and his

spirit had been caught up to meet the Great God who gave it, the work
he had done on the history of Medical Colleges in North Carolina was
beside him.

Dr. Way always took a lively interest in the younger men of the pro-

fession, and I know that a large majority of our membership today re-

member with much appreciation the kindly personal notes received from
him, always breathing a spirit of kindly interest and helpfulness, and
never without a definite purpose plainly visible of encouragement and
frequently a suggestion of direction, which was usually found helpful

when followed. When he heard, and he usually did, of an accomplish-

ment, however small or great, of a North Carolina doctor, he could always
find time to drop him a note of congratulation and when he heard of a

brother in grief or distress, he could always find time to send a note of

sympathy. I doubt if any doctor in North Carolina had as many personal

friends among the profession as did Dr. Way. I fear no other doctor ever

will.

Dr. Way was loyal. One example will suffice though many could be

cited. Every doctor who served with him on our State Board of Medical
Examiners has been president of this society. This is not true of any
other Board of Examiners. True, these men were and are, and will be
the stuff out of which presidents are made, but Dr. Way did not rest a

moment until each one had served a term as president.

Our Society has honored Dr. Way with every office in its gift. This

is only additional proof of his intelligent interest in organized medicine.
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which in him as in every doctor, leads to a wider vision of professional

usefulness, which cannot be confined to the every day grind of the care

of patients.

The following which appeared as an editorial in the Greensboro

Daily Nezc's, expresses the thought of a layman along this line:

"Dr. J. Howell Way had been given by his fellows in the medical

profession in North Carolina the highest honor in its bestowal. Their

estimate of his worth as physician and as citizen appears in his election

as president of the North Carolina Medical Society. The physicians of

the two Carolinas and Virginia added to this testimonial by making Dr.

Way president of the Tri-State Society.

"The selection of Dr. Way as president of the State Board of Health

was much the same sort of testimonial of his character and abilities, for

that place of high service to all the people, a service that is expressive

of the medical profession, could not be attained by one not regarded by

the profession as suitable. It is a service in which high standards have

been established. It is recognized as a service calling not only for medical

ability of the highest, an authoritative breadth of professional knowledge,

but also for an attitude towards the public welfare which comprises one

of the essentials of leadership.

"Dr. Way dwelt and practiced in Waynesville, for many years having

specialized in tuberculosis, but his fame radiated far beyond the western

mountains ; it needs no better description than a recital of these facts

which establish how he was rated amongst his fellows in the healing art."

A great and good and useful member of our profession has fallen.

Peace to his ashes ! Rest, sweet rest for his indomitable spirit ! Goodbye,
friend Way, until we meet again.

DR. JOSEPH HOWELL WAY, Waynesville, N. C.

From American College of Physicians

Died September 22nd of heart disease, at Asheville; aged 61.

Dr. Way was graduated from Vanderbilt University School of Medi-
cine in 1866. Since 1905 he was a member, and since 1911, president of

the State Board of Health, member of the State Board of Medical

Examiners 1897 to 1902. During the World War Dr. Way served suc-

cessively as captain, major, lieutenant colonel and colonel, being assigned

to Base Hospital at Camp Greene, the Rockefeller Institute and the

U. S. A. School of Tuberculosis. At the time of his demise, he was colonel.

Medical Reserve Corps, U. S. A.

Dr. Way was a member of many medical societies, having acted as

president of the Medical Society of the State of North Carolina, past

president, secretary and treasurer of the Tri-State Medical Association

of the Carolinas and Virginia, member of the House of Delegates to the

American Medical Association' 1904-1909, and in 1909 member of the

Reference Committee on Section and Section Work. He was elected a

Fellow of the College December 12, 1925, and maintained a constant^

loyal and helpful interest in its work.
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DR. WAY AND HIS SERVICES TO GOOD CAUSES

By President W. P. Few

(From Alumni Register of Duke University)

Dr. J. Howell Way, who died September 22, 1927, had been a Trus-

tee of Trinity College and Duke University since 1911. He was interested

and alert about every concern of the institution but especially about its

contributions to cause of medicine, hospitilization, and public health, and

about the physical well-being of its students. He was ready for any on-

ward move and never hesitated to go. This quality of mind is invaluable

in the governing Board of Duke University, for this University has

constantly to face new problems and rise level to new opportunities. We
owe Dr. Way a debt of eternal gratitude.

He has added to this debt by leaving us his most valuable library.

This will be kept as a unit in the Medical School Library and will become

the nucleus for the J. Howell Way collection of books on Public Health.

The same traits were shown in Dr. Way's services to public health

in the state and nation. Much of the remarkable success of the North

Carolina State Board of Health is due to his vision and courage.

Upon America's entry into the World War, Dr. Way promptly volun-

teered for service, not in the destructive but in the healing functions of

the government. At the close of the war he entered with equal readiness

into the rehabilitation work of the government.

He was a leader of men whose leadership depended upon the validity

of his ideas. He did not push himself into places of prominence, but in

big movements for the common good he could ever be counted on; and to

such causes he gave twice because he gave quickly. He was the type of

man our democracy greatly needs,—open-minded, quick to see an oppor-

tunity for usefulness, careful about the details through which he must

pass to success, a family physician of the old and the new school, and

every way a wise and good man.

DR. H. F. GLENN
By Dr. D. a. Garrison, Gastonia.

I have not anything written about Dr. Glenn, but I wish to say a few

words. I was associated with him in our work for nineteen years. He
was a man large in statue and at heart larger. No man have I ever

known who was more devoted to his work. He spent his life trying to

save humanity. One of his most wonderful qualities was that of his care

of children, whether they were poor or whether they were rich. He spent

the same effort and did the same painstaking work for the poorest child

that dropped into his hands as for any other. His main work was that of

obstetrics and children. That was his line of work and one that he prose-

cuted to within two weeks of his death. No man could say that Dr. Glenn

was not fair and just, not only to his patients but to his fellow-men. He
hated little things that would come up that were not absolutely profes-

sional, clean and clear and upright in all his work. If you had known him

as I did, for nineteen years, and had seen that work, and it laid down
when he was fifty-seven years of age, when it looked as though he was



GENERAL SESSIONS 93

just getting into his best work—and he was, for he was a growing man
and he lived in his work and lived the life of a pure, upright professional

man. No man knew him better than I, because I saw him under all cir-

cumstances. He would get out of bed at any hour of the night to go to the

poorest child; it made no difference about the color if he knew he was
needed. We mourn the loss of such a man. I have never seen such another

funeral in my town as his funeral at the Presbyterian Church, of which
he was an elder. When he left this world I tell you one of the greatest

vacancies was left in Gaston County and in North Carolina that has been
left by any physician within my knowledge. He was not a man that

sought office ; he did not want office ; he did not want notoriety. I so often

said to him: "You have a wonderful power, you have knowledge beyond
that of the average physician, but you are simply too timid to put it before

the people." That was all the fault I could think of in him, and it was
not a fault ; it was a virtue in him.

He was laid to rest in Bethel, S. C, within a few miles of where he

was born, in the sight of one of the greatest gatherings I have ever seen

at a funeral. That man was loved; he was honored; and I hope when I

leave this world I may leave it with half the honor that was accorded
to him.

DR. ROGER OGBURN
By Dr. H. L. Johnson

I have not a paper on Dr. Ogburn but should like to say a few words
about him, if I may. Dr. Ogburn was a native of North Carolina, born in

Guilford County, and was the son of Tom Ogburn, a Methodist minister,

and brother of Dr. Herbert Ogburn of Greensboro. He was not a member
of the Medical Society of the State of North Carolina.*He was graduated
from the arts school of the University of North Carolina and graduated
from Cornell University Medical School in 1926. He began his interne-

ship at Bellevue Hospital in New York City on January 1, 1927, and
was killed accidentally in an automobile crash while taking a call for a

colleague in August of that year. Having known him for about ten years
almost intimately I can say I have never known of a finer specimen of
young manhood, no cleaner, more wholesome gentleman. He was gifted

in humor, and was a good student. He was popular wherever he went.
His untimely death means a great loss not only to Guilford County but to

the state and especially to his many friends.

BENJAMIN ROBINSON GRAHAM
1868—1928

By George M. Cooper, Raleigh.

The least that any of us can do for our friends is to love them while
they live and strive to keep the memory of their good works green and
flourishing after they are gone. In the case of Dr. Benjamin Robinson
Graham everybody who knew him loved and respected him. Doctor
Graham's life was an exceptionally happy, satisfactory, and successful
one. If he had been reared "Beside the Bonnie Brier Bush" in the land of
William McLure he could not have been more thoroughly saturated with
the noblest ideals of medicine.
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Doctor Graham was born at Wallace in Duplin County September
23, 1868. His father was Dr. Daniel McLean Graham, for forty years

a practicing physician and faithful citizen of Wallace. His mother was
Elizabeth Ann Murphy, daughter of Dr. and Mrs. Hanson F. Murphy
of the Black River section. Thus on both sides of his lineage he inherited

the best traditions of the medical profession. Doctor Graham graduated
in medicine from the University of Virginia in 1895. He took the North
Carolina Board of Medical Examiners the same year, making second
highest mark. He then spent one year in hospital service at Richmond,
living while there with a kinsman, another distinguished North Carolina

physician, Dr. J. Allison Hodges. At the end of his hospital year in

Richmond he returned to Wallace on account of the failing health of his

father, the latter dying in the spring of 1898. At Wallace Dr. Graham at

once rebuilt his father's practice, and was immediately accepted by the

people in that section for the able physician and loyal friend he was to

remain to the end of his days. Dr. Graham practiced at Wallace for more
than 17 years, removing to Wilmington in 1915 where he at once built

Tip a successful practice which he held up to his untimely death at

Wilmington April 18, 1928. Dr. Graham died from septicemia incurred

in the routine of his practice. It was while at Wallace that I knew him
first. I was practicing at Clinton and owing to occasional serious illness

in the family of his sister living at Clinton in which he would of course

be called, I was privileged to know him as a friend. Just after he had

removed to Wilmington and I had come to Raleigh we had the misfortune

to lose one of our little ones who became ill on a visit to Clinton. Dr.

Graham came from Wilmington, driving over rough roads from Warsaw
at night to offer his friendly assistance. That was the kind of friend he

was. Could I forget him? Never I

Although living for the past thirteen years in Wilmington he retained

his love and interest in the people of Wallace and they reciprocated to a

marked degree. He was successful in every way. He held his property

interests not only at Wallace and Wilmington but kept some of his

ancestral land in Pender on which at the time of his death he was operat-

ing a modern dairy. But these outside interests were his hobbies, his

recreation. He allowed nothing to interfere with his professional activi-

ties. "Medicine was his master. He was president of the New Hanover
County Medical Society last year, evidencing the regard in which he

was held by his fellows.

Dr. Graham's wife, who survives him, was Miss Edith Bolles, daugh-

ter of Major Charles P. Bolles who was one of Wilmington's most nota-

ble citizens. They have eight children. Two of the daughters are married.

The two sons are at the University of North Carolina, the oldest one

graduating there this year, one of the honor scholarship men. The second

is taking medicine there. He leaves one sister, Mrs. Annie Graham Grady,

wife of Judge Henry A. Grady, of Clinton, and one brother, Hon. A.

McL. Graham, also of Clinton.

It is not the fortune of many of us to make the contribution to our

times that he made. Thirty years a beloved family doctor; eight fine

children; successful professionally, as a business man and as a citizen.
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His place in the affairs of Wilmington and southeastern North Caro-

lina will be hard to fill. A gentle, affectionate, loyal friend, a great physi-

cian went out when Ben Graham passed on over.

Dr. L. B. McBrayer, Secretary-Treasurer, moved the adoption of the

following resolution, which had already been adopted by the House of

Delegates.

Upon motion of Dr. Charles A. Julian duly seconded, the following

resolution was adopted:

BE IT RESOLVED, that the Medical Society of the State of North

Carolina in annual session assembled at Pinehurst, North Carolina, on

the 30th day of April, May 1st and 2nd, 1928, accept the offer of the

Wachovia Bank and Trust Company to receive and administer funds and

other properties under the general name The North Carolina Medical

Foundation in accordance with the terms of the resolution of the said

trust company included in report of the Committee on the Medical

Foundation ; and

BE IT RESOLVED FURTHER that the Medical Society of the

State of North Carolina proceed to name a Foundation Committee in

accordance with the terms of the provisions of the resolution ; and

BE IT RESOLVED FURTHER that a copy of this resolution duly

signed by the president and attested by the secretary of the Medical

Society of the State of North Carolina be sent to the Wachovia Bank
and Trust Company, Winston-Salem, North Carolina, as evidence of the

acceptance by the Medical Society of the State of North Carolina of the

offer of the Wachovia Bank and Trust Company to serve as trustee for

The North Carolina Medical Foundation.

The motion to adopt the resolution was seconded by Dr. A. J.

Crowell and was carried.

The second general session then adjourned.

JAMES FERGUS McREE

By Archibald Henderson

James Fergus McRee, one of North Carolina's pioneer botanists and
a physician of eminence, has been described as the most scholarly man
of his day in the state. His grandfather, Samuel McRee, an emigrant

from County Down, Ireland, settled in Bladen County, North Carolina,

about the year 1740. Samuel McRee's son, Griffith John McRee, was mar-

ried to Ann Fergus, the daughter of the famous John Fergus, a native of

North Carolina, of Scotch extraction, a graduate of the Edinburgh Medi-
cal College, and afterwards a surgeon in the army of the British General

Braddock. Griffith John McRee served with distinction during the revo-

lution, being engaged in many battles and winning the ranks of major
and brevet lieutenant colonel. He and his wife lived at Lilliput, adjoining

the famous estate of Kendall which afterwards passed into the hands of

the McRee family. Of his children, five only reached maturity ; and of

these, three were men of marked ability: William McRee, the skilled
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engineer, Colonel and sometime chief of engineers of the United States

army ; Samuel McRee, who won the rank of lieutenant colonel in the

Mexican war ; and James Fergus McRee, described by Waddell as "per-

haps the most learned, scholarly and accomplished physician and scientist

ever reared on the Cape Fear."

Born Near Wilmington

James Fergus McRee was born at "Lilliput," his father's plantation,

14 miles from Wilmington, on November 18, 1794. His father dying when
James was only seven years of age, he had but small opportunities for

securing an academic education. According to the custom of the day, as

related by Dr. Thomas F. Wood, he went through a regular service in

the office of a physician, who himself had served a regular apprenticeship

under a Scotch apothecary near Glasco, previous to entering upon his

medical course at Edinburgh. This physician was Dr. Nathaniel Hill, the

"finished scholar and high toned gentleman of the old school," in whose

shop—a combination of drug store and medical laboratory—he not only

studied pharmacy and medicine, but also became proficient in the Latin

language. During the war of 1812, as Wood has pointed out, "there was

at times a great dearth in some of the indispensable drugs, so that young

McRee found himself in these early student days assisting his preceptor

in making calomel after the old process from the metal, a degree of the

chemical art which we doubt if the best apothecary of today (1891) from

Philadelphia to New Orleans would be skilled enough to undertake with

confidence." It was a virtual necessity for the young medical student of

that day to make a serious study of medical botany. McRee assiduously

applied himself to this fascinating branch of study, and thus early laid

the foundations for his wide and intimate knowledge of plant life. In

the course of time, he acquired an extensive library of classical works of

the early naturalists and botanists. After the war between the states, this

library, which had suffered through neglect, was placed at the disposal

of Dr. G. A. Anderson; and eventually the most valuable works from

McRee's library were turned over by Dr. Anderson to the library of the

surgeon general at Washington, D. C.

Close Friend of Curtis

When young Moses Ashley Curtis, who had done quite a little botani-

cal work in conjunction with McRee, went to Massachusetts in 1833 he

procured 133 species of plants which he shipped to Dr. McRee on Sep-

tember 22nd of that year. In his diary of October 25, following, he speaks

of receiving a letter of acknowledgement from Dr. McRee "who also in-

forms me that Col. Croom and Dr. Loomis of New Bern, N. C, in their

catalogue of plants growing in that vicinity have held out an encourage-

ment that I am preparing in connection with Dr. McRee a catalogue of

plants inhabiting Wilmington and its neighborhood. "Indeed," adds

Curtis, "I hope I shall be able in a year or two to complete what I have

long contemplated in regard to it, but whether my change of place and

studies (theological) will even permit it is now questionable." On Novem-
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ber Ist^ 1833, Curtis records: "Shipped on board Schooner 'Caroline'

for Wihuington a package of books to Dr. McRee, being Cuvier's Regne
Animal in 5 vols.—$8.00.

Histoire Naturelle des Insectes par Tigny. 10 vols.—$6.00.

Histoire Naturelle des Crustaces—2 vols.—$1.00.

Lettres a Julie sur L'entomologie par Mulsant, 2v.—$4.00. All of

which amount to 19 vols., price $19.00."

Collaborated in Their Work

To verify Curtis's allusion to Croom and Loomis, I searched through

the very rare pamphlet: "Catalogue of Plants, observed in the neighbor-

hood of New Bern, N. C, by H. B. Croom, A.M., and H. Loomis, M.D.,"
published at the Spectator office, New Bern, 1833. On page eight I find

the following: "Macbridea pulchra. In Lenoir. Obs. Dr. McRee has sent

us from Wilmington, N. C, a macbridea differing considerably from the

M. pulchra of Elliot. Stem very hairy, but most so at the joints; leaves

more haii*y on the proper surface, and along the nerves on the under
surface, and narrower than those of the M. pulchra. Dr. M. (McRee)
adds that the style equals the longest stamens. He also informs us that he

has found the Wendlandia populifolia. It is with much pleasure we state

that Dr. M. (McRee) and Mr. Curtis are actively engaged in investigat-

ing the botany of that very interesting neighborhood." In the event, Curtis

completed his first work without further collaboration with McRee, it

appears. It was published in the Boston Journal of Natural History
under the title: "A Catalogue of Plants Growing Spontaneously Around
Wilmington, North Carolina, By Moses A. Curtis, A.M." In the intro-

ductory remarks, Curtis says : "Most of the species enumerated inhabit

a circle around this place (Wilmington) of about two miles radius. A
number collected at Smithville, at the mouth of the river, are also includ-

ed, which have not been found at Wilmington. These are principally

maritime species, and are found within ten miles of Wilmington, in an
easterly direction. Several are furnished by Dr. McRee, from his plan-
tation, at Rocky Point, a few miles north of Wilmington, which are
marked R. P. in the catalogue, and rest entirely on his authority." After
acknowledging the assistance of Dr. Torrey, Curtis pays the following
tribute to the man with whom he had done so much botanical work at

Wilmington: "To Dr. James F. McRee, of Wilmington, an accomplished
botanist and florist, I am particularly indebted for numerous contribu-
tions of plants, which escaped my own observation. To his labor and re-

search no small part of the catalogue should be ascribed. Situated in

such an extensive and inviting field for the prosecution of natural his-

tory it is much to be hoped that he will hereafter find ample time for in-

vestigating the subjects of his favorite departments for which his refined
taste and accurate observation so eminently qualify him."

Won Renown as Physician

It was as a physician that McRee won public note, for the most part.
In this way, his labor and ability as a botanist have been overlooked, or
at least obscured. Medicine was a vocation, botany an avocation, with
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McRee. Evidently McRee's preparation under D. Nathaniel Hill had
been most thorough ; for the brilliant McRee was graduated from the

New York Medical College, now the College of Physicians and Surgeons,

in 1814, after one course of lectures. On Dr. Hill's retirement from prac-

tice, he left his practice to his son-in-law. Dr. James Henderson, and to

his former pupil, young Dr. McRee. On the departure of Dr. Henderson,
who removed to Raleigh, Dr. McRee succeeded to the leading practice in

Wilmington. One of the most severe trials he had to undergo as a physi-

cian was the yellow fever epidemic in Wilmington in 1821, when he was
27 years of age. Then the brunt of the burden fell upon the elder Dr.

De Rosset; Dr. John Hill, who afterwards wrote a valuable and interest-

ing paper: "Yellow Fever as it prevailed in Wilmington in 1821," pub-
lished in the "American Medical Recorder" ; and Dr. McRee. They made
a gallant fight to combat this severe visitation of this dread disease of

high mortality. Thirty-one years later, another epidemic of yellow fever

visited Wilmington and Dr. McRee who was the only physician then in

Wilmington with any experience of the disease and its treatment, readily

diagnosed the fever as yellow fever, although he had been out of prac-

tice for 16 years.

Practiced Sporadically

Dr. McRee was sporadic in the practice of medicine, retiring first in

1834-5, only to resume practice several years later. In 1846, he retired

permanently from the practice of medicine. By his scholarly researches

into medicine, his courage in treatment and authoritative manner in pro-

nouncing judgment in medical matters, and by his marked skill in sur-

gical technic and ingenuity in operation, he won a great reputation

throughout the state as a physician and surgeon. The late James Sprunt
records that Colonel Samuel Ashe, on removing from Rocky Point to

near Fayetteville, sold his estate, "Clayton Hall" to Dr. McRee, who
on retiring from the practice of medicine in Wilmington made his resi-

dence there, where he carried on planting operations with fair success.

"He abandoned the old settlement, and built on what was known as the

Sand Ridge, and renamed the place, calling it Ashe-Moore, in compliment
to the two families so long known and distinguished in the Cape Fear
region. Dr. McRee had acquired a higher reputation than any other phy-
sician of his day in the lower Cape Fear or even in the whole state. The
writer enjoyed the privilege of being his pupil, and of his long friend-

ship, and to speak of him in such terms as he esteemed him, as a noble

gentleman and physician, might seem like extravagant eulogy."

Was Scholarly Man

Other authorities support Sprunt's estimate of McRee as "perhaps the

most learned North Carolinian of his time. In his "History of the Italian

Association," Colonel James Green Burr says: "Dr. James F. McRee
was one of the foremost men in his profession, in this or any other state;

a most successful practitioner and a bold and brilliant operator. He
had great scholarly attainments, was fond of the classics, wrote with
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ease and elegance, was equally at home in the researches of philosophy

and the mazes of metaphysics, the natural sciences and the polite litera-

ture of the day."
, . i i a. i, ^

Dr. Thomas F. Wood, who wrote an excellent biographical sketch ot

Dr McRee, pavs him the following tribute:

"It was as a diagnostician that Dr. McRee excelled, and in the con-

sciousness of his ability this manner was that of the autocrat This trait

extended into many of the relations of life. His pride was that of con-

scious power, and the ail-but unlimited scope of his authority over his

large household and plantation servants, and the ready admission ot his

superior learning by his confreres, tended to confirm him m it. The spirit

of the faculty of that day was that of imperiousness and dogmatic asser-

tion, and in his own community he was an 'authority' to be feared by

opponent, to be warmly welcomed by friend.

"As a surgeon, he was bold and original, at a period when the ampu-

tation of a limb or couching a cataract was considered the test of sur-

gical ability. As early as 1840, Dr. E. A. Anderson relates he performed

a plastic operation for the restoration of a perineum in the person of one

of his negro servants, who was suffering from complete procidentia uteri.

Held Many Positions of Trust

Dr McRee held various positions of prominence in Wilmington,

among these city commissioner, magistrate of police, which was the

equivalent of the office of mayor, and president of the New Hanover

County Medical Association, which office he was holding one year before

his death. In the records of that association appears a memoir of McRee,

containing these words: "Dr. McRee was a man of more than ordinary

attainments—a finished classical scholar, he read Latin and French with

as much ease as English—an accomplished chemist, a bold, daring and

skillful surgeon, unrivalled in his diagnosis and prognosis—he became

the most popular and successful practitioner on the 'Cape Fear.

On November 14, 1816, Dr. McRee was married to a niece of Dr.

Nathaniel Hill, at Rocky Run, near Wilmington. There were two children

by this marriage: Dr. James F. McRee, Jr., for years successful practi-

tioner in Wilmington, and a surgeon in the Confederate army and Dr.

Griffith John McRee, author of the best work of its kind by a North

Carolinian, "The Life and Correspondence of James Iredell." Dr. McRee

was a devout Episcopalian, and for years vestryman of St. James s

Church, Wilmington. It is said that this seat was occupied in church with

such regularity that the minister would have been as much missed as he.

Full of years and the honor of universal admiration, for his ability and

scholarship, James Fergus McRee died of quinsy at Wilmington on

August 9, 1869.

Botanist of Great Distinction

I have written this account of Dr. McRee, not to stress his eminence

as a physician, but to do honor to his memory, as a botanist. It is greatly

to be deplored that, so far as I have been able to discover he did not pub-

lish the results of his investigations. This way, the way of the old-fash-

ioned southern gentleman ; to strive with success to become a savant, and
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then to remain totally oblivious to publication. To be a savant was regard-

ed as an end in itself, irrespective of science as a whole or the general

advance of knowledge. There can be no doubt whatever that McRee was
a botanist of distinction. It is perhaps not generally known that he was
correspondent of the Royal Society of Great Britain ; and that he was a

friend of Sir Charles Lyell, the famous British geologist, who, with his

wife, once visited Dr. McRee at his Rocky Point plantation.

In his "Sketch of the Botanical work of the Rev. Moses A. Curtis,

A.M., D.D., F.A.A.S.," Dr. Thomas F. Wood, himself a gifted physician

and botanist, says: "In Wilmington Dr. James F. McRee, Sr., also cul-

tivated botany with assiduity, and the two botanists worked together

effectively. Dr. McRee's country residence was at Hilton, the county

seat of Cornelius Harnett, near the junction of the Northeast Cape Fear

with the main stream—here Dr. McRee cultivated with great care and
with rare success the indigenous trees and shrubs he collected in the

course of his extensive journeys in the pursuit of his calling. Dr. McRee
added 34 species to Curtis's catalogue, annotated by him, besides several

which were printed in the catalogue proper, and all through the writings

of Dr. Curtis may be found appreciative allusions to his scientific attain-

ments. No proper memorial has ever been made of this pioneer scientist."

It is worthy of record that the species, on variety (Sereno Watson),

of Galactia Macreei is named for him as its discoverer. This is testimony

to his skill as a botanist ; but it is to be regretted that it is incorrectly

spelled Macraei by Watson. It is to be remembered that he did all his

botanical work in the intervals of his professional work as a practicing

physician. "His practices were largely in the country," we are told, "and
the young doctor could ride along the solitary roads for miles, greeted

at nearly every step with the happy faces of new and old floral friends.

From Savanna to Sandhill, from river swamp to causeway, in the flaring

heat of an August sun or the nipping frosts of January, he caught the

glowing colors of the liatris, the coreopsis, the solidago, the gerardia, and
was enlivened by the busy hum of the insects among the Sarracenias and
droseras, nor had he far to look in tlie sheltered nook of a log for a

brave spiranthes, with its spiral necklace of pearls, or an aster, with its

radiant purple, lifting their heads amid the desolation of winter. It was
in such a school that he trained his preception, heightened his power of

diagnosis, exercised his memory, and meditated upon the wonders of

God's providence and creation. A lost art now, because of the necessities

of other studies and diA'ersions, but one which at this day added a galaxy

of distinguished names to science and likewise addfed permanent material

to botanical knowledge."

Some day, perhaps, there may be brought to light the considerable

botanical correspondence he carried on, and recorded the list of plants

he exchanged, with other botanists. He kept his own hei'barium renewed
with fresh specimens down the latter days of his life. "In 1837 he made
a journey to southwest Georgia, stopping over at Augusta to pay his

respects to Dr. Ray, a botanical correspondent he had never seen, and
the meeting between the two friends was of that cordial sort that only

the kinship of botany can inspire."
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His Botanical Collection

At Hilton he gathered around him a beautiful floral family. "Every
ornamental tree or shrub he came across in his botanizing tramps he

added to his collection, until his broad acres imitated the botanical gardens
of Michaux, near Charleston, and Bartram, at Germantown. He was
a successful horticulturist, raising upon his farm at Hilton a variety

of kitchen not found at that day (1857) in our markets—tapiers, rhu-

bard, careteloupes, burr-artichokes (cynarascolymus), and others—stimu-

lating others in the art of kitchen gardening by his example."

In conclusion, may be cited the following statement, regarding his

position as floral and medical botanist, from the memorial published at

the time of his death:

"In the department of Botany the doctor excelled—that branch of

our profession so much neglected. Loving and cultivating flowers with
the gentle and refined taste of a woman, his residence in our city was
one gay picture of rare native and foreign plants. In his younger and
palmier days, elegant and refined taste marked his beautiful garden, with
its endless variety of roses, jessamines, lilies and magnolias, while a large

and spacious hot house was crowded with rare and gorgeous tropical

plant.

"With the indigenous 'Materia Medica,' the doctor was perfectly

familiar, and was authority on all disputed points of botany, and was
referred to on every hand to determine the name, class and properties

of any unknown plants in the Cape Fear region, many of which he used
successfully in his practice."

THIRD GENERAL SESSION

WEDNESDAY, MAY 2, 9:00 A.M.

Ball Room
President Burrus in the Chair

MEDICO-MILITARY PROGRESS
Dr. W. L. Pyles, Lieut. Col. Medical Corps, U. S. Army

Address (Invited Guest) from Section Medical Veterans of the World War and

Medical Officers Reserve Corps

It has been about ten years since we had a war and now is a good
time to make a survey as to the status of our military preparedness.

Heretofore the lessons of war have been soon forgotten and the

agencies for the national defense have been permitted to relapse into a

condition of inertia, atony and atrophy.

Notwithstanding the fact that Larrey and Percy during the Napo-
leonic Wars had worked out with their Ambulances Volantes—flying

ambulances—an efficient system for the care and transportation of
wounded on the battlefield, the outbreak of the Civil War found us abso-
lutely unprepared in this respect. There was not an ambulance in exist-

ence and no semblance of a hospital corps. The battlefields were cleared
by bands of volunteer workers who collected the wounded in carts,
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wagons and various types of vehicles and carried them to improvised

hospitals. Public indignation vras aroused by the lack of care and suffer-

ing of the wounded and Lettermen, in the second year of the war, devised

his epoch making system of collection, evacuation and hospitalization

which was copied by all civilized nations.

During the period from 1865 to 1898 every phase of national defense

was permitted to run down. A few individuals here and there appreciated

the situation and saw the handwriting on the wall, notably Dr. Nicholas

Senn, the eminent surgeon who was at that time Surgeon General of the

Wisconsin National Guard. In 1891 he founded the Association of Mili-

tary Surgeons of the United States for the study and discussion of

medico-military subjects. His was like the voice of John the Baptist

crying in the wilderness and no action was taken.

The outbreak of the Spanish American War found us utterly unpre-

pared. With the mobilization camps in this country ravaged by typhoid

and diarrhoel diseases and the forces in Cuba decimated by yellow fever,

typhoid and malaria, the medical service was a dismal failure. Troops

were sent to Cuba in woolen uniforms, subsisted on embalmed beef and

there were no medical supplies.

This dark period however really marked the birth of modern military

medicine. Walter Reed, working in Cuba, demonstrated the transmission

of yellow fever by the mosquito, thus establishing the basis upon which

effective prophylaxis was worked out for all mosquito-borne diseases. The
work of Shakespeare, Reed and Vaughan on the etiology of typhoid

and kindred diseases contributed further to clarify the situation.

The Japs, quick to apply the new principles, evolved as a result of

the investigation following the Cuban campaign, made an enviable record

in their medical service during the Russo-Japanese War in 1903 and 4.

Their work was given wide advertisement and went a long way toward

boosting the prestige of the military surgeon in the eyes of the world.

Somewhat later, about 1908, anti-typhoid vaccination as the result of

Russell's work was introduced into army practice. This marked another

milestone in the conquest of camp diseases.

In 1910 a school for the instruction of medical officers in sanitary

tactics was started at Fort Leavenworth.

In 1911 the army mobilized on the Texas border in connection with

the Mexican trouble. On this occasion an entire division was formed at

San Antonio, Texas, which was the first instance which had occurred

in the army since the Civil War where a general officer had had an oppor-

tunity to command a force of troops suitable to his rank. During this

mobilization, sanitation was the key note. Many sanitary problems were

worked out in a most satisfactory way and the morbidity rate was kept

to a minimum. This added further to the prestige of the medical service.

There was another feature here which marked a distinct advance. Ambu-
lance companies and field hospitals were organized and opportunity

afforded to work in conjunction with line troops in the execution of field

maneuvers.

The punitive expedition into Mexico with the accompanying mobiliza-

tion on the Mexican border in 1916 should be looked upon as a fortunate

circumstance. The training of both regular army and national guard
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troops on this occasion was of invaluable assistance in preparing both

officers and men for the larger tasks to come later by our participation

in the World War which followed.

While this was good it did not suffice to enable the general staff to

handle the stupendous problems connected with the mobilization of men
and munitions on the grand scale required. There was a delay here if

not an actual breakdown and it is significant that our troops were not

thrown into the line against the enemy until about a year after war was

declared. We were fortunate in this instance to have so much time for

preparation and to have such powerful allies to hold the enemy in check

until we could arrive on the scene to deliver the fatal punch. We were

successful; we did well in the World War but it cannot be said that

we were prepared in a military sense.

The services rendered by the Medical Department were considered

highly commendable. Our civilian confreres answered the call for service

promptly, in many cases giving up their practices at great personal

sacrifice. They underwent intensive training in camps without a murmur,

their enthusiasm and esprit were wonderful and I have no hesitation in

stating that the excellent conduct of the war was in a very large measure

due to the work and activities of our civilian doctors, transplanted into

a military environment.

I would now like to invite your attention to the National Defense

Act of 1916 with amendments which is the basis of our present military

policy. It provided for an army consisting of three companies—the Regu-

lar Army, the National Guard and the Organized Reserves.

It further provides that for purposes of moTjilization, administration,

training and tactical control, that the continental area of the United

States shall be divided on a basis of military population into 9 Corps

Areas and that each Corps Area shall contain at least one division of

National Guard or Organized Reserves and such other troops as the

president may direct.

It further charges the War Department general staff with the mission

of preparing plans for the national defense and the use of the military

forces for that purpose, both separately and in conjunction with the

naval forces, and for the mobilization of the manhood of the nation and

the material resources in any emergency.

The important responsibility for procuring material is placed upon
the Assistant Secretary of War who is specifically charged with the

supervision of the procurement of all military supplies and other business

of the War Department pertaining thereto and the assurance of adequate

provision for the mobilization of material and industrial organizations

essential to war time needs.

Our military machine was defective in this point in the recent war
and operations were slowed down accordingly. It is axiomatic that the

mobilization of men depends upon the supply rate.

The whole scheme as outlined above is aimed to expedite mobilization

and the dispatch of our military forces to the theatre of operations in

accordance with the urgency and demands of the national emergency.

The Regular Army is considered trained and ready for combat and the

same is true of many of the National Guard organizations. Even some
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of the Organized Reserves are not immune from early call and this

applies especially to many of our Medical Reserve Units such as general,

evacuation and surgical hospitals. In addition it is not at all improbable

that many of the Medical Reserve Corps will be required for medical

regiments of regular army units built up from an inactive status and for

many other purposes very early in the game.

I simply mention this to stress the importance of keeping our lamps

trimmed and burning for no man knows when war may come. In this

connection I refer you to the latter days of July, 1914, and to 1903

when Japan attacked Russia at Port Arthur.

Now we come to the point as to whether or not this nation is destined

to lapse into a state of innocuous desuetude and hide its head in the

sand. We are inclined to answer this in the negative. With our interests

and responsibilities world wide, with an enlightened public opinion, with

enormous industries and large financial interests backed up by a pro-

gressive public press, with Europe an armed camp and disturbances in

the East and in Central America endemic, I believe we can feel a reason-

able assurance of a continuing military preparedness in spite of pacifist

propaganda.
The Regular Army will probably remain small as our people are tra-

ditionally opposed to a large force of professional soldiers and to com-

pulsory military service. The National Guard has developed into an effi-

cient and dependable military force. Unless all signs fail the Organized

Reserves are coming strong and with a widening influence, as a result of

increase in numbers and better organization, better facilities and oppor-

tunity for practical training will become available. Perhaps we may
yet see a medical regiment in each Corps Area available for the training

of the Medical Reserve Corps.

The idea of war is abhorrent to us all, but the part played by the

medical profession is of the humane sort. Our countrymen, drawn into

war by forces beyond their control, are entitled to and have a right to

expect an efficient medical service, with well organized hospitals and all

other medical agencies and instrumentalities, according to modern stand-

ards, back of the battle line. To discharge this obligation requires care-

ful planning and preparation in these piping times of peace.

This responsibility, by the very nature of things, in a large measure

rests upon the medical profession, and this same medical profession which

is supposed to be informed on these matters is in duty bound to give its

hearty moral support and encouragement to the Medical Reserve Corps,

an organization which must form the back-bone of the medical service in

time of national peril.

SPLENECTOMY FOR BLEEDING CASES, PRESENTING
THE CLINICAL PURPURA SYNDROME

By Dr. R. L. Payne, Norfolk, Va.

Address (Invited Guest)— (Lantern Slides)

Purpura in its various clinical expressions has been a puzzling prob-

lem to both the internist and the surgeon. Dennys first found and de-

scribed the blood platelets in 1887 and showed them to have a direct
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relationship to purpura hemorrhagica. The prognosis in these cases was

hopeless until transfusion brought a certain measure of help but it was

in 1916 that Paul Kaznelson first demonstrated that the reduction of the

blood platelets in purpura hemorrhagica was due to an extra-medullary

destruction in the spleen in contradistinction to the former belief that

the low platelet count of purpura was due to the failure of the bone

marrow to form thrombocytes. The origin of the blood platelets was shown

by J. H. Wright of Boston to be the megalocaryocytic center of the bone

marrow and for the first time in 1906 Wright demonstrated a simple and

efficient method of staining and counting the platelets.

The etiology of purpura hemorrhagica is many fold, probably always

infectious in origin, but the clinical expressions are due to a destructive

function of the reticulo-endothelial system on the platelets and of this

system the spleen is the principle and chief offender causing a marked

and abnormal destruction of the thrombocytes which is generally spoken

of as increased thrombocytolysis.

Since Kaznelson first recommended splenectomy there has been a

large number of splenectomies undertaken for the condition of purpura

hemorrhagica in which the reduced platelet count plays such an important

part in the diagnosis. Many of these splenectomies have resulted in

wonderful and rapid cures while on the other hand many of the cases

have continued to bleed showing absolutely no relief of the hemorrhagic

tendency and death often resulted in one to three or four days from com-

plete exsanguination.

Our interest in this problem arose from the study of six cases of

so-called purpura hemorrhagica operated upon in St. Vincent's hospital,

Norfolk, in whom there was a perfect recovery to date, following splenec-

tomy, in three of the cases and immediate death in the other three cases

following splenectomy. In all six of these cases the history, the clinical

syndrome, the marked secondary anemia and the low platelet count were

identical but in endeavoring to explain the deaths we found the blood

pictures before operation offered a possibility of explanation.

In the three cases that recovered the total white cell count and the

total poly count was normal or slightly increased whereas in the three

cases thai died the total white counts were below normal averaging around

1,250 to 3,300 and the poly count running from 16 per cent to 31 per

cent. We believe that there is possibly an index of operability and prog-

nosis to be found in the determination of a normal bone marrow activity

in these cases. This is evidenced by a normal or slightly increased white

blood count and poly count and if this is found the prognosis is good and

the case will result in recovery. It on the other hand the bleeding has

continued over a long period of time and the bone marrow has begun

to become aplastic then the reduction in normal bone marrow activity is

evidenced by a low total white cell count and a considerable reduction

below normal of the total poly count, thus giving a relative lymphocy-

tosis in the differential count. We believe in these cases the prognosis is

bad, that the reduced platelet count at this stage of the case is not due

to destruction in the spleen but to a general failure of the entire bone

marrow and that because of the failure of the megalocaryocytic center,

which is part of the total bone marrow failure, that bleeding will continue
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and death result if splenectomy is undertaken. Since the platelets are

the determining factor in these bleeding types of thrombocytopenia and
since in both true purpura hemorrhagica and in so-called aplastic anemia

we get a reduced platelet count, the question naturally arises whether
the true purpura hemorrhagica cases which have in the beginning a

normal bone marrow activity do not eventually, after continued and re-

peated hemorrhages, go on to a stage where the bone marrow becomes
exhausted and aplastic and at this stage splenectomy might be under-

taken with the hope of cure when, as a matter of fact, after removing
the spleen the bone marrow is not capable of readjustment, not capable

of putting out the normal platelet count and therefore in the absence of

a, return to normal of the platelets the bleeding must necessarily continue.

A THOUGHT ABOUT ADDICTIONS
By Dr. James K. Hall, Richmond, Va.

Address (Invited Guest)

Mr. President: To you and to the other members of the profession

in my native state I bring the startling confession that I am myself—an

addict. In the very earliest hours of existence as a separate organism I

acquired an addiction to milk. Gradually the tendency to incorporate into

my own being some of the elements of my immediate environment in-

creased, and I became an addict to other substances that are usually

called food and drink. And throughout the fifty-two years of my life my
addictions have constantly grown in number. Slowly I acquired the cus-

tom of using clothing different in quantity and in quality from that of

childhood. And I developed behavior different from that of infancy and
adolescence. The vocabulary of early life was inadequate and unsatisfy-

ing for purposes of adult existence, and there was an increasing need for

more words and larger phrases. I acquired word-habits, phrase-habits,

and diction-habits. Constantly I was trying, sometimes consciously, but

generally more or less unconsciously, to fit more comfortably and more
efRciently into the world around me. Long ago I developed addiction to

the use of a drug—caffeine. Sometimes for it I have substituted the

stimulant of tea, but I prefer much my old addiction. We addicts do not

like change, and we are wary of substitutes. Many years ago a single

and all but fatal attempt to habituate myself to the use of tobacco by
mastication proved to be a permanent failure, but I finally succeeded in

becoming its devotee by smoking. And there are many habitual uses of

words and phrases, and processes of thought, and beliefs, and doubts, and

ignorances that I should like to get clear of, but I am apparently help-

less in the grip of these long-standing habits.

Twice the surgeons have applied to me their chilly cold steel. In each

instance, before and after the application, morphin was administered

to me. Existence was being cushioned for me by these kindly wielders

of the steel, and my injured organism was induced to function more
safely by the hypodermedications. Had such soothing ministrations been

continued I should have undoubtedly acquired eventually another addi-

tion to my list of addictions. And it might have been only my misfortune,

and the fault of no one.

I
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So it is. The activities of mankind are directed, after all, towards
making the state we call life a continuing process, with what degree of

happiness can be extracted as the journey is kept up. However stable the

surrounding universe may be, there are in it constant changes, large or

infinitesimal, calling for adjustments, myriad in number, and infinite in

complexity. And the human organism itself is unstable exceedingly.

Physical hunger must be satisfied, fatigue must be lessened, sleep must
be secured, activities must be directed, responsibilities carried, failures

met, suffering endured, and disappointments encountered. Living is only
a synonym for these changes. Activities are but the expressions of hope.

An addiction that turns out bad for the individual is the manifestation

of a judgment that was unsound. Every so-called addiction, reprehensible

in its finality, is but the continuation of a purpose beneficent at its incep-

tion. Good much multiplied often becomes bad. Every bad addiction was
begun in high purpose. The continued use of every drug is the manifesta-

tion of the individual's hope to adjust himself more comfortably and more
adequately to his world. The unhappy state of the addict is the result of

personal diagnostic superficiality and therapeutic ignorance. The contin-

uation of the habituation bespeaks the fear that change may bring per-
sonal disaster.

Those who are engaged in treating those addicted to the use of
harmful drugs are asked not infrequently whether the addiction consti-

tutes a disease or merely a habit. No word or phrase has ever been abso-
lutely defined. Disease implies probably the existence of underlying
pathology. If that be true then what we think of as symptoms are some
of the manifestations of the disease through disturbance of the normal
physiology of the organism. The constant use of certain drugs may bring
about changes in the physical constitution of many of the organs. But,
in most instances, the continued use of a drug is the exhibition of the

individual's attempt to adjust himself better to the world in which he is

living. Each of us lives, of course, in an entirely different world. If

maladjustment be disease then drug addiction is a disease. But I think
of drug addiction rather as the individual's blundering effort to do for

himself the right thing in the wrong way. The effort to make diagnoses
within one's self is apt to be disappointing. Self-medication is often
disastrous.

Personal factors enter into the history of most physical diseases.

There are few true epidemics and fewer pandemics. In the most universal

scourge certain persons escape the malady. There is always some poorly
understood resisting influence in certain individuals that saves them from
assault. The personal equation enters largely into habituations. The
addiction is always an individual problem; always the expression of the
attempt of the sufferer to better his lot by self-medication. I believe there
are as many causes for addiction as there are persons who find themselves
addicted. In each of us there is the constant desire, and the persistent

effort, to replace discomfort with comfort, despair with hope, pain with
pleasure, failure with success, and obscurity with prominence. The most
commendable efforts in these directions often fail; the struggles of the
addict always fail ultimately. Constant poisoning lessens efficiency and
finally brings cessation of function, or death. In one individual self-
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medication is for the purpose of relief from actual physical pain, as in

malignancy, tuberculosis, recurrent colics, and the myriad other painful

physical conditions. There are others who seek escape from sorrow and
distress and disappointment and apprehension through the sedative, be-

numbing, or exhilarating effect of some substance—drink or drug. Many
persons resort to the use of some drug to lift them out of a fit of

despondency ; others fall into some unfortunate habituation because of

lack of self-control during a period of mild excitement. Vague and
inarticulate realization of personal inadequacy not infrequently induces

addictions in the professions : long-continued failure becomes mentally

painful, and the physician or lawyer, or druggist, or minister, or poli-

tician, or actor, often lessens the pain by the use of some habit-forming

substance. In the lower walks of life habituations are probably deliber-

ately developed often in order to enable the degenerate to do without

self-reproach some dirty deed—like murder, robbery, or arson. Prosti-

tutes often make use of habit-forming drugs for somewhat similar reasons.

Briefly, I should say, the habitue is trying to get away from pain into

comfort; from unhappiness into happiness; from failure into success.

Those who seek surcease through the use of drug or drink must take

such substances as they can procure. Bootleg whisky has largely replaced

the lighter alcoholic drinks, and the purer distillations. Various synthetics

are used as unsatisfying substitutes for opiuin. Not infrequently

I encounter persons who take regularly aspirin, or vermonal, or

some bromide, or ammonia, or acetanilid, or pills, or magnesium sul-

phate. Habit-forming drugs are increasing in number. Many persons take

in entire ignorance of danger many substances that finally get hold of

them. This statement is especially true of the acetanilid-containing pro-

prietary compounds that are sold at drinking fountains. I hope that we
medical men own stock in no such drug store or fountain. Bromide intoxi-

cation is not unusual ; I see not infrequently profound mental disorder

manifesting bromide poisoning. Many of the so-called coal-tar derivatives

easily lend themselves to the establishment of addictions. The paral-

dehyde habit is not rare. Trional, sulfonal, veronal, luminal, and allonal

are constantly taken by many people. It is probably true that alcohol is

the least harmful to the physical mechanism of all the habit-forming

substances. But its use begets drunkenness, with its irrational mental

condition. Opium and its derivatives are probably less harmful in long-

continued usage than most of the synthetic substances that are used as

substitutes. The use of alcohol generally begets a feeling of revulsion;

the drunkard feels disgust with himself ; often he automatically quits

;

the drug addict holds on
;
generally he cannot voluntarily quit ; he con-

stantly postpones all such effort.

Treatment? Prevention? The usual treatment results in failure be-

cause it addresses itself only to the intoxicated state. The usual insti-

tutional treatment is detoxicating and then upbuilding. Addiction is of

itself a symptom; treatment that deals with it only symptomatically

must fail.

The so-called Harrison Narcotic Law has been in effect since Decem-
ber, 1924. This law was practically written by the medical profession.

It came into existence at the request of organized medicine and in re-
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sponse to appeals by almost all other organized bodies in this country.

No one doubts that the Federal agencies are making an honest, deter-

mined, and persistent effort to enforce this law. Both as a curative meas-

ure and as a preventive of the drug-taking problem it is a failure. No one

familiar with the situation believes that any smaller percentage of the

people are using drugs now than were using them before the adoption of

the Harrison Act. Since 1917 the liquor problem has been under the

control of the United States Government. Most state, county, and munici-

pal governments work in conjunction with the Federal authorities in

efforts to control the use of alcohol as a beverage. The prohibition law

is as ineffective as the Harrison Narcotic Law. Each is failing because

it is dealing in superficial fashion with a grave problem. A serious illness

cannot be successfully treated symptomatically. The individual who is

well in body and in mind ; who is efficient and happy ; who is living in

harmony with himself and with the world about him, is not going to be

bothered by any craving for drugs or for rum. The person who is yielding,

persistently or recurrently, to impulses to change his feelings by the use

of this or by that substance is out of tune with his world, and it behooves

us to develop an understanding of the situation in its entirety.

A hundred years ago the insane in the most enlightened nations were

treated as criminals. They were punished because they were insane. And
today even in our own country they are often locked in jails as criminals.

Drug addiction of itself is a medical condition and not a manifestation of

criminality. Just as there is no general and universal causative factor

underlying so-called insanity even so there is no single cause of drug

addiction. Every single addiction calls for individual study and individual

treatment. The problem is for the physician and not for the penologist;

it calls for understanding and not for punishment. Not even the power
of the Federal Government can rationally transform by legislative fiat

a grave medical state into a criminal condition worthy of imprisonment.

I should like for our great government to adopt a more commendable
and a more humane attitude toward these addicts who are already help-

lessly enslaved by their chemical habituations. They need liberation, not

imprisonment; their condition calls for charity, not for cruelty. No great

agency has ever undertaken the scientific and unprejudiced study of

addiction problem. Why can not our government address itself, by ade-

quate hospital facilities and laboratory equipment, to an effort to com-
prehend the meaning of the problem rather than spend its energy and
its resources in hounding these poor wretches into insane asylums, into

jails, penitentiaries, and, often, into the graves of suicides?

DISCUSSION

Dr. Thomas E. Anderson, Statesville: This most thoughtful, original

and splendid paper has brought to my notice the fact that I have an

addiction, possibly several, and it dates a good way back. It is an addic-

tion for going to minstrel shows. When I was attending Jefferson College

I went to Carncross & Dixie's minstrel show every Saturday night, the

only form of diversion I indulged. Some years ago a minstrel show
came to Statesville, and of course I was there. There were two end men
in the show, as there always are. One of them performed and got along
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pretty well, but the other fellow performed his stunts so eompellingly

that he just brought down the house. The first fellow observed how far

it exceeded his, and could not stand it. He held up a fan before his face

during a lull, so the other man could not hear what he said, and remarked:
"Friends, the man who is eliciting all this applause is my brother."

I am sorry to say that Jim Hall is not my brother, though I could

not esteem him more. We were raised right close together, and of course

absorbed the same mental aliment. What I am trying to say is how much
I enjoyed his paper, and I wanted to say another thing about a problem
he has removed. Counties sometimes sit down and consider who is the

greatest man they have produced. I think that question has pretty well

been solved in Iredell County ; I think that honor is going to fall on
James K. Hall, who has so highly entertained us at this hour.

Dr. Albert Anderson, Raleigh: Listening to a paper of this kind,

so many things come up into my mind on this great problem, which my
good friend from Virginia has stated so well and in such an admirable

way that we always feel very fortunate in having the opportunity to

listen to such a wise statesman and great philosopher.

The habit-forming drugs and liquors have given us great concern

—

those of us who are in the work. I think when we listen to a paper of this

nature it ought to set us to thinking along different lines than the great

mass of people think in dealing with this problem. I want to emphasize
one thing—that I believe that the general practitioner and the general

surgeon (in fact, all surgeons) ought to keep in mind that pain that we
deal with as doctors ought not to be treated so readily by drugs, that

it is really a great thing in nature to have pain. We ought to look on it

as a gospel, as gospel to teach us how to investigate and how to eliminate

instead of trying to benumb it with the drugs and keep it under. It ought
to speak to the surgeon and the general practitioner that it is something
that leads the way to find out what it means, what its cry means, before
we take a drug and try to eliminate that pain by benumbing it. Let the

surgeon understand that that pain is a cry for intelligent surgery, that

if it is a neurotic pain his knife must not go towards trying to eliminate

that pain by surgery and lead down the line to eight or ten or fifteen or

twenty operations, bringing the patient into the hospital a complete
wreck from surgery that should not have been done. It is all a matter
of education for us to understand this great problem, and if we do not
hear such papers as this from these men who are dealing with these

maladjusted people with whom we live we shall never understand them.
It is a strange thing to me why our doctors are so slow to come to our

clinics, where we have patients en masse, and study the very problems
that they need to know how to deal with in treating their patients out in

the field. I have been inviting our doctors for years to come to our state

hospitals to study and learn how to understand these problems, but they

come in numbers smaller than the laymen. We want you to come and see

these patients in numbers that will give you information about the very

things that you ought to know as much on the mental side as you do
on the physical.
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I think that we ought to congratulate our good friend in coming with

a message of this kind, that throws such a flood of light upon the malad-

justed individual that we ought to understand more thoroughly.

THE DIAGNOSIS AND SIGNIFICANCE OF JUVENILE
TUBERCULOSIS

By Dr. p. p. McCain

(Lantern Slides)—from Section on Pediatrics

This form of tuberculosis is variously spoken of as "hilum," "juve-

nile," or "tracheobronchial." It is the form of the disease which almost

always occurs in children between the ages of infancy and adolescence.

It is to be distinguished from the usually fatal infantile form and also

from the chronic apical form of the second decade and of adults.

During the last two years the Extension Department of the North

Carolina Sanatorium has given the tuberculin test to 19,626 school chil-

dren between the ages of 6 and 15 years, of which number 4,297 or 21.89

per cent gave a positive tuberculin reaction. Personal and family his-

tories were obtained, physical examinations and postero-anterior and

oblique X-ray pictures were made on 3,455 of the positive reactors. The
results emphasize the preponderance of the tracheobronchial type. 314

were found to have demonstrable tuberculosis, of which 14 were extra-

pulmonary, 20 were apical, or the adult pulmonary type, and 280 were

tracheobronchial.

This form of the disease is a primary infection—occurring in children

whose tissues are non-allergic, or not hypersensitive to the tubercle

bacillus. It is the same form that is found in experimental tiiberculosis

in animals infected for the first time. ( 1 ) Ghon points out that as early

as 1876 Parrot called attention to the characteristic pathology of tracheo-

bronchial tuberculosis. The disease is characterized by a primary focus

formed largely by a proliferative process located at the periphery of the

lung, and by an involvement of the pulmonary and tracheobronchial

lymph nodes which drain the area of the primary focus. The pulmonary
focus is usually single, though at times there are multiple foci. They vary

in size from the smallest tubercle to that of a small hickory nut. Foci are

more frequently found in the lower half of the lungs and more frequently

on the right side.

A knowledge of the minute anatomy of the lung and of the pathology

of primary tuberculous infections is essential to a full understanding of

juvenile tuberculosis. The infecting bacilli are almost always carried to

the periphery of the lung and infection takes place in the primary lobule,

the minute unit of the lung. There is no hypersensitiveness of the tissues

to fix or localize the bacilli; so as they multiply they pass out of the

original tubercle and are caught up by the lymph channels, whose valves,

pointing toward the hilum, force the bacilli to the pulmonary and tracheo-

bronchials lymph nodes. Under favorable circumstances these nodes con-

stitute a sufficient barrier to the further progress, -pf the bacilli to the

blood stream, and, hence, prevent a generalized tuberculosis. The bacilli

continue to grow and multiply in the lymph nodes, and one of the char-
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acteristics of this form of the disease is that the lesion in the lymph

nodes is usually more extensive than in the primary focus. The latter is

frequently no larger than a small shot or pea, while the lymph glands

may be as large as an almond.

In contrast to the tracheobronchial is the usual adult, apical, or

parenchymal form of pulmonary tuberculosis. This represents a second-

ary infection—an infection occurring in a previously infected individual

and consequently in tissues which are hypersensitive or allergic. Infection

also takes place at the periphery of the lung, but there is an exudative

inflammatory, instead of a proliferative, reaction at the site of the infec-

tion. The bacilli are not carried off by the lymph stream, but are localized

by the inflammatory process, and the battle is staged in the parenchyma

of the lung. For this reason we do not find the regional pulmonary and

tracheobronchial lymph nodes involved in the adult or secondary infec-

tion type of tuberculosis.

An understanding of the pathology of tracheobronchial tuberculosis

will make it apparent that an accurate diagnosis of the condition will

require painstaking care and a correlation of all obtainable information.

The diagnosis depends upon
First—A positive tuberculin test

Second—Symptoms
Third—X-ray findings

Fourth—General physical and laboratory examinations for elimina-

tion of other causative factors.

THE TUBERCULIN TEST

The first essential for a diagnosis of clinical tuberculosis in a child

is a positive tuberculin test. The use of the test should be routine in every

suspected case. The only two tests which can be recommended for general

use are the von Pirquet skin test and the Mantoux, or intracutaneous.

Koch's old tuberculin is used for both.

The Von Pirquet is somewhat less sensitive, but has the advantage

of being much more convenient. The North Carolina Sanatorium fur-

nishes tuberculin for this test without charge in capillary tubes with

sterile scarifier and full directions for its use and interpretation to any

physician in North Carolina. It will rarely fail to be positive if the

infection is sufficiently serious to be of clinical significance.

The intracutaneous test is used in dilutions of from 1:10,000 to

1:1,000 in 1/10 c.c. amounts,' the dose thus varying from .01 mgm. to

1 mgm. The dilutions are made with normal salt solution containing 1/4

of one per cent carbolic acid. As stated above this test is more sensitive.

(2) Burhans states that the von Pirquet is equal in sensitiveness to 0.01

mgm. intracutaneously. If the smallest intracutaneous dose is negative, 0.1

mgm. and then 1 mgm. doses are given at 24-hour or longer intervals.

The intracutaneous has the double advantage of being more sensitive and

of having a quantitative value. One can measure the degree of reaction

and also gain useful information from the quantity of tuberculin necessary

to produce the reaction.

In a well organized clinic or hospital the intracutaneous method

should be used routinely. In general practice the von Pirquet is the most
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practical for c'rdinary use, the intracutaneous method being used only

in very suspicious cases in which the von Pirquet is still negative after

being once or more repeated.

For a period of a few weeks following measles, whooping cough,

influenza and perhaps some other acute diseases, there is supposed to

be a suppression of tissue allergy ; so that in case the test is negative

in such a child, it is necessary to repeat it later before tuberculous

infection can be ruled out. In very advanced cases of tuberculosis also

the resistance may be so overwhelmed that the test will be negative.

These latter will rarely present a difficult problem for diagnosis, however.

A positive tuberculin test only indicates tuberculous infection—the

presence of live tubercle bacilli somewhere in the body. (3) Krause
having shown that a positive reactor will become negative to the test

after the tubercle bacilli die out. If the test is positive, the child may
or may not have tuberculosis. If it is negative, there is neither any
tuberculosis nor even any tuberculous infection. A negative test is exceed-

ingly valuable information, and, in the south especially, will be found
in the great majority of children tested. As stated above 19,626 school

children to whom we gave 0.1 mgm. of tuberculin intracutaneously

4,297 or only 21.89 per cent gave a positive reaction. 1.6 per cent of

the whole number tested or 7.31 per cent of the positive tuberculin

reactors were found to have demonstrable tuberculosis.

We also feel that the degree of reaction to either form of the tuber-

culin test is of some value, the stronger reactions being more suspicious

of clinical disease. By far the largest number of cases of clinical tuber-

culosis that we have found have been among those children who have
given strong reactions. (4) Opie and McPhedran say "The probability of
grave tuberculous infection increases with the severity of the tuberculin

reaction." (5) Krause also states "Cutaneous hypersensitiveness varies

directly with the extent and intensity of the disease, just as it increases

with progressive disease, diminishes with the healing of the disease, and
is increased by reinfection."

SYMPTOMS

There are no characteristic symptoms of childhood tuberculosis.

The following are those more frequently found: undernourishment, an
actual loss of weight being rather unusual, but a failure to grow and
gain weight being very common; poor appetite; fatigue, or tiring easily;

a lack of energy, the child showing a tendency to avoid forms of amuse-
ment requiring much exertion; a tendency to nervousness or to be
peevish and irritable; a delayed recovery from some other disease such
as measles, whooping cough or influenza, without any other complications
to explain the delay.

Fever is usually present, though it is not so uniformly of the sub-
normal morning and elevated afternoon or evening type as in the adult
form of the disease. Fever is also of less significance as a diagnostic sign
because it is usually of the mild degree which is so commonly caused by
other conditions in childhood. The pulse is likely to be accelerated.

There may be a tendency to frequent colds. If a cough is present it is

nearly always non-productive.
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As stated above, the symptoms found in childhood tuberculosis are

not pathognomonic, but may be caused by a number of other conditions,

as diseased tonsils and adenoids, sinusitis, hookworm disease, pyelitis,

cardiac disease, et cetera. It is also true that not infrequently cases of

tracheobronchial tuberculosis demonstrable by the X-ray have no symp-

toms causing the patient to feel sick.

PHYSICAL AND LABORATORY EXAMINATIONS

The physical examination of the chest reveals no characteristic signs

in juvenile tuberculosis. The primary focus is so small and so lacking in

collateral inflammation, and the enlarged tracheobronchial glands are so

deep seated that impaired percussion note, altered breath sounds and

rales are lacking. D'Espine's sign, paravertebral dullness, scattered

rales, et cetera, are as common in undernourished children who give a

negative tuberculin test as in those having any but very advanced tracheo-

bronchial tuberculosis. Such physical signs as anemic mucous mem-
branes, pale skin, poorly developed and flabby muscles are more com-

mon than in the non-tuberculous child, though at times those with defi-

nite juvenile tuberculosis may appear perfectly nourished and healthy.

The physical examination and laboratory examinations in the study

of childhood tuberculosis are of more real value in the discovery of

other abnormal conditions which might explain the symptoms than in

demonstrating the presence of a tuberculous lesion. The discovery of

diseased tonsils and otitis media, heart disease, or the discovery of pus

in the urine, intestinal parasites or their ova in the stool, or of malarial

parasites in the blood through laboratory examinations should indicate

the need of caution before diagnosing tuberculosis. If there are no such

defects, or if the suspicious symptoms persist after such defects are

corrected, it is much more likely that the case is one of tracheobronchial

tuberculosis. Tubercle bacilli are very rarely found and the complement

fixation test has not proven dependable.

THE X-RAY

The absence of definite symptoms, physical signs and laboratory

findings makes the X-ray of greater value in the diagnosis of juvenile

than in the adult form of pulmonary tuberculosis. In fact it is only by

the X-ray that tracheobronchial tuberculosis can be definitely demon-

strated. When the lesions contain calcium the primary focus can be seen

somewhere around the surface of the lung or in the interlobar fissures

as a density varying in size from a small shot to a hickory nut, and the

pulmonary and tracheobronchial nodes which drain the lymph from the

area of this primary focus will appear as densities which are usually

larger than the primary focus. They may be any shape and of any degree

of density—depending upon the extent of the involvement and the

amount of calcium they contain. They usually appear as granular or

stippled densities. (6) Dunham considers the caseocalcareous lymph node

recognized roentgenographically by flakes of calcification in its circum-

ference as of especial clinical significance.



GENERAL SESSIONS 115

Because the heart, large blood vessels, the sternum and the spine so

frequently hide mediastinal glandular lesions it is essential that at least

one oblique as well as postero-anterior films be obtained. There should be

a pair of stereoscopic postero-anterior films and an oblique on each

child. The stereoscopic are especially valuable in helping to determine

whether or not a given density is located at the surface and hence

whether or not it is a primary tuberculous focus. The oblique view is

also essential for the differentiating of nodular densities within the

inner zones of the lung due to blood vessels caught on end or axially

radiated, and thus appearing as rounded or semioval densities from

tuberculous nodules. If the density is due to a tuberculous gland, it will

not materially change its shape or size when rayed in another position.

On the contrary the nodular density due to a vascular artefact will dis-

appear, or appear as a line when rayed in another plane. The oblique

position which we use is obtained by placing the left anterolateral chest

against the plate so that the lateral axis of the chest form an angle with

the plate of about 45 degrees. The chin is elevated and the right arm
brought well up over the head. Speed is also a requisite for satisfactory

X-ray films. A technique should be employed which does not require

exposures longer than 1/20 to 1/10 of a second. As (7) McPhedran has

shown, the size of the hilum shadow depends almost entirely upon
whether or not the exposure is made during diastole or systole and
consequently upon whether or not the blood vessels are distended or

comparatively empty. For this reason a general fuzzy enlargement of

the hilum is not a factor in X-ray diagnosis of tracheobronchial tuber-

culosis.

But even with perfect films and an expert roentgenologist the X-ray
has its limitations. It is probable that only calcium bearing lymph node

lesions and hence lesions of some age and undergoing at least partial

healing will cast shadows on X-ray films, the only exception being in

the rare cases where the size of the hilum gland is such as to extend

beyond the hilum shadow, its outline becoming apparent on account of

the contrast with the air containing lung tissue. The X-ray therefore

fails to demonstrate the lesions in their earliest stages. It is also possible

that the densities represent latent or healed lesions and possibly lesions

in which there are no live tubercle bacilli.

Too much emphasis cannot be placed upon the fact that a diagnosis

of clinical juvenile tuberculosis rests not upon the X-ray alone or upon
any other one factor, but upon the correlation of all the information which
can be obtained. Suspicious symptoms, with no other discoverable cause,

and a positive tuberculin test, especially if it is a well marked reaction,

justify a tentative or strongly probable diagnosis of juvenile tuberculosis,

even though the X-ray is negative. A history of prolonged exposure to

open tuberculosis makes the diagnosis more certain. X-ray evidence of

tracheobronchial lesions is not sufficient for a diagnosis of active disease

without a positive tuberculin test and suspicious symptoms.

THE SIGNIFICANCE OF TRACHEOBRONCHIAL TUBERCULOSIS

(8) Opie and McPhedran, who have made a special study of this

subject, state that recognizable tracheobronchial tuberculosis in children
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have grave significance, and may serve as an index of manifest disease;

also that it is evidence of prolonged exposure to open pulmonary
tuberculosis.

In the more acute cases the location of the diseased glands consti-

tutes the gravest danger. Hilum glands form the last barrier to infection

of the blood stream. If the tuberculous process in these glands is a

progressive one, bacilli, as they multiply, either pass from these glands
into the thoracic duct and are distributed to all parts of the body through
the blood stream, or they cause a necrosis with rupture of the gland
capsule.

A rupture of a tuberculous gland in the cervical or other regions

where its contents are emptied on the surface of the body is fraught
with little danger. But when a hilum suppurates and ruptures, it either

empties into a bronchus or a blood vessel, giving rise in the one case to

tuberculous pneumonia and in the other to miliary tuberculosis. Only last

week we held an autopsy on a 13 year old girl in whom death resulted

from caseous pneumonia of the whole right lung caused by rupture of a

tuberculous gland into the right bronchus.

The great majority of cases of recognizable tracheobronchial tuber-

culosis are in the mildly active or latent stage. If such cases do not get

proper treatment, and especially if they are not prevented from getting

further doses of tubercle bacilli a large per cent of them will later

develop parenchymal or apical lesions of the adult type. This is espe-

cially true during the period of adolescence. This apical lesion does not

develop from an extension of the lesion in the hilum glands, but probably
from reinfection from without, repeated doses of tubercle bacilli over-

coming the partial immunity conferred by the previous infection.

For this reason it is particularly important that the source of the

infection in each case of childhood tuberculosis be discovered and that

the necessary steps be taken to prevent the child from getting any further

doses of tubercle bacilli. The source of the infection is usually a con-

sumptive member of the child's household, either a relative, a boarder,

or a servant. The consumptive must be separated from the child or

taught to practice rigid precautions against spreading his infection.

If further massive infection from outside sources is prevented, and
if proper treatment is instituted, practically all children having tracheo-

fcronchial tuberculosis, especially those over two years of age, will be
arrested or entirely cured.

Fortunately also tracheobronchial tuberculosis is not only curable,

hut also non contagious, since the infecting bacilli are still enclosed

within the gland capsules. For this reason efforts directed toward the

discovery and cure of childhood tuberculosis offer one of our greatest

opportunities for the control of the great white plague.

REFERENCES

1. Ghon: The Primary Lung Focus of Tuberculosis in Children. Page IX of

Preface.

2. Burhan's Tuberculin and Serum Diagnosis of Pullmomary and Bronchial

Gland Tuberculosis. Journal A. M, A. 89: 1304 (October 15, 1927).



GENERAL SESSIONS 117

3. Krause, A. K.: Human Resistance to Tuberculosis at Various Ages of Life.

American Review of Tuberculosis, Vol. XI, P. SOfi-SOO.

4. Opie, E. L., and McPhedran, F. M.: American Review of Tuberculosis, Vol

XIV, Page 365.

5. Krause, A. K.: American Review of Tuberculosis, Vol. XI, Page 344 (June,

1925).

6. Dunham, K.: The Diagnosis of Tuberculosis in The Child's Chest. Journal

A. M. A. 89:1414 (October 22, 1927).

7. McPhedrans F. M., and Weyl, C. N.: Clinical and Pliysiological Deductions

from Synchronized X-ray Exposures. American Journal of Medical Science.

January 1927.

8. Opie, E. L., and McPhedran, F. M.: American Review of Tuberculosis, Vol.

XIV, Page 365 and 380.

Dr. Benj, K. Hays: I always listen with pleasure and with profit to

what Dr. McCain has to say. Dr. McCain is sui generis in the medical

profession in North Carolina. He has demonstrated (and he is the first

man that has ever been able to do so) that it is possible for a man to

live in North Carolina and know something about the subject of tuber-

culosis without living in the city of Asheville. (Laughter.) I well remem-
ber the good old days when the medical profession from the city of

Asheville began to discuss tuberculosis, and the rest of us curled up in

our chairs and prepared to take a nap. But since we have learned that

the problem of tuberculosis means the problem of general health we
are beginning to wake up. Tuberculosis in the general health program is

nothing less than what the knowledge of the circulation is in the study

of physiology. Where you take such precaution in dealing with a child,

as to prevent one case of tuberculosis you prevent three cases of other

diseases ; where you reduce your child mortality or your general mor-
tality from tuberculosis ten per cent you reduce your mortality from all

diseases forty per cent ; and that gives the reason for the importance of

a study of tuberculosis. We divide tuberculosis into three groups in our

study—tuberculous infection, latent tuberculosis, and mariifest tubercu-

losis. Most of the studies of childhood tuberculosis have been made in

the pauper clinics of Europe, where we find tuberculosis very much more
prevalent than in the rural districts of North Carolina. Just a word about

these three groups of cases. Tuberculous infection is shown, as Dr.
McCain has told us and as we all know, by the skin test, the so-called

von Pirquet test ; and in groups of children the percentages of positives

will run about as follows. In groups of children from one to two years of

age about ten per cent will be positive. In children from two to five

years of age, forty per cent will be positive. In children from five to four-

teen years of age seventy-five per cent will be positive. These percentages
are much higher than Dr. McCain has found them in rural children. But
tuberculous infection does not imply tuberculous disease. That point in

diagnosis is very significant in children, because if you find a child of

one, two, or three years of age with a positive Von Pirquet test you may
know that it has very little significance.

Now, in regard to latent tuberculosis, which has been found in the
postmortem examinations of persons dying of all diseases. Of persons past
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fifty years of age not fewer than ninety per cent of all bodies have

shown positive evidence of tuberculous disease at some time during their

lives. That is very significant. What does it mean? If our total mortality

from tuberculosis is ten per cent, and if ninety per cent of all people

have had tuberculosis, then it means that eighty per cent of all people

living to be fifty years of age have had tuberculosis and have recovered,

in the great majority of instances, without the disease ever having been

recognized.

That means, gentlemen, that in our practice so many of the little

fevers, so many of the little diseases that are passed over and seem to

get well, with a diagnosis of grip or influenza, of indigestion or nervous

headache, so many of those are tuberculosis and are never recognized.

It would make no difference, it will not make much difference in the

man of eighty; it does make a great deal of difference in the child. Why.^

Because, while there are very few deaths, comparatively speaking,

among children from five or six to fifteen years of age, the child that has

a latent tuberculosis from the time that he is five years of age to the

time he is fifteen years of age will develop manifest tuberculosis and
frequently die of tuberculosis between the ages of fifteen and twenty-five.

Therefore it becomes a matter of greatest importance that we recognize

these so-called latent cases of tuberculosis in the child that we do not

regard as seriously ill at the time. By so doing we shall greatly reduce

the mortality from tuberculosis during adolescence, the age when we lose

most of our cases.

Now, as to manifest tuberculosis—how are we going to recognize

the disease.'' I have noticed this in the literature. (It is a rather delicate

point to bring out.) Older writers invariably put more stress in making
a diagnosis on symptoms

;
younger writers put more stress on the physi-

cal examination. I shall leave it to you to judge to which class I belong.

If we find an undernourished individual, with a loss of strength (and by
a loss of strength I mean a loss of staying power, the loss of ability to

do a number of hours' work without fatigue, or, in the case of a child, not

desiring to keep on at play), if we find underweight, loss of strength,

slight nonproductive cough, and a persistent fever, we are justifiable in

making a diagnosis of tuberculosis ; and it remains for the clinician to

demonstrate that tuberculosis is not present.

I saw a case with my friend Dr. Taylor of Oxford only day before

yesterday that well illustrates the point that I wish to make in con-

clusion. A child some eight or nine years of age was brought to Dr.

Taylor, and he found this—that down the child's neck were those little

glands enlarged, a chain of enlarged cervical glands. We know from what

Dr. McCain has shown us here that those enlarged glands went down
into the chest and could be seen inside the little fellow. What is the

significance of these enlarged glands.'' Pathologists tell us about fifty per

cent are tuberculous. Add to enlarged glands the fact that he is under

weight. Add to that the fact that the child's father died when the child

was about three years of age, and that he lived in the home with his

father. Add to that an afternoon temperature of about one hundred. Add
that the physical examination showed a general bronchitis. What is the

diagnosis? How should you arrive at a conclusion in a case of that kind?
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My idea was this—that the general bronchitis was probably nontubercu-

lous ; that the child should be sent home (and it was sent home) to remain
in bed for two weeks' time. If the fever disappears and the cough dis-

appears we shall know that the general bronchial condition was something

different from tuberculosis, but if the fever persists and the cough per-

sists and the bronchial irritation persists for more than two weeks we
may rest assured we are dealing with a case of childhood tuberculosis.

The all-important point I am trying to bring out is this, that it requires

continuous and persistent study of the same case and that in the case

of tuberculosis or in the case of a tuberculous suspect we should not try

to come to a conclusion by one examination, but after keeping that child

under obervation for two weeks or four weeks or six weeks we shall

be able to say with reasonable certainty that the child has or has not

tuberculosis.

Dr. L. B. McBrayer, Southern Pines: I want to say two or three

things. Dr. Hays, in his long association (since he went to the war) in

the field of tuberculosis, I do not hesitate to say has perhaps given more
study to it than ninety-nine per cent of the men who have been assigned

to the various bureaus. Yet he has been associated with people from Yale
to Denver, and it is a little difficult for him to talk North Carolina-ese.

His ninety per cent does not hold good in North Carolina. Those are the

figures given in the literature. We have studied that in North Carolina;

we studied it in one village where we studied every person in the village.

We did that a number of years ago in a village where the death. rate was
sixteen times as high as normal. Our percentage of infection in that town,
I believe, was forty-eight per cent.

Another thing; this paper of Dr. McCain's brings to our minds very
forcibly that we are ready right now to put the skids under tuberculosis.

It has been reduced in North Carolina and throughout the United States

largely, very largely, more than half, and is still going. But we know
if we will take care of the children and particularly those who are in-

fected with tuberculosis and of the undernourished children in our state

we can reduce tuberculosis in this generation and the next generation to

a minimum that will be in the class for what we have done for typhoid
fever and other things. I am afraid that we are too economical on this

subject to do it. If it were cows we would do it; we have done it. From
ninety-eight counties in the state of North Carolina we have eliminated
tuberculosis among the cows. If we wanted to build some more good
roads we would get the money; but we are not sufficiently interested,

I am afraid, and we are focusing our vision on the matter of economy
until I am just afraid we are not interested enough in our children to

save them by the thousands that are dying from this disease.

Dr. Jos. L. Spruill, Jamestown: I just want to say one word in

reference to Dr. Hays' opening discussion about the Asheville folks and
tuberculosis. I remember very distinctly just what he was talking about.
But I think the state of North Carolina and particularly the medical men
of North Carolina ought to give those Asheville fellows a rising vote of
thanks, because they kept the light burning while the rest of us did
nothing. If anything worth while has been done in North Carolina along
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the line of tuberculosis it was started by those Asheville men. They
started the ball rolling, and Dr. McCain has kept it rolling, with the

rest of us helping as best we can.

Dr. McCain, (closing the discussion) : In closing the discussion I shall

just emphasize the importance of getting together and correlating all the

information about the child. The X-ray is not enough by itself; symptoms
are not enough by themselves

;
physical examination is not enough. We

need to get all this information that we can gather and correlate it before

"we can tell whether the child has clinical tuberculosis or has not.

Dr. L. B. McBrayer, Southern Pines: I should like to make a motion.

This work that Dr. McCain is doing through the extension department of

the State Sanatorium is limited right now because of lack of money,
limited to the extent today that he can not supply the demand of the

people because of lack of funds. I want to move that this session of the

State Medical Society petition the next legislature to appropriate a lib-

eral amount of money to extend this work further.

Motion seconded and carried.

INTRODUCTION OF DR. HAYWOOD
Dr. J. S. Brewer, Roseboro: For the past eight or ten years we have

been hearing a good deal about the conservation of child life. The pedia-

tricians have taught us that this work of conservation should begin when
the baby is born, and they have about succeeded in taking the baby away
from the obstetrician as soon as the cord is cut. We fellows who are

interested in obstetrics want to go a step further and want to begin this

conservation of child life about seven or eight months before the child

is born. Recently we have heard a good deal about life extension from

Dr. Burrus and Dr. Laughinghouse and Dr. Taylor. We want to go a bit

further with the woman ; wc want to begin the conservation of her health

in her first pregnancy. We have a paper from the section on gynecology

and obstetrics that will tell us how to do this. I want to present Dr.

Hubert B. Haywood, of Raleigh, who will read this paper.

THE RECOGNITION, PREVENTION AND TREATMENT OF
PREECLAMPTIC TOXEMIA OF PREGNANCY

Dr. Hubert Haywood, Jr., Raleigh, N. C.

(From Section on Gynecology and Obstetrics)

the pre-eclamptic state, its prevention and cure

We lose yearly 100,000 babies in the first month of life in America

from causes connected with childbirth. We have in addition approxi-

mately 100,000 still births. We lose nearly 25,000 mothers every year.

We have lost more mothers in child birth than men in battle in our history

as a nation. The death rate for mothers in the registration area in 1923

was 6.7 per 1,000 live births. In striking contrast the death rate for

England and Wales was 3.8.

We are more intimately concerned about North Carolina.

There were 718 deaths in the puerperal state in North Carolina in

1926. The death rate per 1000 live births was 8.7.

Eclampsia claimed 312 mothers in the same year.
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Much has been said and much has been done to lengthen the span

of life in North Carolina. The president of our State Medical Society

has been an earnest advocate of periodic health examinations for the

healthy and apparently health. No one has raised his voice in behalf of

the mothers and unborn children of North Carolina.

It is conceded that eclampsia can largely be prevented by examina-

tions and ante partum care of the expectant mother. The death rate in

this country for fully developed eclampsia ranges from twenty to twenty-

five per cent. For the fetus it ranges from 33 to 50 per cent.

It is a hopeful sign of the times and an indication that progress is

being made in treating this malady that the pre-eclamptic state is now

being spoken of and much being written about it. It is variously inter-

preted and defined by different authors.

The pre-eclamptic state is conceded to be a toxemia. The exact toxic

agent has not been isolated. It has been variously ascribed to be due to

the entrance of fetal or placental elements into the maternal circulation;

poisoning by substances formed or retained in the placenta; an anaphy-

lactic penomena; a toxemia of mammary origin and toxins derived from

maternal or fetal metabolism. The bulk of evidence tends to favor the

latter view. That is that the poisons are of both maternal and fetal origin,

probably of metabolic origin.

In a paper published in the Journal of the American Medical Asso-

ciation, Feb. 1927, J. Whitridge Williams and his associates, Plass,

Stander and Peckham, have given a careful and scientific analysis of

the whole condition of the toxemias of pregnancy including only those

of the last three months of pregnancy however. Williams states that in

his last edition of his text book on obstetrics he treated the subject under

the following headings ; nephritic toxemia, pre-eclamptic toxemia, eclamp-

sia, and presumable toxemias. Williams' associates, he states, for the last

seven years have devoted the best part of their time to the investigation

of the chemical and metabolic phenomena of this conditiion in an

attempt to differentiate the types clinically and if possible to obtain clues

to their causes. Something has been accomplished as to the differentiation,

but nothing as to the exact causes.

All eclamptics discharged have been asked to come back for further

study at the end of a year. In 1924. Harris reported the results of the

study. It was found that practically all of the patients who had been

discharged with a clinical diagnosis of nephritic toxemia or chronic

nephritis presented signs of the disease on their return. (The other types

showed normal blood pressure and normal urine.) Sixty per cent of the

supposedly cases of pre-eclamptic toxemia showed signs of chronic neph-

ritis notwithstanding the fact that on discharge the blood pressure had

fallen to normal and the urine was free from abnormal constituents.

Up to that time they had regarded the so-called pre-eclamptic toxemia as

a forerunner of eclampsia, and held that its detection and treatment was

the ideal method of preventing the development of the latter. Such

observations meant that less was known about the pre-eclamptic state than

was thought, and made it probable in many instances in which such a

diagnosis was made that chronic nephritis in a mild or larval form was

being dealt with.
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Autopsy on an eclamptic shows characteristic liver necrosis begin-

ning at the peripartal spaces and encroaching on the periphery of the

lobules. When recovery occurs in the pre-eclamptic toxemia the return to

normal is prompt, and the disease is unlikely to occur in subsequent preg-

nancies. Whereas after chronic nephritis recovery is tardy, if it occurs

at all, and the process tends to undergo exaccerbation earlier and earlier

in each successive pregnancy.

Stander and Peckham limit the scope of the preeclamptic toxemias

and have transferred cases that were formerly so classified to that of

the low reserve kidney. Pre-eclampsia is designated as a class of cases

that show an acutely ill patient with high blood pressure, and an albumin
content of the urine, suffers with amaurosis and epigastric pain and
presents a blood chemistry picture identical with that of eclampsia and
appears on the verge of convulsions, whose outbreak alone can be pre-

vented by the promptest possible delivery consistent with safety. In other

words it is essentially eclampsia before the development of convulsions.

Defined in this way pre-eclamptic toxemia is a relatively rare condi-

tion and exceeds less than five per cent of all of the late toxemias of

pregnancy while the bulk of the cases formerly so classed fall into the

class of the low reserve kidney.

The low reserve kidney has been defined as a kidney with enough
functioning glomeruli for the ordinary functions of life but one that

breaks down under the strain of the last months of pregnancy. That it

does not lead to chronic nephritis is shown by the fact that the condition

may or may not recur in subsequent pregnancies ; and if it does recur

the symptoms are usually no more severe than on the previous occasion.

The term nephrosis has come into the literature and is used to describe

this condition.

Dr. Wm. McNider expresses himself as believing some pregnancy
toxemias are of the type of nephrosis.

Williams says further that it is not always easy to differentiate

between the low reserve kidney and chronic nephritis before delivery.

The previous history may be of great assistance, while the demonstration

of nitrogenous retention in the blood or the existence of albuminuric
retinitis speaks decisively for chronic nephritis. When such signs are

absent, it is not possible to differentiate until the end of the puerperium
when a very gradual fall in blood pressure and the persistence of a trace

of albumin and casts in the urine will speak against the low reserve

kidney.

He gives further the usual range of certain constituents of the blood.

Normal Toxemia

Normal Pregnancy Nephritic Eclampsia

Non protein nitrogen ___ 30-35 25-30 35-100 25-35

Sugar . 70-100 70-100 70-100 120-185

Carbon dioxide 55-65 40-50 40-50 15-55

Normal pregnancy shows then a slight diminution in the amount of

non protein nitrogen and a slight decrease in the carbon dioxide combin-
ing power of the blood.
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No figures are given for the low reserve kidney but it is accompanied

by no appreciable change. The data in the normal column are applicable

to it.

However the changes noted in eclampsia are extreme and do not bear

out the theory that it is associated with a nitrogenous retention, but on

the other hand indicates the existence of a profound disturbance of metab-

olism and in many cases such a lowered C0~ tension as to offer a menace

to life from acidosis.

De Wesselow and Wyatt, of St. Thomas Hospital, London, England,

in a recent monograph in a practical fashion define the preeclamptic

state as the earliest group of symptoms of eclampsia. The most important

symptoms being

(a) raised blood pressure

(b) alterations in the urine

(c) oedema
A systolic blood pressure of over 150 mm.Hf. should always suggest

the possibility of a pre-eclampsia if combined with marked changes in

the urine and oedema.

The presence of albumin in any quantity will naturally lead to further

investigation and it is only by a routine examination of the urine in all

cases of pregnancy that the pre-eclamptic state will be discovered.

Oedema varies in amount. In some cases it may be very marked while

in others it is apparently absent.

In a few the first symptoms noted have been the vomiting and head-

ache which usher in the convulsions. They classify the symptoms that

precede the convulsions as

(a) Gastric disturbances, severe nausea or actual vomiting, accom-

panied by epigastric pain. It occurs in 25 per cent of all cases and
usually precedes the onset of convulsions by a few hours.

(b) Visual disturbances are present in nearly all cases. In some mild

cases dimness of vision or black specks before the eyes are complained of.

In severer cases partial loss of the fields of vision, or complete amauroses
may occur. The actual changes in the disc are slight swelling and some
cloudines,s.

(c) Headache. Severe in character and of fairly rapid onset, and
entirely different from the dull headache associated with chronic renal

disease. Accompanying the headache in some instances are attacks sug-

gestive of petit mal—that is a temporary loss of consciousness. These
symptoms so closely precede the convulsions that it is doubtful, even if

active treatment is commenced at once, whether convulsions will be

prevented. Nevertheless they are a valuable warning indicating that the

patient should not be left alone, and that the occurrence of convulsions is

imminent.

A rise in systolic blood pressure is one of the most constant symptoms
of the preeclamptic condition.

Irving analyzed 5,000 cases of pregnancy where blood pressure was
taken and reports

Systolic Pressure.

130-140 1 in 32 developed toxemia symptoms.

140-150 1 in 11 developed toxemia symptoms.
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150-160 1 in 3 developed toxemia symptoms.

160-180 1 in 2 developed toxemia symptoms.

180 upwards, all developed toxemia symptoms.

In most pre-eclamptic patients the raised blood pressure tends to re-

main at a relatively constant level. The variations from day to day being

less than ten mm. of mercury. A gradual fall is the best indication of

improvement in the patient's condition. In some instances it is the result

of foetal death. Pari passu with the fall in blood pressure as a sign of

improvement is the onset of diuresis. It may exceed 150 ounces per day.

The characteristic renal functional failure in this type of toxemia is

an inability on the part of the kidney to excrete water and sodium chlo-

ride, resulting from the clinical point of view in the production of oedema.
The urine is diminished in amount, highly colored, of normal or even

high specific gravity—albumin is present in abundance, and a microscopic

examination shows many casts. They are mainly hyaline and hyalogranu-

lar. They are usually of small size. Macroscopic blood is rarely present.

This is a picture of a nephrosis as I understand it. Liver function tests

have been disappointing, the phenol tetrachlor-phthalein test has shown
some dye retention indicating some degree of hepatic involvement in

pre-eclampsia.

Unquestionably the most effective treatment for the cure of the pre-

eclamptic state is its prevention.

Yet we are faced with the fact that the death rate in the registration

area of the United States in 1915 was 4.0 per 100.000 while in 1924 it

was 4.3 for the so-called albuminuria and convulsions of pregnancy.

It was also notable that the mortality rate was increasing in the cities

and decreasing in the country. The question is whether this is a social or

a medical condition.

Davis and Harrar in the bulletin of the Lying-in Hospital of New
York in July 1927 comment on the lessened incidence in their services

due thej' are certain to the better prenatal care which their patients

receive.

Twelve years ago there were as many as seven active cases of

eclampsia in the hospital at one time. In 1922 there were 5,400 deliveries

on the service and only eight cases of eclampsia with but one maternal
death during the entire year.

Lazard, Irwin, Vruwink, Los Angeles, California. American Journal
Gynecology and Obstetrics, June 1927. Magnesium Sulphate in the

comment on Treatment Intravenously in Pre-eclamptic Toxemias.
Forty-five cases had it in an attempt to prevent the occurrence of

eclampsia. Of these cases nine were given their first injection during

labor and three had their first injections post partum. These were given

as prophylactic doses because the patients had high blood pressure 150
to 240. All but one had headache or oedema or both. Thirty-three were
started on the treatment from one day to four weeks ante partum ; com-
ing under treatment as pre-eclamptic cases. They received doses of from
one injection of 20 c.c. to 24 injections of 20 c.c. each. Of the forty-five

patients, six developed convulsions.
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Thirty had spontaneous deliveries, three induced labors, five assisted

labors (forceps or version) and seven had Cesarean sections. There was
one death reported in this series. This w^as an accouchement force—and
died of concealed hemorrhage.

Including 103 eclamptics also treated there were fourteen deaths, a

gross mortality of 13.6 per cent.

Davis and Harrar in the Bulletin of the New York Lying-in Hospital,

July 1927. In five cases 4 c.e. of a 50 per cent solution of MgSO^ injected

slowly two or three times intravenously has given signal success in

controlling the convulsions. All five recovered.

Kellog of Boston in the American Journal of Obstetrics concedes

(Jan. 1928) that magnesium sulphate controls convulsions. Also that the

use of large amounts of fluids and glucose and insulin in the acidotic

group with glucose intravenously in the anuric group are sound assets.

I shall quote from a letter from the obstetrical service of the Hos-
pital for the Women of Maryland as to the preventive treatment of

eclampsia.

"On the house-service we use the following routine in our prenatal

clinic and usually see our patients for the first time at about the tenth

week. On the initial visit, a complete physical examination with external

and internal pelvic measurements is made. If the history is at all sug-

gestive a Wassermainn reaction is done. The patient is seen once a month
until the seventh month and then every two weeks until term. On these

visits the blood pressure is estimated, urine examined and subjective

symptoms followed. The patient is warned to come immediately to the

dispensary if she develops headache, edema, dimness of vision, etc.

If the blood pressure rises or albumin appears in the urine the patient
is placed on a low protein, low salt diet and told to rest as much as

possible. Her condition is followed closely and if these steps do not
control the situation, she is brought to the hospital for observation. Here,
complete urine studies are made together with a blood chemistry and she

remains in bed on a diet of 1500 to 2000 cc. of milk. If possible, she is

thus carried to term or at least until the child is viable.

When the child is viable and the patient's condition is becoming
worse, she is delivered in the easiest manner possible. Usually castor
oil and quinine together with a hot soap suds enema will start up labor.

Occasionally this is supplemented with a very small dose of nasal pitu-

itrin, if the blood pressure is not too high. When the patient does not
go into labor, a bougie is inserted if she is a multipara, but Cesarean
section is done on a primipara. In case a section is done, the patient is

allowed to lose about 700 cc. of blood at operation.

If the patient comes in in convulsions, we use the modified Stroganoff
treatment as follows

:

Morphia grs. 1/4 (h) stat

One hr. chloral hydrate, grs. 30 in 200 cc. normal salt, (per rectum).
Three hrs. morphia grs. 1/4 (h)

Seven hrs. chloral hydrate, grs. 30.

Thirteen hrs. chloral hydrate, grs. 30.

Twenty-one hrs. chloral hydrate, grs. 30, repeating every eight hours
as long as needed.
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If more than one convulsion occurs, 500 cc. of blood is withdrawn
and 500 cc. of ten per cent glucose solution is given intravenously. When
these measures are not adequate, the patient is allowed to deliver spon-

taneously if she is in labor but if not, a Cesarean section is usually done.

The decision rests with the doctor in charge.

In those cases having post-partum convulsions, the Stroganoff treat-

ment with intravenous glucose and blood-letting is followed."

From the Sloan Maternity of New York I quote from their letter f

"We have treated seven cases of eclampsia in Sloan Hospital in 1927.

Our method of prevention is the usual one followed in most obstetrical

hospitals. All cases in the ante partum clinic are carefully observed as to

sudden rises in blood pressure ; the occurrence of albumin in the urine

;

edema of face and hands; and the occurrence of subjective symptoms.

When any of these signs or symptoms occur, the patient is hospitalized.

Sedatives, such as chloral and bromides are given. The bowels are thor-

oughly emptied by means of magnesium sulphate and colon irrigations,

and the patient is put on a low-protein salt-free diet.

Should the condition subside, nothing further is done. If the condi-

tion progresses, magnesium intravenously is used with morphin for

the control of convulsions. Should the patient show no evidence of going

into labor after a period of watchful waiting, labor is usually induced.

In a few cases, we have been successful in controlling the patient with

paraldehyde intravenously. This drug has only been used when intraven-

ous magnesium sulphate and morphin have failed.

A letter from Dr. Richard Norris of the Preston Retreat in Phila-

delphia states: "During 1927 there were found in the prenatal clinic

nine cases of grave toxemia in the last two or three months of preg-

nancy. There were 408 deliveries during the year. Four had labor induced

after a few doses of eliminative treatment. One had Cesarean—one week
prior to term. Conjugate 8 cm.—who had had two convulsions. Our
routine treatment for pre-eclampsia is elimination, saline laxatives, sweat-

ings especially in the nephritic type of case, exclusive milk diet, followed

by induction of labor when improvement is not rapid and marked. Our
prenatal clinic has reduced the number of eclamptics about 50 per cent.

For the treatment of the eclamptic state, our policy leans towards the

more conservative obstetric practice. The condition of the soft parts

determines the obstetric treatment after careful study of the individual

case. Morphin and magnesium sulphate are used for their depressor motor

effects. Glucose and alkalies are used when blood chemistry indicates

hypoglycemia and lowered CO" combining power. They are not used

routinely without blood studies. Version and forceps are more frequently

resorted to than Cesarean.

I do not believe that our prenatal work in North Carolina is as good

as it should be. At Rex Hospital in 1927 there were 195 obstetrical cases

delivered. There were fourteen cases of eclampsia treated there. There

were three deaths from eclampsia. There were thirteen Cesarean sections,

The James Walker Hospital, Wilmington, showed seven cases oi

eclampsia with two deaths. There were no Cesareans on these cases.

The Mission Hospital, Asheville, showed three eclamptics with one

death.
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St. Leo's, at Greensboro, showed five eclamptics, one Cesarean and

one death.

Watts Hospital showed twenty eclampsia cases. There was one Cesar-

ean.

The Baptist Hospital in Winston-Salem reports three eclampsia cases,

four Cesarean sections.

The State of Virginia reported 98 deaths from puerperal eclampsia

in 1927. Deaths from all causes were 28,705; one in 290, .003 per cent.

The State of South Carolina reported 362 deaths from all puerperal

causes. The total number of deaths was 21,691 from all causes; .016 per

cent, one in 59.

North Caro'ina reported 312 deaths from puerperal eclampsia.

The total number of deaths from all causes was 32,844 ; .009 per

cent, one in 105.

The percentage from all puerperal causes was .021.

Conclusions

:

1. The term pre-eclamptic toxemia is a vague one and may comprise

true toxemia, the low reserve kidney, nephrosis and the toxemia of

chronic nephritis.

2. The actual cause of the disease has not been discovered.

3. Prenatal care is the best measure to combat pre-eclamptic toxemia

and eclampsia which follows in its wake.

4. More careful history taking, routine blood pressure readings,

more frequent urine analyses; a closer study of the patient's subjective

and objective symptoms will do much to reduce the incidence of this

disease. These means of combatting it are in the hands of every physician

in North Carolina.

5. The problem in North Carolina is I believe largely a social one.

I believe that the public have got to be educated to the necessity of

intelligent prenatal care for the expectant mother.

THE DIAGNOSIS OF CHRONIC APPENDICITIS

By Dr. H. a. Royster, Raleigh, N. C.

(From Section on Surgery)

If the diagnosis of acute appendicitis is sometimes difficult, as most of

us who have had experience will admit, for a greater reason the diagnosis

of chronic appendicitis is still more difficult. In fact, there are many men
of wide experience who not only fail to diagnose it but who go so far as

to say that the disease does not exist. So widespread is this criticism that

one of our eastern medical cynics has said there are only two types of

appendicitis—acute appendicitis and appendicitis for revenue only. The
variations in opinion run all the way from those who say, as I remarked,
that chronic appendicitis is a myth up to those who say it is the most
common abdominal disease. Between these two extremes we must take
a middle view and say that there is such a thing as chronic appendicitis

in the patient's abdomen if not in the minds of some physicians. One
writer has stated that the disease is a state of mind. I know of no more
perplexing diagnosis in the realm of medicine than the determination
of the existence of chronic appendicitis.
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There are three types which are usually spoken of: (1) The type

which begins as an acute attack and runs along as a chronic condition

over a period of years; (2) The type which begins as a low-grade in-

flammation, without attacks, finally culminating in an acute attack, which
explains the pathology; (3) The type, which is probably the only one

admissible as a true chronic appendicitis, which occurs without evident

acute attacks. The first two types are spoken of occasionally as relapsing

or recurrent appendicitis and by some as subacute, though that classifi-

cation is properly reserved, I think, for another class of cases. The third

form is the one which will receive our attention in the way of suggesting

and discussing some means of diagnosis.

I should have announced in the beginning that I shall not mention
the symptomatology, because it is too varied, too protean, and too unre-

liable to put it as a separate entity. In fact, the symptoms are not con-

cerned with the direct diagnosis, as in most diseases ; but, as I think I

shall show later, the symptoms should be kept in the background only for

the purpose of eliminating every other cause of the patient's condition.

Chronic appendicitis exists usually in the form of what might be

called, and is always referred to by patients as, "stomach trouble" or

"indigestion." With this is coupled the syndrome which was first de-

scribed by Longuet, a French physician, as "appendix dyspepsia," which,

in the experience of many of us, is fairly constant in its appearance. We
refer to that condition in patients who have a gastric distress (not

pain but distress), occasionally accompanied by pyloric spasm, which
furnishes a certain amount of suffering, to which the patient's attention

is drawn. Sometimes there is vomiting; nearly always slight nausea;

gas pressure in various directions, loss of appetite, and a general feeling

of malaise. Of course, those symptoms might be common to many diseases,

both in the abdomen and out of it, but we put those together as the syn-

drome of appendix dyspepsia.

The physical examination in these cases is not of very great assist-

ance. It is confined usually to a study of the so-called abdominal reflexes,

where pressure upon certain parts will produce pain either there or in a

referred area. Let me remark here that the McBurney point in the diag-

nosis of chronic appendicitis is very misleading; in fact, I believe it plays

no prominent part; but there is another point of tenderness, sometimes

called Morris's point, which is situated to the right of the umbilicus over

the edge of the right rectus muscle, one and a half inches below the

umbilicus. Pressure at this point will frequently cause pain at the place

which the patient complains of over and over ; so, when you, without

leading questions, exert pressure on this point the patient will remind

you of it.

I think we should go over other factors for the purpose of diagnosing

or confirming them : the tonsils, the sinuses, etc. ; the blood examination,

the stool examination, the cystoscopic examination, if necessary—all

should be used when indicated. The diagnosis by the X-ray is usually

not to be depended upon unless we find physical findings to corroborate

them. In other words, if the X-ray findings disagree with the clinical

manifestations, so much the worse for the X-ray; but, having these clini-

cal signs, we may follow up and employ the X-ray, not so much as a
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direct diagnostic agent as for its use in eliminating other conditions. The
X-ray expert sometimes confuses us as much as we confuse him. He
frequently reacts as follows: If the appendix does not show, chronic

appendicitis ; if it shows as a segmented tube, chronic appendicitis ; if it

fills and does not empty, chronic appendicitis. Where is the escape.^ The
escape is in this—the X-ray is not to be used as a machine but the roent-

genologist is to be employed as a consultant, and he should not only be

able to make his pictures but he should appear in the case as a medical

man studying the case with the internist and the surgeon.

Now, there are a number of signs which have been developed in

chronic appendicitis. I discovered fourteen in the literature, which I have

published alphabetically, beginning with Aaron's and ending with

Wolkowith's. All of these have their day. All are derived from abdominal

reflexes
;
pressure upon certain points will produce pain elsewhere. So

in these cases we find the tenderness is not always at the point of which

the patient complains ; very often to the contrary. These signs are valu-

able but must not be depended upon too fixedly.

Finally, I wish to sum up the differential diagnosis by mentioning

the following conditions. I shall not go over them in detail, because you
know them well enough. The only point is to think of all these factors

when you come up against the diagnosis of abdominal disease. The first

is peptic ulcer. Peptic ulcer can easily be differentiated by methods you
are familiar with. It is the first factor, beginning above and going down,
to which we must direct our attention. We must always remember that,

while the X-ray can diagnose these cases in from 85 to 90 per cent and
though the symptoms are usually regular in their occurrence and even

though you have remissions after which the symptoms return, they usually

come in the same order and are uniform. The stomach symptoms of

chronic appendicitis have no set order, are not uniform, and are fre-

quently continuous. Even after you get into the abdomen, where an ulcer

is present, Moynihan says often 30 per cent of the diagnoses of peptic

ulcer, even in the best hands, are erroneous. Being an Irishman, he is

guilty of this: "The commonest site of a peptic ulcer is in the right

iliac fossa." The appendix can give you every known symptom of ulcer

of the stomach.

Then, of course, there is disease of the gall bladder, with or without

stone. These three, peptic ulcer, gall bladder disease, and chronic append-
icitis, may be called the major triad of the abdomen and should be con-

stantly kept in mind, because one may be related to the other. In about

33 1-3 per cent of the cases of gall-bladder infection you will find the

appendix involved, and vice versa. The appendix is almost always the

starting place ; ascending infection is more common than descending

infection.

There are floating kidney, diseases of the colon (colitis, tumors,
chronic obstruction), tuberculous peritonitis, as well as pulmonary tuber-

culosis. Let me add, as a corrolary to Dr. McCain's discussion of tuber-

culosis in children and also as a warning in adults, the surgeon is often

guilty of removing the appendix when the patient has tuberculosis. Not
because of ignorance but because of carelessness that is done time after

time. On the other hand, I have seen patients who were considered as
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having tuberculosis who did not get well until the appendix was removed.

Mistakes are made on both sides of the fence, but let us not make the

grave mistake of taking out the appendix without excluding tubercu-

losis. In tuberculosis peritonitis, of course, there is more excuse for error

—not in the form with fluid but in the dry form. In women pelvic

disease has to be eliminated. Then there is that sly, sneaking disease,

tabes with girdle pain.

Pseudo-appendicitis has opened up a wide field. I want to say that

is not appendicitis at all, but the condition has been so thoroughly dis-

cussed that Martel, of Paris, has written a book upon it. Dr. J. F. High-
smith, of Fayetteville, was one of the earliest, in my knowledge, to lay

emphasis on this condition, back in 1922.

In some a so-called "chronic appendicitis" may be due to a kink

or angulation in the ureter.

In every case it may be proper to ask: Is it a pathological appendi-

citis or is it a clinical appendicitis ? We find in many cases that the

removal of the appendix has been done in cases without symptoms, and
the pathologist reports inflammation ; on the other hand, we have operated

in cases where the pathological examination showed a healthy appendix,

but the patient's symptoms were relieved by its removal. Aschoff's dic-

tum, that there must be a previous acute attack, is just, whether we
recognize that attack or not. I believe thoroughly that more than a proba-

ble diagnosis is not to be made in many cases.

SOME MEDICAL HISTORY
A Few Pages from the Medical History of a Single County—Sampson

By Dr. Geo. M. Cooper, Raleigh.

At a meeting last December of the Sampson County Medical Society

at Clinton, when called on for some remarks, I casually mentioned a few

items in the medical history of Sampson County. Somewhat to my aston-

ishment, most of what I had to say was news to nearly all those present,

including members and visitors, among the latter, the president and
secretary of the North Carolina Medical Society. I have been urged to put

in writing, in a brief sketch, some of this neglected history. I am therefore

cataloguing in a spirit of reverence and as concisely as possible the

record of achievements of some of those men whose memory deserves to

live in the history of this State. I at first contemplated extending the

scope of this paper to cover the records of some of the more important

of the exiled sons of Sampson who are still living and writing their history

from day to day in the living records of the present. I find, however,

that for numerous reasons this is not practical aside from the considera-

tion of time, and space required to publish. Therefore with a single

exception, I shall confine this effort to a consideration of those whom
Charon has piloted over to the other shores.

Man is essentially a cruel and selfish brute. To a great extent, many
of us seem as indifferent to the passing of our confreres as the animals

of the herd. As a people, we have been careless in many respects about

the records of many of our great characters who have lived and worked
for the betterment of their fellows during the past century or so. The
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medical profession has seemed just as indifferent as the rest of our

popu'ation. Too often the friends and even the relatives of men who have

done much in life for their section have the attitude toward their fallen

comrades expressed by the two traders discussing Ralph Waldo Emerson.

He was great according to the "proppity" he had amassed or the political

office he had held. It is true that the passing of some of our great ones has

been over-chronicled by the zealous recipients of the deceased's favors

;

but many of the most worthy could exclaim with Rip Van Winkle, "How-

soon we are forgotten when we're gone."

I have recently made a diligent search for data on the professional

and official life of one of the ablest and most useful men who ever adorned
the North Carolina medical profession. My search has produced only a

few meagre details aside from what I have been able to glean from the

files of my own memory.
The man I refer to is the late Dr. C. Tate Murphy, of Clinton, N. C.

Dr. Murphy was born just across the Sampson line in Pender, near

Atkinson, June 20, 1827. He lived and worked practically all his life in

the town of Clinton and Sampson county, and died there January 8, 1882.

His service to his state was probably as distinguished and as important

in a three-fold capacity as that of any physician. in North Carolina living

during the last half of the 19th century.

First, he was a successful practitioner of medicine.

Second, he was an influential member of the State Senate for two
terms in an epochal period— 1870 and 1872.

Third, he was chairman of the State Board of Charities and Correc-

tions.

In his capacity as physician he helped organize and legalize the

State Board of Medical Examiners about 1859. He refused to be a

member of the first or second board, because he felt with those who
expressed in one of the State Society meetings and recorded in the

Transactions many years later that "the law as it was first recorded

was emasculated and hardly worthy of acceptance on the part of the

memorialists." But it was a beginning. And it is interesting to note that

the first old law of 1859 really was known as the law "incorporating the

State Medical Society and the State Board of Medical Examiners."
However after Dr. Murphy's two terms in the Senate where he so dis-

tinguished himself in behalf of progressive legislation, a grateful society

elected him to membership on the third Board of Examiners where he
served with eminent success the full six year period from 1872 to 1878.

Dr. Murphy practiced his humanitarianism. On his tomb in the Clinton
cemetery is inscribed the single line, "A Poor Man's Friend." I once
asked an old man there if that was the literal truth. "My God, yes," he
replied. About one year before his death the governor proposed that the

State Board of Health, which had been organized formally, and legalized

by act of the Legislature of February 12, 1877, he coalesced with the

Board of Public Charities. The proposal was placed in Dr. Murphy's
hands for decision. He wisely decided that the field of activities of the

two should forever remain separate. To his influence in the two terms
he served in the legislature and the power he was consequently able to

exert as a member of the Examining Board, much credit should be given
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him for the organization of the State Board of Health. Dr. Thomas
Fanning Wood said of him sometime before his death that "he had ever

been an ardent supporter of the State Board of Health, until failing

health ended his career."

In the compilation of records of all the members who have ever served

on the Board of Examiners, his is the only name with one exception,

whose home address is not given. The custodians of the records never

even knew where he lived—one of the greatest of them all. Notwith-

standing all of Dr. Murphy's great service to the State Board of Health,

the medical profession, and to the people of the state, I can find no record

of an obituary notice anywhere in the Transactions following his death.

It may be in there and I have overlooked it, but a careful search of a

copy of the Transactions for 1882 reveals no obituary report. The meeting

that year was held in Concord, North Carolina, in May, and was the

most fully reported and best attended meeting held up to that time. In

the following year, 1883, the State Society met on May 16th at Tarboro.

The words of the chairman of the Obituary Committee for that year have

a familiar and plaintive sound: "He regretted that he could not get the

information necessary to make a full report. There had been misunder-

standing, neglect or indifference on the part of friends of deceased mem-
bers." There is nothing said in the Transactions that year, and the irony

of that report is that the chairman was a colleague and contemporary

practitioner in the same town with Dr. Murphy. However, in extenuation

it may be said that he was not the chairman of the Obituary Committee

the year before, which should have recorded the death of Dr. Murphy.

Dr. Murphy was never president of the State Medical Society. He was

too modest to push himself forward when other men among his confreres

sought the office. He was always glad to support any effort in the interest

of his friends. The profession in North Carolina can boast of no more

able representative, past or present, than C. Tate Murphy, of Clinton,

North Carolina.

According to the late Dr. W. H. Whitehead of Rocky Mount, a

Sampson County surgeon. Dr. Allman Holmes of Clinton reported the

first successful removal of an ovarian tumor in this State. The operation

was done at Clinton on February 25, 1882. On the 16th of the following

May at the meeting of the State Medical Society at Tarboro in 1883,

Dr. Holmes formally reported the account of the operation in a classical

paper under the title of "Successful Removal and Recovery of a Multi-

locular Encysted Ovarian Tumor." Dr. Holmes was a distinguished sur-

geon of his section. He held numerous committee assignments, but was

too modest to seek elective office in the State Society. He was a gentle-

man of the old type. Modesty was to him an active virtue.

Dr. David Dickson Sloan of Southern Sampson was a contemporary

of Dr. Holmes. Prof. Alexander Graham of Charlotte is authority for

the statement that Dr. Sloan held the record of doing a successful cesa-

rean section on the same woman twice. Dr. Sloan was for many years

active in the affairs of the Society, but like Dr. Holmes never sought

elective office.

A most striking coincidence, or was it a coincidence, in the medical

history of the State of North Carolina is that at the same time, about the



GENERAL SESSIONS 133

close of the nineteenth century the State Hospital for the Insane at

Morganton and also at Raleigh were under the direction of native sons

of Sampson County. At the same time the first assistant at the negro

institution at Goldsboro and later for twenty years its efficient head was
also a native of that county.

Dr. P. L. Murphy who organized and founded the hospital at Mor-
ganton and remained its first and only superintendent until his death

was a thoroughly competent alienist and a man of the highest type.

He was born and reared a few miles south of Clinton. He served for six

years as a member of the State Board of Medical Examiners, and was
President of the State Medical Society in 1897. The life and record of

Dr. P. L. Murphy hav^e received ample consideration in the records of

the State Society. He was fortunate in having such friends as the late

Dr. Lewis who realized the importance to posterity of accurate records

concerning the official and professional lives of their members.
Dr. George L. Kirby who was Superintendent of the Central State

Hospital for the Insane at Raleigh from 1894< until his death, February
19, 1901, was born and reared near Clinton. Dr. Kirby was educated
at the old Clinton Male Academy and took his degree from the Long-

Island Hospital College in New York in 1860. He served faithfully

as a Confederate Army Surgeon during the War between the States.

Following the close of the war Dr. Kirby located in Goldsboro, where for

twenty-nine years he was one of the most successful practicing physi-

cians of his time. During his term of office as head of the State Hospital
his administration was characterized by efficiency and broad humani-
tarianism. He was much beloved by the unfortunate patients as well as

by their families and friends. He was an elder in the Presbyterian
Church, a man of upright life and always loyal to his friends. His son.

Dr. George H. Kirby is today one of the most distinguished authorities

on mental diseases in New York City. Although he served a six year
term as a member of the Board of Medical Examiners, he never held
other office in the State Medical Society except numerous committee as-

signments. He never sought office nor honors for himself when he could
advance the interests of his friends.

The third member of this distinguished group of alienists, Dr. W.
W. Faison, was born and spent his early life on the ancestral acres near
Clinton. From 1883 until the death of Dr. Miller in 1906 Dr. Faison
was first assistant physician in the State Hospital for the colored insane
at Goldsboro. At Dr. Miller's death Dr. Faison became chief of the
institution and served until he died, October 22, 1926. Thus for forty-
three years he labored to improve the condition of the unfortunate
negro insane. A prosaic life but one entirely suited to a man of his

mental habits and high ideals of service. He was in no sense a medical
politician; and so never held an office in the State Medical Society
although well qualified for any office within the gift of the Society. As
a result of his wisdom and industry the Goldsboro institution holds high
rank among its class. He was a man whom it was an honor to call friend.

There were several members of the distinguished Faison family in

northeastern Sampson who were physicians of widely recognized ability.

The most notable in this long line of physicians, with the exception of Dr.
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W. W. Faison mentioned in the foregoing paragraph, may be said to

have been Dr. I. W. Faison of Charlotte and Dr. John M. Faison, who
lived and practiced at Faison, North Carolina, across the Duplin County

line near where he was born in Sampson. Dr. I. W. Faison was Presi-

dent of the North Carolina State Medical Society in 1918. His death

being comparatively recent, practically all the members of the Society

remember with pleasure his activities. He was a fine, upstanding type

of physician, one of the most successful pediatricians in the State, a

man of pronounced convictions and the courage to back them up. His

service for many years as an iconoclast in the State Medical Society

was a worth while one, and stimulated the Society to healthful progress.

He was nearly always a constructive critic. He was a rough and ready

debater, and was always amply able to take care of himself in any ora-

torical combat. He despised fraud and hypocrisy wherever he found

it, but especially was it anathema to him when he encountered it in any

physician.

Doctor Henry W. Faison, of Faison, who died many years ago, was

also a distinguished physician, and served the State Medical Society

with an unfaltering loyalty, although he never held high office in its

ranks. As an example of Dr. Henry W. Faison's foresight, wisdom,

and sound judgment, the Transactions of the State Medical Society

meeting in Asheville in May, 1881, recorded the opposition that Dr.

Faison conducted in behalf of Dr. Thomas Fanning Wood against a

resolution asking the Society to reimburse Dr. Wood for his duties as

secretary of the North Carolina State Board of Health. Dr. Faison

made the point that if the State Medical Society assumed the prerogative

of financial support for the State Board of Health, the Legislature

'would be glad to continue to let them do it. In the first place, he pointed

out in his argument, for and in behalf of Dr. W^ood, that the principle

was fundamentally wrong. How wise he was we all know well enough

now. The appropriation annually for the work of the State Board of

Health at that time was $200. Dr. Wood, however, was valiantly carry-

on and doing the pioneer work in the establishment of the necessary

background for whatever of success may have been achieved in later

years by the State Board of Health.

Many of the members of the present Society remember Dr. John

M. Faison of Faison. He was a member of Congress from the Third

Congressional District for two terms. He conducted a weekly paper at

Faison, known as the Faison Journal. He outwrote Joe Daniels or

Judge Clarkson on prohibition. As politician, member of Congress and

as newspaper owner and editor, he really out-worked the late Chief

Justice Clark on the subject of Railroad Transportation. He rendered

distinct service in Congress to the cause of the trucking industry in

eastern North Carolina. It is interesting, in the light of the recent bitter

controversy over the disposal of Muscle Shoals of Alabama, that Dr.

Faison's chief service in his term in Congress from March 4, 1911, to

March 4, 1915, may be said to be his bill asking for an appropriation

of fifty thousand dollars to extract nitrogen from the air for agricultural

purposes. He was much ridiculed, but finally he won a five thousand

dollar appropriation to test the value of his ideas. This test was carried
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out in one of the stations near Washington. The test was successful, as

we may know by everybody wanting Muscle Shoals today. Until Dr.

Faison assumed his duties in Congress he kept up a very large and exten-

sive general practice in the region about Faison. It was my privi-

lege to consult with him on more than one occasion. He was not only a

first class physician, but he was a great humanitarian. He extended his

sympathy and professional skill to the sick and distressed on every

hand. He had a thoroughly sound primary education in the old Faison

Academy, Davidson College, the University of Virginia, and finally as

a medical graduate of Bellevue.

In the southern part of Sampson County at the litte railroad station

known as Kerr, on the railroad between Fayetteville and Wilmington,

passengers on the train looking out of the window a few yards from

the station may see a tall granite monument, costing perhaps twenty-

five hundred dollars, and is, so far as I know, the only monument ever

bui-t in this State to the memory of a family physician by his patrons.

This monument was built by donations from pennies to dollars by negroes,

whites, rich and poor, after the death of Dr. Charles S. Kerr, who
had practiced medicine in that section of the county for forty 3"ears.

Dr. Kerr, when able to travel, had never refused a call. He was beloved

by all classes of the people. He was an able physician and sympathetic

friend, and when he died his grateful patrons, over an area of many
miles, voluntarily brought in their contributions to the committee and
this splendid monument was erected to the memory of their family doctor.

If there is another instance of like kind occurring in the State of North
Carolina I do not know it.

There are many other names whom I would dearly love to place

in this chronicle, but most of them will have to await another chapter

to this paper. Such names, however, as Dr. Henry A. Bizzell, grandfather

of Judge Henry A. Grady, and his brother Dr. James A. Bizzell,

both beloved practitioners of Clinton for many years, should be included

in this list. The name of Dr. A. M. Lee, a beloved family physician

who practiced medicine in the town of Clinton for sixty-three years

and only died a few years ago, is another name that should be added
to the list. Dr. John Monk of Newton Grove was a Jefferson graduate,

and died in 1877, leaving a record of pioneer work. Dr. R. H. Holli-

day, an Englishman who volunteered as a surgeon in the Confederate

Army and later practiced medicine in the county for many years west

of Clinton and later did an office practice in Clinton and who did more
to encourage the young physicians of that county in the beginning of

their work than any other man to my knowledge, should have a place

in this record.

The record of the younger men who have recently died, after achiev;-

ing success in that section, is well enough known to need no further

recording here. I cannot, however, close this paper without making one

exception to consider only those who have passed over. I refer to the

record of Dr. Jacob Franklin Highsmith, who is still living and, in. his

prime. Dr. Highsmith has been- President of the State Medical Society

and served for six years oh the Board of: Medical Examiners and has

built and equipped the new Highsmith Hospital in Fayetteville^ which
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is undoubtedly one of the most complete modern hospitals anywhere.

We hope that Dr. Highsmith will have many more years to add to his

already brilliant achievements.

I think I have recorded enough to establish the fact that the medical

history of Sampson County is sufficient to inspire to worthy efforts all

the living exponents of the profession who have to acknowledge Sampson
County as their native home.

MEDICAL COLLEGES IN NORTH CAROLINA
hy

*J. Howell Way, M.D., F.A.C.P.

and

L. B. McBrayer, M.D., F.A.C.P.

In the earlier days of colonial North Carolina the physicians were

men who had emigrated to America after pursuing their professional

studies in Europe and for many years quite a number of the State's

practitioners were young men who had enjoyed the advantages of study

abroad. Later a large proportion had acquired their rights to pursue

the profession of medicine by residence in the home of some other prac-

titioner for a varying period of one to three years.

Though at times the question of the organization of a college of

regular medicine was broached in the Medical Society of the State,

there was usually manifested a disposition adverse to such organiza-

tion on acount of the small size of Carolina cities not offering much
field for clinical study, coupled with inadequate funds for securing and

maintaining proper equipment and teachers.

THE FIRST MEDICAL COLLEGE TO BE CHARTERED
IN

NORTH CAROLINA WAS IN 1866

The Edenborough Medical College, at a place called "Edenborough

Community," in Robeson County now Hoke.

Dr. Hector McLean, the owner and faculty, was born in Robeson

County May 14th, 1818, and died December 1st, 1877. Flora, wife of

Dr. Hector McLean was born December 29, 1829, and died January

31, 1910. His father was born in Inverness, Scotland; all are buried at

Edenborough in the family cemtery.

The Community of Edenborough is now in Hoke County but was

formerly in Robeson County, and was named by the elder McLean
when he located there.

Dr. Hector McLean graduated at the University of Louisville about

1840. He was a very brilliant man, and did many operations that are

*NoTE—During Dr. Way's last illness I promised to finish this work for him and had
an engagement to stop and go over the material he had, but unfortunately he died three

days before the date. He had already requested me to secure data in regard to Eden-
borough Medical College which I did. I have used all of Dr. Way's material aind added
to it or filled in such as seemed desirable. We are also indebted to Doctors Royster,

Kitchen, Manning, and Lafferty for information furnished—L. B. McBrayer.
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considered difficult even today. Among them were such operations as

brain surgery, Halstead's operation for cancer of the breast. (One of

his patients operated on for cancer of the breast, Mrs. Britt, lived to

be more than eighty years old and died in 1905.) Dr. McLean also

operated for mastoid, and stone in the bladder, and used a seaton in the

neck for epilepsy. It is reported that some good woman for whom he

operated, finding that one of her negro slaves had epilepsy, gave the

boy to Dr. McLean and he used a seaton which went under the liga-

mentum nuchae. This negro boy got well of his epilepsy. Dr. McLean
also did hip joint amputation.

He owned many slaves ; had one of the finest libraries in the State

at that time, and read much. The home of Dr. Hector McLean was con-

sidered the best in Robeson County.

In 1866-67 the Legislature chartered the Edenborough Medical

College. See Chapter LXVII. Laws 1866-67. For the next ten years

he continued to conduct this Medical College and graduated a goodly

number of men every year.

He had one child, a son. Dr. Angus Murphy McLean, born March
6, 1855, and who, following his graduation with his father went to

Philadelphia and took a course in one of the Colleges there. Dr. Angus
Murphy McLean practised at the same place as his father, and for

several years in Texas, coming back to Edenborough about 1881, and
died there of tuberculosis February 8, 1888.

Dr. Ben Person and his brother Dr. Joseph Person, of Wayne County,

worked with Dr. McLean at different times. It is said that Dr. Ben
Person was rather handy with his gun in those days, and would some-

times have to leave home, and when he did so he buried himself in the

far distant land known as Robeson County, where there was little

danger of being molested. This was a great distance at the time because

of the mode of travel. You can go from the site of Edenborough Medical

College and the home of Dr. McLean to the county seat of Wayne
County now on any morning in time for breakfast.

Dr. Joseph Person was the husband of the famous, or infamous Mrs.

Joe Person of "Mrs. Joe Person's Remedy" fame, and it is thought likely

that the formula for this widely advertised and widely used money-
making remedy was probably a purloined prescription of Dr. Hector

McLean.

The College building was a two-story wooden building with eight

rooms. The upper story was used as a residence for the medical stu-

dents and they boarded with Dr. Hector McLean while studying medi-
cine. The lower floor was used for medical college purposes, including

an anatomical laboratory. The Edenborough Medical College was con-

ducted in this building for ten years or little more, up to 1877, at which
time Dr. Hector McLean died. Dr. McLean did all the teaching, with-

out any help. The brick building occupied by Dr. McLean as an
office is now standing. The Medical College building was destroyed
by fire.

Dr. McLean's practice extended from Randolph County to the South
Carolina line, and over into South Carolina,
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Here are some of the graduates of Edenborough Medical College

—

Dr. J. D. McNeill, Whiteville ; Dr. Malone, Randolph County; Dr.

William Ray, who lived near where the town of Raeford is now situ-

ated, at a place called Galatia. Dr. Denby, who lived and died at Hope
Mills, and many others whose names are difficult to obtain.

It is a fact that Dr. McLean taught medical students as a preceptor

many years before the Edenborough Medical College was chartered.

THE COLLEGE OF
PHYSICIANS AND SURGEONS

The American Medical Association has some kind of information to

to the effect that a medical college by the name of "The College of Phy-
sicians and Surgeons" existed in this state at a place called Arlington.

It was not chartered by the state and so far as known did not graduate

any one. It is rather doubtful that it ever existed.

THE SCHOOL OF MEDICINE
OF THE

UNIVERSITY OF NORTH CAROLINA

The School of Medicine of the University of North Carolina was
established in 1889 under the direction of Dr. Thomas W. Harris.

A course in theoretical and practical medicine, as was the custom at

the time, was oifered, but this plant was found impracticable and was
abandoned in 1886. In 1890, however, a more orderly and logical

arrangement of subjects of the medical course was begun, and it be-

came possible for a university, without clinical facilities, to offer in-

struction in the elementary subjects. Dr. Richard H. Whitehead was
then elected Dean and Professor of Anatomy, and under his guidance the

School was reopened and has continued without interruption. In 1900,

the Medical Course having been extended in the better class of schools

to four years, the subjects of the first two years were offered at the Uni-

versity. In 1902 a Clinical Department was established at Raleigh, but

after several years of unsuccessful effort to provide for its proper sup-

port, it was abandoned in 1910. In 1908 the School was admitted to

membership in the Association of American Medical Colleges.

THE BIOLOGICAL LABORATORIES

A. The Biological Building, Davie Hall, is occupied by the Depart-

ments of Zoology and Botany. The building is a rectangular structure of

pepper-and-salt brick and is divided into a main body and two wings.

The total length is 125 feet, the depth of the main body 44! feet, that of

the wings "38 feet. A basement underlies the whole, above which are

two floors. The main body has an additional third floor. The building faces

south, lies, to the east of the New East, and adjoins the AriyoTfetum.

The entrance.; hall, on the first floor, lighted with large windows on

either side of the main doorway, serves for the exhibition of museum
specimens of a more ,jpopular character. Back of the entrance hall are

herbarium, a room for char.t^,. and. otiier/^leCiture ^apparatus, and a .-room
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for the storage of zoological specimens. The west wing of this floor is

occupied by a lecture room with a seating capactiy of one hundred and

twenty, the east wing by a laboratory for the elementary classes in

zoology and botany. The latter laboratory is arranged for twenty-four

wall tables with a window in front of each table.

On the second floor the east wing is occupied by a single large lab-

oratory for advanced work in zoology and the west wing by a similar

laboratory for advanced work in botany. Each of these rooms accommo-

dates twenty workers, and is lighted on three sides with twenty windows.

The main building on the floor includes private workrooms for the pro-

fessors of zoology and botany; two storerooms, and a library. On the

third floor of the main body is a photographic studio with windows on

the north side extending to the floor, and with skylights. In the basement

are a fireproof incubator room, a room for micro-photography with ad-

joining dark room, janitor's shop, and rooms for the storage of heavy

supplies. The wings in the basement are designed for the keeping of

live animals and plants for experimental work in botany and zoology.

THE MEDICAL LABORATORIES

The new medical building, Caldwell Hall, completed in 1912, is

located on the south side of Cameron Avenue opposite Davie Hall, facing

north. This location secures the north light in all of the laboratories used

for microscopic work.

To the north is the main building, 117x64, and adjoining this, to the

south, is a wing, 63x36, each containing a basement and two floors. The
first floor of the main building is bisected from north to south by an

entrance hall fourteen feet wide, and from east to west by a corridor

eight feet wide, dividing the floor space into four equal parts. Each part

is subdivided into one large class laboratory, 34x27, and two private

laboratories, 14x121/^. The class laboratories lie next to the entrance hall.

Those on the north side will be used for microscopic work in histology

and embryology. They are lighted from five large windows on the north

side. On the south side are the laboratories for physiological chemistry

and experimental physiology.

The private laboratories, located on the farther side of the class lab-

oratories, are occupied by the instructors. The office of the Dean is in one

of the private laboratories on this floor, and may be entered from the west

end of the corridor.

The second floor is a duplicate of the first floor with the exception that

the space above the entrance hall is enclosed and is used for the

Departmental Library. On the north side are the bacteriological and

pathological laboratories, and on the south side the pharmacological

laboratory and a lecture room. The laboratories here have the same

arrangement as those on the first floor. Nearly opposite the pathological

laboratory is the pathological museum.
At the ends of the corridors on the first and second floors are small

fireproof rooms which will be used for incubators, thermostats, and other

purposes requiring the continuous use of oil or gas lamps.

In the basement of the main building provision is made for the care

of animals. The floors of the several apartments are covered with cement
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and are inclined to a common drain pipe. The rooms are well ventilated,

lighted, and heated, and provided with all necessary facilities for proper

sanitation.

On the first floor of the wing adjoining the main building is the main

lecture hall, and in the rear of this is the amphitheatre for anatomical

demonstrations. In the rear of the amphitheatre is the Anatomical

Museum.

On the second floor of the wing are the anatomical laboratories. In

the center, and occupying a large part of the floor space, is the main

dissecting hall, which has a cement floor and is lighted by six large

windows and two skylights. On either side of a short corridor at the front

are two private laboratories for special dissections, and at the end of

the corridor the two laboratories for the instructors. The latter are entered

from the upper hall of the main building. In the rear of the main dissect-

ing hall are the lavatory and locker rooms.

The basement of the wing is divided by a solid brick wall from east

to west. On the north of this wall are the two storerooms, a photographic

room, a room for the refrigerating and gas plant ; on the south side are

the storage tanks for cadavers, the incinerator, and other arrangements

for the care of anatomical material. In the rear end of the basement is

an entrance hall containing the elevator and the stairs leading to the

amphitheatre and the dissecting hall. The dissecting hall is supplied

with hot and cold water.

The laboratories are well equipped with apparatus for the use of

the students and the research work of the teachers. Animals are available

in adequate numbers for all proper experimental work.

Total number of students who have matriculated, 1190.

FACULTY FOR THIRD AND FOURTH YEARS AT RALEIGH 1902-10

H. A. Royster, Dean, Professor of Gynecology

W. I. Royster, Professor of Medicine.

A. W. Knox, Professor of Surgery.

R, H. Lewis, Professor of Diseases of the Eye and of General

Hygiene.

K. P. Battle, Professor of Diseases of Ear, Nose, and Throat.

James McKee, Clinical Professor of Mental and Nervous Diseases.

A. W. Goodwin, Professor of Diseases of the Skin, and of the Genito-

urinary System.

H. M. M. Tucker, Professor of Obstetrics.

J. W. McGee, Lecturer on Therapeutics.

R. S. McGeachy, Chief of Dispensary.

FACULTY AT UNIVERSITY OF NORTH CAROLINA 1890

Dr. Richard H. Whitehead, Dean, Professor of Anatomy, 1890-1905,

Physiology and Materia Medica.

F. P. Venable, Professor of Chemistry.

J. A. Holmes, Professor of Botany.

J. W. Gore, Professor of Physics.
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THE PRESENT TEACHING STAFF IS AS FOLLOWS!

Harry Woodburn Chase, Ph.D., LL.D., President.

Isaac Hall Manning, M.D., Dean.

1905

THE ADMINISTRATIVE BOARD

Charles Staples Mangum, A.B., M.D., Professor of Anatomy.

William DeBerniere MacNider, M.D., Kenan Research Professor

Pharmacology.
James Bell Bullitt, A.M., M.D., Professor of Pathology.

Wesley Critz George, Ph.D., Professor of Histology and Embry-

ology.

Daniel Allan MacPherson, Sc.M., Associate Professor of Bacteriology.

SPECIAL TEACHING STAFF

Charles Staples Mangum, A.B., M.D., Professor of Anatomy.

Isaac Hall Manning, M.D., Professor of Physiology.

William DeBerniere MacNider, M.D., Kenan Research Professor of

Pharmacology.
James Bell Bullitt, A.M., M.D., Professor of Pathology.

Wesley Critz George, Ph.D., Professor of Histology and Embryology.

John Grover Beard, Ph.G., Professor of Pharmacy.

Robert Baker Lawson, M.D., Associate Professor of Applied

Anatomy.
Daniel Allan MacPherson, Sc.M., Associate Professor of Bacteri-

ology.

Frederick Phillips Brooks, Ph.D., Assistant Professor of Physiologi-

cal Chemistry.

Charles Lee Ferguson, Assistant in Anatomy.

THE SCHOOL OF MEDICINE OF THE UNIVERSITY OF NORTH CAROLINA

This College of Medicine has always been of the highest standard

and has been grade A since the beginning of the grading of medical col-

leges by Flexner. Its two-year medical students are admitted to the third

year of any of the best medical schools without examination.

Dr. William DeB. MacNider has distinguished himself and this

School of Medicine by his research in Pharmacology. His work is known
and appreciated throughout the world of medicine.

THE LEONARD MEDICAL SCHOOL OF SHAW UNIVERSITY

The Leonard Medical School of Shaw University was established in

1882 under the presidency of Rev. H. M. Tupper, D.D. The first faculty

was composed of two physicians: Dr. James McKee, who was Professor

of Physiology and the Principles and Practices of Medicine, and Dr. F.

A. Spafford, who was Professor of Anatomy and Materia Medica.

At the end of the first session the following note was published: "In

view of the facts that medical education among the colored people is in

its infancy and also that the support of the students depends almost
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entirely upon a system of free scholarships furnished by benevolent

individuals^ the class of the last session which was the first, was under

the tutorage of Drs. McKee and Spafford. The success, however, has

been so great that another professor has been added for the ensuing

year." The additional teacher was Dr. Kemp P. Battle, Jr., who was

professor of surgery and obstetrics. There were eleven students registered

during the sessions of 1882-83. A significant appointment appeared in

the catalogue: "At the annual meeting of the Board of Trustees (of Shaw
University) Dr. William W. Keen, of Philadelphia, was elected a

Trustee." Dr. Keen served until 1895.

A worthy ambition characterized the beginning of the school: "In

making our second announcement we will state that it is our aim to follow

as closely as possible the curriculum of study as pursued at Harvard and

other first-class medical schools."

With the opening of the next session Dr. Richard B. Haywood became

professor of the principles and practices of medicine and Dr. Augustus

W. Knox, professor of clinical and operative surgery, while the chair of

obstetrics was vacant by reason of Dr. Battle's absence on leave for

study in Europe. Dr. Richard H. Lewis was appointed visiting surgeon

to the eye and ear department and consulting surgeon to the Leonard

Medical School Hospital. Dr. Haywood served but two years and was

retired on account of illness. Dr. Spafford resigned at the end of the

session. The long service of Dr. Knox, beginning this year, lasted until

the school was discontinued in 1914 a period of 31 years.

In 1884-85 Dr. C. S. Pratt was made dean, the first incumbent to

hold this office, and also was professor of anatomy and chemistry, the

chair formerly filled by Dr. Spafford. Both of these gentlemen were from

New England, coming to the school by invitation of President Tupper,

Dr. Pratt served only one session. At this time Dr. R. H. Lewis was

advanced to the professorship of ophthalmology, otology and rhinology,

starting on his teaching career which also continued until 1914.

In the year 1886 the school may be said to have entered upon its solid

existence. Dr. James McKee was appointed dean, and held this office

continuously until his resignation in 1909. Dr. W. I. Royster succeeded

to the chair of principles and practice of medicine, filling the position

until the disbanding in 1914, a term of 28 years. Dr. K. P. Battle, Jr.,

back from Europe, was made professor of physiology and kept the chair

until the end. His brother, Herbert B. Battle, Ph.D., became professor

of chemistry and resigned upon his removal from the state in 1899. Dr.

A. W. Goodwin was appointed professor of anatomy, resigning in 1909.

In 1892 Dr. G. A. Renn was professor of materia medica, but was suc-

ceeded the next session by William Simpson, Ph.G., who served until

1903, and who in addition founded the Department of Pharmacy. The

chair of chemistry was filled for one year by H. K. Miller, M.S., to be

followed by J. M. Pickel, Ph.D., who held the chair during the remainder

of the school's existence.

The faculty which was thus formed in the session of 1886, with the

few changes noted and with the additions later to be mentioned, virtually
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continued intact for over 25 years. They bore the brunt of the teaching,

fixed the policy of the institution, gave to it the character which it main-

tained throughout its life.

Upon the death of Dr. Tapper, the presidency of Shaw University

passed into the hands of Charles F. Meserve, LL.D. He assumed charge

early in the year 1894. One of the immediate objects of his interest was

the Leonard Medical School. No important changes in the faculty were

made for several years, but Dr. Meserve built up interest among the

alumni and prospective students, supplied the teaching force with enthu-

siasm, and encouraged both professors and pupils to go forward, more

than that, he raised the requirements, advanced the standards and fought

for high ideals in medical education. To Meserve more than to any other

one man connected with the school is due the measure of success attained

and the reputation of the school for sending out well-prepared colored

men into the practice of medicine.

During the thirty-two years of its existence 480 diplomas were issued

by Leonard Medical School. Of these Dr. Meserve signed an even 400;

the balance, 80 in number, received Dr. Tupper's signature. The entire

medical profession of North Carolina is indebted to Charles F. Meserve

for his insistence upon a thorough grounding in the fundamentals and

careful training of the Negro men who essayed to enter upon the study

of medicine. Many of these, now practicing in this state, and in different

parts of this country, furnish evidence of the influence of this successful

educator.

The following physicians were connected with Leonard Medical

School at various times in its last ten years or more: Dr. H. McKee
Tucker, professor of histology, pathology and bacteriology (1902) and

assistant professor of gynecology (1905-1914); C. B. Crowell, Ph.G.,

professor of materia medica (1904-1910); Dr. William Moncure, profes-

sor of histology, pathology, and bacteriology (1906) and dean (1910-

1914); Dr. Ralph S. Stevens, professor of anatomy (1910-1914); Dr.

Claude O. Abernethy, lecturer on therapeutics (1910) and professor of

therapeutics (1912-1914); Dr. John B. Watson, instructor in pharma-
cology and therapeutics (1911-1914); Dr. J. G. Osborne (col.) demon-
strator in the laboratories of pathology and bacteriology (1911-1914);

Dr. A. S. Root, professor of pediatrics (1913-1914); Dr. H. B. Hay-
wood, professor of physical diagnosis (1913-1914). During the last ses-

sion (1914) Dr. Albert Anderson served as professor of nervous and
mental diseases, with T. O. Coppedge as associate professor; also Dr.

A. C. Campbell was professor of physiology and Dr. J. R. Lowery
professor of gastro-enterology.

On account of failure to secure adequate funds for endowment to

meet the demands of the new day, the school was discontinued after 1914.

NORTH CAROLINA MEDICAL COLLEGE, CHARLOTTE

The North Carolina Medical College, Charlotte, North Carolina,

was organised in 1887, at Davidson, as the Davidson School of Medicine,

a preparatory school, by Paul B. Barringer, and this was taken over by
Dr. J. P. Munroe in 1889, who was dean and faculty. At this time it was
a preparatory school, not granting any degree, and in addition it was
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quite popular in preparing graduates for examination by the State

Board of Medical Examiners. In 1893 it was chartered by our legisla-

ture under above mentioned name and in the same year graduated its first

class.

In 1907 it was moved to Charlotte and took the name of the North
Carolina Medical College, where it continued its regular four years course

until 1914 when it merged with the Medical College of Virginia, continu-

ing a nominal existence until it could graduate the three classes that it

at that time had started and then ceased to exist in 1918.

According to the American Medical Association the North Carolina

Medical College was rated in Class B in 1907, but on a further inspection

in the following year it was found that no rating higher than Class C
could be granted. Inasmuch as it merged with a Class A school in 1914,

the classes which were graduated in 1915, 1916, and 1917 were recorded

as having graduated from a Class B school. In the conditions of the mer-

ger it was stipulated that the North Carolina Medical College would
retain a nominal existence until the three remaining classes were gradu-

ated.

OFFICERS AND EXECUTIVE COMMITTEE OF THE CORPORATION

Dr. John P. Munroe, President.

Dr. Edward C. Register, Vice-President.

Dr. Andrew J. Crowell, Secretary and Treasurer.

FACULTY

W. O. Nisbet, M.D., Professor of Diseases of the Digestive System

and Dean of the Faculty.

John P. Munroe, M.D., Professor Neurology and Practice of Medi-

cine.

I. W. Faison, M.D., Professor of Children and Clinical Medicine.

E. C. Register, M.D., Professor Emeritus of Practice of Medicine.

B. C. Nalle, M.D., Professor of the Principles and Practice of Medi-

cine.

R. L. Gibbon, M. D., Professor of Practice of Surgery.

G. W. Pressly, M.D., Professor of Principles of Surgery.

A. J. Crowell, M.D., Professor of Genito-Urinary Surgery.

J. P. Matheson, M. D., Professor of Diseases of the Eye, Ear, Nose
and Throat.

A. M. Whisnant, M.D., Professor of Diseases of the Eye, Ear, Nose
and Throat.

W. D. Witherbee, M.D., Professor of Dermatology and Materia

Medica.

C. M. Strong, M.D , Professor of Gynecology.

C. H. C. Mnis, M.D., Professor of Obstetrics.

C. N. Peeler, M.D., Professor of Anatomy and Chief of the Dispen-

sary.

R. H. Lafferty, M.D., Registrar and Professor of Chemistry and
Physiology.

L. B. Newell, M.D., Professor of Pathology and Practice of Medicine.

J. C. Montgomery, M.D., Professor of Anaesthetics.
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Leinbach, M.D., Professor of Bacteriology.

Ross, M.D., Professor of Hygiene and Assistant in Medicine.

King, M.D., Professor of Minor Surgery and Bandaging.

Misenheimer, M.D., Clinical Professor of Surgery.

Black, Professor of Medical Jurisprudence

Squires, M.D., Professor of Rectal Diseases and Associate in

Genito-Urinary Surgery.

H. W. McKay, M.D., Professor of Physical Diagnosis.

W. R. Engle, M.D., Clinical Professor of Tuberculosis.

John Donnelly, M.D., Clinical Instructor of Tuberculosis.

F. D. Austin, M.D., Clinical Instructor in Rectal Diseases.

Portia M. McKnight, M.D., Clinical Instructor in Practice of Medi-
cine.

Yates W. Faison, M.D., Associate Professor of Diseases of Children

and Clinical Medicine.

Oren Moore, M.D., Associate Professor of Gynecology.

S. M. Crowell, M.D., Assistant in Neurology.

C. S. McLaughlin, M.D., Assistant in Anatomy.
J. Q. Myers, M.D., Assistant in Obstetrics and Clinical Gynecology.
Otho B. Ross, M.D., Assistant in Pathology and Clinical Medicine.

THE WAKE FOREST SCHOOL OF MEDICINE AT
WAKE FOREST

The Wake Forest School of Medicine, at Wake Forest, an integral

part of Wake Forest College, was organized in 1902. It gives only the

first two years of the regular four year medical course and has always
been grade A since the grading of medical colleges began.

The following are or have been professors of the Medical Department:
F. K. Cooke, M.D., September 1902—^May 1905. Professor of Ana-

tomy, Bacteriology, and Pathology.

W. S. Rankin, M.D., September 1903-May 1909. Dean, 1905. Pro-
fessor of Embryology, Histology, Bacteriology, and Pathology.

Louis M. Gaines, B.A., B.S., M.D., September 1905-May 1908.

Professor of Anatomy, Physiology, and Pharmacology.
Edgar Edgerton Stewart, M.D., September 1908-May 1912. Profes-

sor of Anatomy and Pharmacology.
John Bruce Powers, M.A., M.D., September 1909-May 1914.

William Turner Carstarphen, B.A., M.D., September 1910-May 1917.

Professor of Physiology.

Edward S. Ruth, M.D., September 1912-May 1913. Professor of

Anatomy.
Wilbur C. Smith, M.D., September 1913-May 1916. Professor of

Anatomy.
Herbert D. Taylor, B.A., M.D., September 1914-May 1915. Profes-

sor of Pathology and Bacteriology.

Roswell E. Flack, B. A., M.D., September 1915-May 1916. Professor
of Pathology and Bacteriology.

Eugene A. Case, M.D., September 1916-May 1917. Professor of

Pathology and Bacteriology.
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G. Alfred Aiken, M.D., September 1916-May 1919. Professor of

Anatomy, Embryology, and Histology.

Thurman D. Kitchin, M.D., B.A., September 1917. Dean 1919.

Professor of Physiology and Pharmacology.

Luther T. Buchanan, B.A., M.D., September 1917-May 1920. Profes-

sor of Pathology, Bacteriology, and Histology.

W. G. Dotson, B.S., September 1915-May 1918. Instructor in Chem-

istry and Bio-Chemistry.

Walter F. Taylor, September 1918, Insltruct^or in Physiological

Chemistry. September 1920-May 1927, Professor of Physiological

Chemistry and Bacteriology.

Herbert M. Vann, B.S., M.A., M.D., Professor of Anatomy. Septem-

ber 1919-May 1926. Feb. 1928

—

Charles Phillips, B.A., M.D., September 1920-May 1927. Professor

of Pathology and Physical Diagnosis.

H. N. Gould, Ph.D., September 1920-1922 (3). Professor of Embry-
ology and Histology.

C. E. Wilson, B.A., M.A., September 1922, Acting Professor of

Histology and Embryology. September 1923-May 1925, Professor of

Histology and Embryology.

Tyree C. Wyatt, B.A., M.D., September 1924-January 1925. Pro-

fessor of Pathology and Physical Diagnosis.

J. J. Tyson, B.A., M.A., September 1924-May 1926. Instructor in

Histology and Embryology.

Fountain W. Carroll, B.A., M.A., M.D., September 1925-May 1926.

Professor of Pathology and Physical Diagnosis.

O. C. Bradbury, B.S., M.A., Ph.D., September 1925- Professor of

Histology and Embryology.

Coy C. Carpenter, B.A., M.D., September 1926- Professor of Pathol-

ogy and Physical Diagnosis.

William A. Johnson, B.A., M.D., September 1926-November 1927.

Professor of Anatomy.

T. M. Mayfield, B.A., September 1926-May 1927. Instructor in

Histology and Embryology.

E. S. King, B.A., M.D., September 1927- Professor of Physiological

Chemistry and Bacteriology.

N. A. Hayes, B.A., September 1927- Instructor in Histology and

Embryology.

THE FOLLOWING COMPOSE THE FACULTY OF 1928:

Francis Pendleton Gaines, M.A., Ph.D., President.

Thurman D. Kitchin, B.A., M.A., M.D., Dean and Professor of

Physiology and Pharmacology.

Coy C. Carpenter, B.A., M.D., Professor of Pathology and Physical

Diagnosis.

Herbert M. Vann, S.B., M.A., M.D., Professor of Anatomy.

*W. F. Taylor, B.S., M.A., Professor of Physiological Chemistry

and Bacteriology.
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O. C. Bradburg, B.S. M.A., Ph.D., Professor of Histology and Em-
bryology.

E. S. King, B.A., M.D., Professor of Physiological Chemistry and
Bacteriology.

N. A. Hayes, B.A., Instructor in Histology and Embryology.
H. W. Wright, Assistant in Histology and Embryology.
M. B. Holoman, Assistant in Physiology and Pharmacology.

J. N. Reeves, Assistant in Anatomy.
V. H. Duckett, Assistant in Bacteriology.

P. T. McBee, Assistant in Pathology.

L. R. Shaw, Librarian.

Aim and Scope. The School of Medicine was established in May,
1902. It combines three years of academic training with two years of

medical training in such a way as to preserve the advantages of each,

and at the same time make it possible for students to graduate with the

baccalaureate degree and the medical degree in seven years. Upon the

completion of this work the college confers the degree of Bachelor of

Science in Medicine, which admits the students to the third year in a

medical college. Thus, time and expense are saved by this combination.

This school undertakes to teach only those branches of medicine
which can be taught as thoroughly in the small village as in the large

city, namely, the laboratory studies in medicine, which form the pure
science foundation of the professional course. These branches are:

anatomy, physiology, physiological chemistry, physical diagnosis, minor
surgery, pharmacology, toxicology and pharmacy, histology, embryology,
bacteriology, and pathology.

Certification. Certificates of recommendation for advanced standing in

medical colleges are given to those students who have received the degree
of the Bachelor of Science in Medicine, or have completed the two-year
medical course. Such students are admitted to advanced standing without
examination in medical colleges proper.

Equipment. The School of Medicine is adequately equipped with suit-

able laboratories, apparatus and material. The Alumni Building, con-

structed especially for laboratory purposes, is 65 by 80 feet, and three

stories high. In it are the anatomical, physiological, histological, embryo-
logical, bacteriological, pathological, biological, bio-chemical, pharma-
cological and toxicological laboratories. Besides these there are private

laboratories for the professors.

A Medical Society has been instituted in which, with the cooperation
of the Departments of Anatomy, Pliysiology, Pathology, and Pharmacol-
ogy, students are required to meet for discussion of published papers,
and to prepare papers on the subject assigned for the month. All students
have access to the leading scientific journals bearing upon the work of
the above-mentioned departments.

A medical library of reference volumes and important journals, main-
tained by the William Edgar Marshall Memorial Fund and Bryan Spiv^
Bazemore Memorial Fund, is in the medical building in charge of a
special librarian. Students are required from time to time to abstract
and discuss important topics treated in the various journals. The Pennell
Memorial Medical Library is housed in the general library.
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BACHELOR OF SCIENCE IN MEDICINE

To be entitled to the degree of Bachelor of Science in Medicine the

student must have completed the following courses : Academic

:

English 1-2, 3-4 (12 hours). Mathematics 1-2 (6 hours). German
1-2, 5-6; French 1-2, 3-4 (12 semester hours of either language). Bible

(3 hours). Philosophy 1 (3 hours). Social Science (3 hours). Chemistry

1-2 (10 hours). Chemistry 3 (3 hours). Chemistry 5-6 (4 hours). Chem-
istry 8 (2 hours). Chemistry 10 (2 hours). Biology 1-2 (8 hours). Biology

11, 12 (8 hours). Physics 3-4 or 1/2 of Physics 3 and Physics 1-2 (10

hours). Physical Education, 2 years. Electives, 9 semester hours.

No courses in elementary foreign languages may be counted among
these electives.

Latin A-B, 1-2, or Greek 1-2 may in special cases be substituted for

the foreign language requirement named above.

Professional: First Year—Anatomy 1, Embryology, Histology, Phy-
siological Chemistry, Physiology. Second Yem—^Applied Anatomy, Bac-

teriology, Hygiene, Pathology, Pharmacology, Physical Diagnosis, Phy-
siology 2, Surgery Toxicology.

REPORT OF COMMITTEE TO CONSIDER FOUR-YEAR MEDI-
CAL SCHOOL TO BE ESTABLISHED BY THE

STATE UNIVERSITY
(From Transactions of Medical Society of the State of

North Carolina, 1923, p. 92, 93.)

The following report was read by Dr. I. W. Faison, Chairman, and,

upon motion, was accepted:

Upon the request of Dr. H. W. Chase, President of the University

of North Carolina, a committee consisting of Drs. I. W. Faison, Chair-

man, Charlotte; A. J. Crowell, Charlotte; J. T. J. Battle, Greensboro;

J. H. Shuford, Hickory; C. M. Van Poole, Salisbury; E. T. Dickinson,

Wilson; L. B. McBrayer, Sanatorium; W. L. Dunn, Asheville ; H. H.

Briggs, Asheville; David T. Tayloe, Washington; J. F. Highsmith, Fay-

etteville; J. V. McGougan, Fayetteville ; Foy Roberson, Durham; Fred

W. Hanes, Winston-Salem; W. P. Holt, Duke; J. Howell Way, Waynes-

ville; E. J. Wood, Wilmington; E. M. Mclver, Jonesville; Cyrus Thomp-
son, Jacksonville; W. F. Hargrove, Kinston ; J. M. Parrott, Kinston;

C. O'H. Laughinghouse, Greenville; Ivan P. Battle, Rocky Mount; Thos.

E. Anderson, Statesville ; A. C. Everett, Rockingham; Peter John, Laur-

inburg; W. H. Cobb, Goldsboro; R. H. Lewis, W. S. Rankin and Hubert

Royster, Raleigh, was appointed by Dr. J. Wesley Long, president of

the Medical Society of the State of North Carolina to investigate and

recommend whether or not a Class A four-year medical school should be

established in connection with the State University. I called the com-

mittee to meet at the Yarborough Hotel, in Raleigh, October 10, 1922.

All the members of the committee were present except six. After varied

and long discussions, pro and con, we voted unanimously to recommend

the establishment of a Class A four-year graduating school.
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The question of location was then discussed and a vote taken to

establish it at the University, by a large majority. With a vote to recon-

sider and with a fuller discussion, a vote was taken to eliminate the word

"university," and to recommend, if such a school should be established,

that wherever so established all four years should be at the same place.

Some time after the Trustees of the University were called together

in Raleigh to decide about the school, and that day voted to postpone

action. A delegation from Charlotte asked to be heard. After a free dis-

cussion, the Trustees changed their position and agreed to recommend to

the legislature the establishing of the school at once, with an appropria-

tion sufficient to put it on its feet. A few days later they met again for

the purpose of selecting the place, later they met again for the purpose

of selecting the place to locate the school. Charlotte, Durham, Raleigh,

Greensboro contended for the location of the school at one of these

places, and the Trustees voted to refer the matter to the legislature. The
report from Maxwell and Company that the state finances would show a

$5,000,000 deficit struck the legislature with utter dismay, and with the

invisible influence of the University people the whole matter was laid

away in a deadly sleep. I think that if the doctors in North Carolina had
done their full duty and demanded what I believe to be one of the state's

greatest needs, the school would have been established, and at the best

place. I predict that not far in the future the school will be.

Upon motion of Dr. Cyrus Thompson, the committee was instructed

to continue its activities and report at the next annual meeting of the

Society.

The committee did not seem to function after this.

It is rather notable that Dr. Foy Roberson of Durham, asked to be

excused from voting, on the ground that should it be found later that it

would be more desirable to locate a medical school in Durham, he would
prefer that he be not recorded as voting against it. He was of course

excused.

DUKE UNIVERSITY
formerly

TRINITY COLLEGE

In 1887 a young Pennsylvanian, Dr. John Franklin Crowell, came
to this state as the president of Trinity College, a small country college

in Randolph County, organized in 1838 and chartered by the state in

1853. Largely through Dr. Crowell's efforts the sympathetic interests of

Mr. Washington Duke and Mr. Julian S. Carr, both citizens of the

growing young city of Durham, were enlisted and a site ar;d cash for

new buildings were secured, and the college moved to Durham.

At the conjoint session of the North Carolina State Board of Health
with the State Medical Society in Oxford, N. C, the president. Dr. H. T.

Bahnson (Trans. 1890, page 31) announced that "The Board of Health
has been applied to in relation, he was happy to say, to the building of

one educational institution, with request that it inspect and commend or

condemn, as may be, the plans of that building from a sanitary stand-

point. He alluded to the new Trinity College to be erected in Durham."
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It seems that Duke University known formerly as Trinity College has

for many years been interested in, and willing to take part in the estab-

lishment of a first class medical college. The following is perhaps the

only old record in regard to such willingness and is taken from a copy of

the State Chronicle, under date of Tuesday, March 24, 1891. Josephus
Daniels was owner and editor of the Chronicle at the time.

TRINITY MEDICAL DEPARTMENT
A SCHOOL OF MEDICINE PLANNED BY PROMINENT

STATE MEDICAL MEN
It Is to Be a Great School Not to Be Surpassed by Anything of Its Kind

in the South—the Plan Drawn

A School of Medicine in North Carolina at last

!

That is the good news we hear from a recent conference of medical

men in Durham.

On Wednesday last, President John F. Crowell, of Trinity College,

met by appointment in Durham the following prominent medical men
and held a conference with them: Dr. W. T. Cheatham, of Henderson;
Supt. William R. Wood, of the State Insane Asylum; Dr. J. M, Hays,
of Oxford; Dr. Robert Young, of Concord; Dr. George W. Long, of Gra-
ham; Dr. J. W. Byers, of Charlotte; Dr. A. G. Carr, of Durham; and
Dr. W. H. Whitehead, of Tarboro.

It was yet in the minds of medical men over the state that Dr. Wil-

liam R. Wood, superintendent of the State Insane Asylum, had at the

last two meetings of the Medical Association introduced and advocated

a resolution to appoint a committee on the part of the Association to

confer with a like committee from the Board of Trustees of the Uni-

versity with reference to the establishment of a Department of Medicine.

It was remembered that this was voted down.

Acting upon the belief that their hope in that direction was gone, this

meeting in Durham was held with President Crowell, of Trinity College,

in order to see how such a department could be established at Trinity

College in Durham.
It was decided that a school be established to be called the Medical

Department of Trinity College. It is to have seven distinct professor-

ships, as follows

:

Professor of Anatomy
Professor of Physiology

Professor of Practice

Professor of Surgery
Professor of Materia Medica
Professor of Obstetrics

Professor of Chemistry.

The school shall be first class in every respect, and have nothing but

first-class instructors, laboratories, etc.

A first class hospital shall be built in connection with it, and
President Crowell was instructed to look after the possibility of raising

the funds to build separate buildings.
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The following prominent medical men have been mentioned as proba-

ble members of the faculty: Dr. J. M. Hays, of Oxford, Professor of

Anatomy; Dr. H. T. Bahnson, of Salem, Professor of Surgery; Dr.

William R. Wood, of Raleigh, Professor of Practice; Rev. W. H. Pegram,
Professor of Chemistry. The chairs have not been assigned as yet, but

the following are mentioned to fill the others: Drs. Byers, of Charlotte;

Cheatham, of Henderson; and Young, of Concord. Dr. A. G. Carr, of

Durham, will have charge of the dissecting room.

These are the plans. We hope they will be carried out and with such

a man as Dr. John Franklin Crowell at its head we can count on a big

success.

Every year North Carolina gives $50,000 worth of patronage to

other states, and she can then save it to herself.

Such an institution could be made a great success, and we hope
it will. If the legislature arranges it so that a graduate of that school

can be granted license on his diploma (as is ddtie by other states) then

most all of our young men will get their education here.

Let the good work go on.
* * * * "'•

•

Suffice it to say that the School of Medic'iiie did not materialize at

that time.

Prior to this Dr. S. D. Booth of Oxford, At session of the Medical
Society of the State of North Carolina, 1885, offered a resolution looking

toward the establishment of a Medical Department at the University of

North Carolina.

Much of interest in regard to the establishment of a Medical Depart-
ment in connection with Trinity College is found in the Transactions of

1891 session.

The following are extracts from the president's address by Dr. R. H.
Lewis

:

If the legislature arranges so that a graduate of that school can be

granted license on his diploma (as is done by other states), then most
all of our young men will get their education here. "Let the good work
go on."

I have been informed by Dr. Bahnson, whose name has been associ-

ated with the enterprise, that he would not consent to even consider

—

should it be made to him—a proposition to join in the proposed school

except upon the assurance that it was to be only preparatory. I have also

read the editorial in the April N. Y. Medical Journul saying that its

reports as to the character of the school were "somewhat exaggerated,"

but these statements are not authoritative enough to relieve me the duty

of at least bringing the matter before you. Still they do relieve the situa-

tion to a certain extent, so that what I shall have to say on the subject is

based on a hypothesis. If, then, these reports represent at all correctly

the intents of the authorities of Trinity College, I cannot, as a faithful

sentinel on the watch-tower, say, "all's well." On the contrary, I believe

conscientiously that I would be derelict were I not to sound the alarm.

At the New Bern meeting the committee to which was referred the

resolution to take steps for the establishment of a Medical Department
at the University of the state, made the following report: * * *

That in their opinion, there is no necessity for the addition of a Medical
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Department to the State University, and that, at present, the scheme is

utterly impracticable. It is, furthermore, the opinion of the undersigned

that neither the interest in the profession nor the public would be

advanced by the establishment of such a department. In a word, that

the interest of the profession and the public would be more enhanceed

by the support of a few good schools than by the establishment of many
bad ones.

(Signed)

C. J. O'Hagan,
T. D. Haigh,

H. T. Bahnson,
J. Graham.

Although much interested in the success and renown of the University,

I thoroughly endorsed that report, and since that time I have been only

the more confirmed in my opinion that it was eminently wise and is as

applicable now as then.

It is so self-evident that location in a large city is a sine qua non to

a first class Medical School granting diplomas, that I will not take up
your time arguing the matter. North Carolina has no such city and it

therefore follows that the establishment of a school of such pretensions

within our borders is to be deprecated.

The mere suggestion of applying to the legislature for a change in

our laws to exempt the graduates of that, or any other Medical School,

from examination by the Board of Medical Examiners of the State,

should fill us with apprehension. By the passage of such amendment,
practically all that we have accomplished in the way of legislation for

the advancement of the profession in the past thirty years would at one

shot be obliterated. Our dear old state, that, as far as results are con-

cerned, was the pioneer in the movement to regulate the practice of

medicine by law, by having those offering their services to her people

passed upon by a disinterested, and therefore a purely unprejudiced

board would lose her proud position in the very forefront of the line

of medical progress and be relegated to the rear. Any movement looking

to that end would probably meet with so disastrous and earnest an oppo-

sition on the part of the best friends of real medical advancement as to

insure its defeat; but the mere agitation of the subject before the legis-

lature would be fraught with danger. The laity neither understand nor

appreciate, as they ought, the value to them, as well as to ourselves, of

our license law ; the talk of keeping money in the state is mighty with

the average legislature, the school would have its special funds, and
there would surely be a number who, for one cause or another, would
be against all restrictions on the practice of medicine ; and the danger

of the passage of the amendment, or a repeal of the whole statute, let

me assure you, fellow-members, would not be an imaginary one.

I do not believe that the gentlemen whose names have been associated

with the undertaking would knowingly do aught to impune the profession.

Nor can the Society claim the right to prescribe the character of the

enterprise its members may undertake, provided they are ethical; still,

there can certainly be no question as to the propriety and advisability

of an expression of opinion on anything likely to place in jeopardy the
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valuable results of years of effort on its part. And just at this juncture,

it would not only be proper, but wise (it certainly can do no harm and
it might do good), for the Society, in a suitably framed resolution, to

emphatically pronounce against the establishment in our state of anything

in the way of a medical school more pretentious than a purely and exclu-

sively preparatory one, embodying in its curriculum the fundamental

branches of anatomy, physiology, materia medica, and chemistry, with

the sciences collateral to medicine. A school of this character at Trinity

would of course be as unobjectionable as those now in existence. In the

resolution suggested it would also be well to incorporate a formal ex-

pression of opinion as to the minimum facilities of instruction and re-

quirements for graduation on the part of the college that would receive

the endorsement and support of the Society.

Dr. Crowell, president of Trinity College, was accorded the privilege

of addressing the State Medical Society in regard to reference made by
President Lewis in annual address to Medical Department at Trinity,

said:

He, by virtue of his office, was pledged to elevate the standard of

education for all classes of the people in North Carolina. Understanding

that the Medical Society was not satisfied, et cetera, he had asked several

doctors to meet with him to talk the matter over. Which was done. No
recommendation made. Would need ample endorsement.

Dr. S. D. Booth said the society was opposed to "one horse" medical

school.

Dr. George W. Long—for above referenced committee, reported:

First, we unanimously agreed that we would not consider the propo-

sition to establish the Medical Department (above referred to) unless

sufficient endowment was guaranteed, the income from which would be

ample to pay the salaries of the profession and all the expense of said

Medical Department without in any way depending on fees from students.

Second, we did not propose to in any way amend the Medical Laws of

North Carolina, but on the contrary, emphatically said that any man
receiving a diploma from said Medical College should be abundantly able

to meet all requirements of the Board of Medical Examiners.

Third, as the statement has been made on the floor of this Medical
Society, that North Carolina did not possess the talent to fill the pro-

fessorships, we desire to state further, that this conference in no way
intimated from what quarter of the globe the professors should be

chosen, but distinctly said that, with sufficient endowment, the best talent

could and should be commanded.

We respectfully submit the report and ask the Medical Society of the

State of North Carolina to make a record of the same.

(Signed)

Geo. W. Long
Robt. S. Young
Wm. R. Wood
W. T. Cheatham
J. M. Hays
A. G. Carr.



154 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

REPORT ON president's ADDRESS

Sec. 4. While we heartily commend the establishment of preparatory

school of medicine at convenient points in our state, we believe it is

inexpedient and averse to the best interests of the profession to coun-

tenance the organization of a college of medicine in the state unless it

can afford to its students advantages in every way equal to those afforded

by the best schools in the large cities of our country.

W. P. Beall

J. Howell Way
Frank W. Brown

Committee.

About the latter part of 1920 or early part of 1921, Dr. W. P. Few,
who was then the President of Trinity College, now Duke University,

had a conference with Mr. George W. Watts of Durham, looking toward
the establishment of a medical school, using Watt's Hospital in Durham
for clinical teaching, and presumably the school of medicine to be

operated by Trinity College. This would no doubt have called for the

great enlargement of Watts' Hospital. Mr. Watts' untimely death pre-

cluded further consideration of this plan. While the thinking men both

in and out of the medical profession were agreed on the necessity of a

four-year medical school in North Carolina, and were almost unanimous
in the belief that it should be established in connection with the State

University, and while judging from the report made by Dr. I. W. Faison,

chairman of a committee from the State Medical Society quoted else-

where, the authorities of the University, including the trustees, were
apparently unwilling to announce themselves as favoring it and as being

ready to move. The president of Duke University, then Trinity College,

Dr. W. P. Few, was willing and ready to cooperate to the fullest, as

evidenced by a letter to Mr. John Sprunt Hill, who was chairman of

the Medical School Committee of the Durham Chamber of Commerce,
president of the Board of Directors of Watts' Hospital and a member of

the Board of Trustees of the University. The letter follows

:

February 8, 1923.

Mr. John Sprunt Hill

Durham, North Carolina

Dear Mr. Hill:

I am writing to you as chairman of the Medical School Committee
of the Durham Chamber of Commerce and President of the Board
of Trustees of the Watts Hospital. The "Durham plan" for a medical

school, as I understand the plan, has included the undertaking to raise

$50,000 a year for running expenses. This was to be just a first step

towards a large medical school to which the General Assembly would be

asked now or later to authorize the issue of $4,000,000 in bonds or

provide the equivalent in annual appropriations to be available for the

school when an equal amount is secured from other sources. And the

medical school was to be controlled by a board of fifteen trustees to be

appointed by the governor of the state without restrictions.

^
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As you know, it has been announced that the undertaking to raise

$500,000 towards a small beginning of a medical school has been aban-

doned ; and it may not seem to you to be wise to try to go on with the

larger undertaking contemplated in the "Durham plan." I therefore

hope that you, your committee, and your trustees will feel free to offer

to the trustees of the University of North Carolina for their medical

department the cooperation of the Watts Hospital and whatever else you
may have to offer, if that seems to be the wise course to pursue.

While as of course you know, this is now purely a Durham plan and
Trinity College has nothing whatever to do with it, I cannot let this

occasion go by without telling you how deeply I appreciate your cooper-

ation with me in all that I have tried to do for medical education, and
how deeply I appreciate the cooperation of the citizens of Durham
whenever they have had opportunity to cooperate.

I am just as willing now as I have ever been to work for a first class

medical school. And I will be completely loyal to the larger Durham
plan until it succeeds or is finally thrown aside.

Since there is considerable public interest in the subject, I am today
giving the substance of this letter to the state press.

With sentiments of personal esteem and sincere good wishes, I am
Cordially yours.

Copies to: (Signed) W. P. Few.
Mr. M. E. Newsom
Governor Morrison

With so much interest throughout the state in the establishment of

a four year medical college, and with things happening so rapidly or

perhaps I should say with the changing of view points and policies so

rapidly, it was but natural that rumors would spread quickly and widely,

and so President Few felt the need of making a public statement in

regard to his recent attitude and actions in connection therewith. And so

President W. P. Few authorized a brief statement which is essentially

the same as a letter he sent December 22, 1922, to editorial writers of

the state concerning the proposed medical school for North Carolina.

The statement follows

:

"My interest in a medical school has brought an amount and kind of

publicity that I was not prepared for. It is true that I had been thinking

about a medical school for several years and have for some time had plans

in which I have sought to interest others. But before these plans matured
another movement for a medical school was started—this one by the

University of North Carolina.

"It then occurred to me that since we needed one medical school but
not two, it might be well to see if we could assure success for one good
medical school by uniting the two movements. I talked with President
Chase and Governor Morrison about this possibility and they both
thought well of it, and I have talked with two committees appointed to

deal with this whole problem.

"I have said that I thought to build and found a first class medical
school would require a minimum of eight million dollars, and I have
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expressed by belief that the goal might be reached if a sound plan could

be agreed upon. I stated to the committee that if a workable plan of

cooperation between the University of North Carolina and Trinity College

could be found, I would undertake to secure one half of the amount.

"I have never said that I had the money, but that I believed I could

raise it, and I would not have made such a statement if I had not had

good reason to believe that in due time I could succeed in the under-

taking."

Another interesting angle is that when the committee of 22 physicians

from the State Medical Society to consider the four year Medical School,

heretofore referred to, was about to vote on the matter and recommend
that it be established at the State University, by an almost unanimous

vote, Dr. Foy Roberson of Durham asked to be excused from voting for

the reason that should it later turn out that the Medical School would be

established in Durham, he would not like to be on record as having voted

against it. He was of course excused.

The fact that the four year Medical School at the University was

abandoned, at least until some indefinite time in the far distant future,

did not deter President Few for he had seen his own tentative plans

abandoned in the past, but his fertile brain kept its guns constantly

trained on the idea, and his visions materialized on December 11, 1924,

when the late James Benjamin Duke created the Duke foundation, and

provided that four million dollars should be used for the erection of

buildings for the Medical School and Hospital, and also provided ample

income for maintenance, the exact amount to be allocated by the trus-

tees of this foundation from time to time.

Ground was broken for these buildings August 1927. On January 20,

1927, Dr. Wilburt C. Davison, vice dean of John Hopkins and Professor

of Pediatrics in that great Medical School, was selected Dean of the

Medical School of Duke University, and entered upon his duties immedi-

ately. The hospital in connection with Duke University to be used for

teaching clinical medicine will provide about 4-00 beds. It is hoped that

the School of Medicine and the Hospital will be read}^ to open by October

1930.

The President and Trustees of Duke University and the Dean of its

Medical School have a most wonderful opportunity and likewise a great

responsibility. Unhampered by buildings and equipment out of date,

unhampered by members of faculty that might be equally out of date,

with ample money for construction and maintenance, they are com-

missioned to build de novo the grea*:est and best Medical School in the

world. All peoples and nations of the world, and particularly those of us

in the Carolinas are to be congratulated. And thus materializes the vision,

projected by much thought and much study, of one of the great men of

our state. Dr. W. P. Few, President of Duke University, and his worthy

predecessor, Dr. John Franklin Crowell.
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FOURTH GENERAL SESSION

WEDNESDAY, MAY 2, 1928, 8 P. M.

President Burrus in the Chair

The Medical Society of the State of North Carolina met in general

session in the ball room of the Carolina Hotel and was called to order

by the president, Dr. Burrus.

President Burrus announced that the medal awarded by the Moore
County Medical Society had been awarded to Dr. Aldert S. Root, Raleigh,

for the best paper presented at the 1927 session, and asked Dr. Root

to approach the chair.

The president requested Dr. L. B. McBrayer to present the medal

to Dr. Root. Dr. McBrayer said:

You will remember that the Moore County Medical Society contrib-

uted a small amount of money, to be the first put into the North Carolina

Medical Foundation, the interest to be used each year for a medal to

be awarded for the most significant paper presented before the Society

during that year. I think the committee have selected a very good plan.

They have asked the chairman of each section to appoint a committee

of three to select the best paper from that section, paying particular

attention to originality. That gives the committee eight papers, from

which is selected the best paper, and on the author of that paper is

bestowed the medal for that year.

I was just telling Mr. Loranz, the secretary of the Southern Medical

Association, that our profession has improved a great deal in both per-

sonnel and ability during the last few years. It seems to me that since I

was on the State Board of Medical Examiners, that is during the last

ten or twelve years, the education of the men and their training and
ability have improved a great deal. The men are better educated than the

president and I were when we studied medicine, and it shows in the class

of work they do. So in this instance (and it will be the same every year)

there was keen competition. For instance, there was a man selected from
the section on pediatrics. Now, I consider our section on pediatrics the

equal of any, and people outside the state consider it the same way. So
the man on whom this medal is to be bestowed won against the men in

the section on pediatrics ; then he went up against the men from seven

other sections and won against them. He is one of the younger men that

have helped to raise the personnel and attract the attention of people

and doctors outside the state to the high standard and ability and the

splendid character of the work being done by the doctors of North
Carolina. It gives me great pleasure, being so instructed by the committee
and by the president of the Medical Society of the State of North Caro-
lina, and also personally it gives me great pleasure, to present this medal,

the first medal to be awarded under the Moore County Medical Society's

grant, to Dr. Aldert S. Root, of the city of Raleigh. I congratulate you,

Dr. Root.

Dr. Aldert S. Root, Raleigh:

Mr. President, Mr. Secretary, ladies and gentlemen:
I cannot adequately express my thanks to the Moore County Medical

Society and to the committee who functioned in this case for this honor
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which has come to me today. It is the greatest source of satisfaction to

feel that one's efforts are appreciated, and certainly this honor will serve

to stimulate me, as it will stimulate others, to do more work and to do

better work. I thank you, Dr. McBrayer, for your personal remarks.

The following papers were read by title

:

"A Bit of History"—Dr. George M. Cooper, Raleigh.

"Medical Colleges of North Carolina"—Dr. J. Howell Way (de-

ceased) and Dr. L. B. McBrayer, Southern Pines.

The report of the House of Delegates was presented by the Secre-

tary-Treasurer and, on motion, was accepted.

Dr. Frank A. Sharpe, of Greensboro, was unanimously elected as a

member of the Nurses' Examining Board.

INSTALLATION OF PRESIDENT

President Burrus: Nothing affords me more pleasure than turning

the gavel of office over to my successor. I will ask that Dr. B. F. Royal

and Dr. C. A. Julian escort Dr. Thurman D. Kitchin to the chair.

Dr. Kitchin, God knows we need you now, and it is with the greatest

pleasure that I turn the gavel of this office over to you (hands him gavel)

and may the Lord have mercy on your soul

!

Dr. Thurman D. Kitchin, President: Mr. President, I can not, of

course, at this time fully express my appreciation of this honor. For

nearly a quarter of a century I have been intensely interested in every

phase of the medical profession, but I have always been content, as I am
now perfectly content, to remain and serve as a private in the ranks of

the greatest army ever mobilized for the service of mankind. When I think

of the profession as it must be, dynamic and not static, as it must be to

meet the needs of a complicated civilization, when I think of that and
think of meeting the standards of the men who have preceded me and

particularly my immediate predecessor, I confess to you that my joy is

not unmixed. The responsibility is so great that I take it with fear and

trembling. I must say, Mr. President, that there is no man, in my judg-

ment, who could take up the mantle that has fallen from your shoulders

and hold it without staggering. (Applause). But I do appreciate this

honor you have given me, and from the bottom of my heart I promise

that I will do my utmost to keep that trust from being misused.

Dr. J. T. Burrus: This year I have made lots of mistakes; this

year I have made terrible blunders. The medical force of North Carolina

is a wonderful, powerful force from God to safeguard our citizenship.

I have done the best that I can do. For my mistakes, will you not forgive

me.^

There is no man in North Carolina (I say this from my heart) that

I would rather see take the gavel of this office than the one you have

selected, and I believe and I know that he will make you a wiser and

better and safer leader than I have made.

Dr. J. H. Smith: We all know what Dr. Burrus has been through;

we know what the former presidents have been through. I do not think
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it has been done before, but I think it is a thing we can very nicely do
and set it apart as a precedent that, after consultation with the treasurer

of the Society, Dr. Kitchin, a suitable present be purchased and presented
to the retiring president. I shall not name any amount, because I do not

know the condition of the treasury. I therefore move that the incoming
president and the secretary-treasurer be a committee of two to purchase
and present to the retiring president a suitable gift, and that this thing
shall carry them for the future.

This motion was seconded and carried by a rising vote.

The general session then adjourned sine die.



MINUTES OF THE HOUSE OF DELIGATES
MONDAY, APRIL 30, and MAY 2, 1928

MONDAY, APRIL 30, 1928

The House of Delegates met in the ball room of the Carolina Hotel at

8 P. M. and was called to order by the president, Dr. John T. Burrus.

ROLL CALL

The following delegates were present:

County Delegate

Alamance-Caswell C. W. McPherson
Anson
Ashe
Avery
Beaufort R. E. Windley
Bertie

Bladen
Brunswick
Buncombe C. C. Orr, M. A. Griffin, M. L. Stevens, J. LaB. Ward
Burke
Cabarrus P. R. MacFadyen
Caldwell J. D. Rudisill

Carteret K. P. B. Bonner
Catawba J. H. Shuford
Chatham
Cherokee N. B. Adams
Chowan-Perquimans
Cleveland -..

Columbus
Craven
Cumberland O. L. McFadyen
Currituck

Davidson
Davie
Duplin John D. Robinson
Durham-Orange W. C. Davison, H. M. Brinkley

Edgecombe J. M. Baker
Forsyth C. S. Lawrence, Roy Hege, J. K. Pepper
Franklin

Gastcn McG. Anders, C. J. McCombs
Gates

Granville N. C. Daniel
Greene
Guilford, J. L. Spruill, F. A. Sharpe, C. W. Banner, C. A. Julian,

B. B. Lyon.
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County Delegate

Halifax W. G. Suiter

Harnett J. W. Halford

Haywood J. R. MeCracken
Henderson J. S. Brown, Sr.

Hertford

Hoke - S. M. Bittinger

Iredell-Alexander Jas W. Davis (M. R. Adams, proxy)

Jackson
Johnston J. C. Grady
Jones

Lee M, L, Matthews
Lenoir R. S. McGeachy
Lincoln L. A. Crowell

McDowell J. F. Millei

Macon-Clay
Madison Eva M. Locke

Martin W. E. Warrer
Mecklenburg, B. J. Witherspoon, L. C. Todd, J. Q. Myers, Jas. M

Northington, J. P. Matheson.

Mitchell-Watauga
Montgomery
Moore W. C. Mudgett
Nash
New Hanover
Northampton L. E. McDaniel
Onslow Cyrus Thompson
Pamlico O. C. Daniels

Pasquotank-Cainden-Dare C. B. Williams

Pender
Person
Pitt .._ G. G. Dixon
Polk

Randolph G. H. Sumner
Richmond A. B. McCreary
Robeson A. B. Holmes
Rockingham
Rowan C. M. Van Poole, C. M. Van Poole, Jr.

Rutherford
Sampson John D. Kerr
Scotland ..-.

Stanly

Stokes --

Surry R. C. Mitchell

Swain
Transylvania

Union A. D. N. Whitley
Vance H. A. Newell
Wake John B. Wright, H. A. Royster, Albert Anderson
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County Delegate

Warren - - G. H. Macon
Washington-Tyrrell

Wayne C. F. Strosnider, W. H. Smith

Wilkes - - F. C. Hubbard
Wilson --- -- George W. Mitchell

Yadkin -

Yancey • .-.- - --

PRESIDENT'S MESSAGE TO THE HOUSE OF DELEGATES
1928

Dr. John T. Burrus^ President

By ' the action of your nominating committee, at Durham last year,

and the endorsement of our Society, you conferred upon me the honor

of being chosen president of the North Carolina Medical Society. This I

greatly appreciate. No man can reflect honor upon this great organiza-

tion, but to the contrary any man who is selected president will be

honored.

It has been impossible for me to do all I have seen to do, and while I

have not filled every engagement that I would have liked to fill, neither

have I been permitted to go into many of the counties and meet with the

local medical societies, I have endeavored to come in close contact with

the medical organizations in North Carolina as best I could. During the

past year sixty-two speaking engagements have been filled in the interest

of medicine in North Carolina, and in the interest of the citizenship, try-

ing to stimulate the physicians to do better and more conscientious work

than they have ever done before.

This has been an educational year for me. Heretofore, I thought I

knew the medical men of North Carolina, I thought I knew the ability

and willingness of these men, but I did not. I come before you today with

words insufficient to express the high admiration I have for the medical

personnel in this good state. I do not believe that any state has a class of

doctors better, more willing, more capable or more in earnest than has

North Carolina.

I have endeavored to show the citizenship of North Carolina that it

is safe in the hands of the medical men of this state. I have endeavored

to cause that citizenship to select a regular family doctor and go to him

for consultation and advice upon all medical problems. During the year,

believing that it was to the best interest of the medical organization, I

have gone before the civic clubs, high school teachers and parent-teacher

associations, presenting facts that would make them familiar with what

our honorable organization means to the state and what we are trying to

do for our people. I have been able to meet with each of the district

societies—a number of the districts I have attended twice and even three

times.

The cooperation given by the councilors, presidents and secretaries of

the various districts has been so beautiful, sincere, unselfish and so loyal

that words are inadequate to express my appreciation. They have enabled
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me to accomplish what I have accomplished for organized medicine this

year. Permit me here and now to thank you from the bottom of my heart

for helping in this work. The support and cooperation given by the gen-

eral practitioners and the specialists in all lines has been beautiful and

untiring.

In the visitation of the medical societies I have endeavored to select,

as nearly as I could, the smaller groups, the counties with few doctors, in

preference to the larger medical centers. It has been beautiful to see

how many of these smaller counties are functioning. I remember one

county that you should know about, where there are only three members.

They meet every two months, meeting alternately one with the other and

in each other's homes. They are doing a wonderful service. The citizenship

of Jones County should be proud of its three general practitioners.

Realizing that the North Carolina Medical Society has two children,

both of whom we love and should support whole-heartedly, I have endeav-

ored to bring before the doctors of North Carolina the importance of

standing by and upholding the hands of its Board of Medical Examiners

and to support and cooperate in every way possible with the State Board

of Health, in order that the greatest good might be accomplished.

In the beginning of my term of office, I selected a cabinet composed

of the vice presidents, secretary and councilors of the North Carolina

Medical Society, president and secretary of the North Carolina State

Board of Medical Examiners, president and secretary of the North Caro-

lina State Board of Health, and president of the North Carolina Hos-

pital Association. This cabinet was called together early in the year at

which time the policies and activities to be engaged in during the year

were fully decided upon. I have not varied one iota, in so far as I know,

in complying with the directions of that cabinet. At this meeting, which

was held in High Point, there was the finest spirit of support and co-

operation, with all of the cabinet present except two.

It was agreed that we at least go back to the constitution in conducting

our future annual meetings. This I have endeavored to do, and while

we have not, as yet, been able to eliminate some of the sections that should

be thrown together, we will have this year two general sessions each day,

which will be interesting and pleasing to everyone, I am sure. At this

year's session something should be done looking to the elimination of a

number of the sections. The surgeon, general practitioner, specialist and

internist need and should have the advice and experience of each other.

I recommend that the dues be increased. There is only one other

state, and that a small one, that has the same dues as ours—three dollars

per year. This amount is insufficient to carry on the work that our great

organization has before it. Let me urge you, therefore, that it be increased

to five dollars at least. Ten dollar dues would not be burdensome, in my
opinion, to the medical men of North Carolina, and could be used to a

great advantage.

That the by-laws be amended so that each licentiate of the North
Carolina Examining Board is eligible for membership in any County
Society.
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I recommend that the legislative committee be instructed to use its

influence in the abolishment of the excessive and unjust privilege license

tax of twenty-five dollars imposed upon the physicians in this state by
legislation.

That the president's cabinet, in the future, be officially composed of

the vice presidents, secretary and councilors of the North Carolina Medi-
cal Society, president and secretary of the State Board of Health,

president and secretary of the State Board of Medical Examiners and
the president of the North Carolina Hospital Association.

The last subject to bring before the House of Delegates is one that

has caused me a great deal of worry. A question that should have been

settled long since. I regret beyond expression to have to bring this before

you. I had a letter from the Honorable J. W. Bailey, Raleigh, N. C,
attorney for Dr. Harold Glascock, asking for a ruling upon the legality

of any appeal from the decision of the council of the Medical Society

of the state. Also requesting a ruling upon the authority for naming
a special committee which reported upon the Glascock Wake County
Medical Society Controversy in 1927. Mr. Bailey's letter reads as

follows

:

"September 3, 1927

JWB:PEB
Dr. John T. Burrus,

President North Carolina Medical Society,

High Point, N. C.

My Dear Sir:-

Representing Dr. Harold W. Glascock of this city, I respectfully

request that you will make a ruling at your earliest convenience upon the

legality of the action of the House of Delegates of the State Medical
Society in referring to a committee the matter of the refusal of Wake
County Medical Society to recognize the action of the State Medical
Society in recommending that Dr. Glascock was qualified and eligible to

membership in the Wake County Medical Society. You know the facts.

It seems to me the essential matters are—First, that Dr. Glascock's

eligibility and qualifications for membership in the Wake County Medical
Society were duly passed upon by the proper authorities, and therefore

the Wake County Medical Society refused to admit him, and that when
this matter was presented to the State Medical Society, there arose a

discussion and in the discussion it was moved to appoint a committee to

arbitrate the matter evidently being the attitude of the Wake County
Medical Society to the action of the State Medical Society in regard to

Dr. Glascock, his eligibility and qualifications. This committee was ap-

pointed and the committee after a long period recommended that the mat-
ter be referred to the Wake County Medical Society for adjustment.

In view of the above facts, Dr. Glascock desires a ruling from you
on the legality of the appointment of said committee of arbitration, with
a view to adjustment, and of the legality of the committee's action.

We attach hereto a memorandum giving dates, copies of resolutions

and action.

Yours very truly,

(See memorandum "A"). /s/ J. W. Bailey."
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My reply to Mr. Bailey, September 9, 1927, was as follows :-

"September 9, 1927

JTB:KR
Honorable J. W. Bailey,

504 Tucker Building,

Raleigh, N. C.

My dear Sir:-

In reply to your communication of September 3, asking for a ruling

on the legality of the action of the last committee that reported at

Durham on the Wake County Glascock Controversy. I beg to acknowledge

your request and advise that this matter is now under consideration. As
soon as due deliberation can be given it, a decision will be handed you,

also to the Wake County Medical Society.

Very truly yours,

/s/ J. T. Burrus."

On the same day I wrote the president and secretary of the Wake
County Medical Society this letter:

"September 9, 1927

JTB:KR
To the President and Secretary,

Wake County Medical Society,

Raleigh, N. C.

Gentlemen :-

I have before me a communication from Honorable J. W. Bailey,

attorney for Dr. Harold Glascock, asking for a ruling upon the Wake
County controversy at the Durham meeting.

I desire, very reluctantly, to communicate with you regarding this

matter, but believe that this demands a reply at once.

I will be glad to hear any argument that you would like to submit

before a ruling is submitted upon the question.

With kind regards for you and each of your members, I am,

Cordially yours,

/s/ J. T. Burrus."

To this letter I received no reply.

On November 12, 1927, a second letter was received from Honorable
Mr. Bailey:

"November 12, 1927

JWB:PEB
Dr. J. T. Burrus,

High Point, N. C.

My dear Dr. Burrus :-

You will recall that I wrote you a letter as attorney for Dr. Harold
Glascock of this city, requesting a ruling. Will you be kind enough to
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give me advice on the matter. If the ruling has been made kindly let me
have a copy of it, and if it has not been made, will you let me know when
we may hope to expect it?

Very truly yours,

/s/ J. W. Bailey."

My reply to this letter was

:

"November 14, 1927

JTB:KR
Honorable Josiah W. Bailey,

Raleigh, N. C.

My dear Mr. Bailey :-

I am just in receipt of your letter of the 11th. In reply wish to advise

that a final ruling has not been made upon the Wake County Glascock

controversy, but the ruling will be given you the first of the year.

At a meeting of the cabinet recently it was the unanimous opinion that

there was no law in the constitution or by-laws governing the State

Medical Society that would override the action of the Board of Coun-

cilors.

When a ruling is submitted it will be in accord with this.

Very truly yours,

/s/ J. T. Burrus."

Sometime after the meeting of the cabinet, I gave to Mr. Bailey this

letter

:

"Honorable J. W. Bailey,

Raleigh, N. C.

My dear Mr. Bailey :-

Sometime ago you requested a ruling upon the legality of the final

action of the councilors of the North Carolina Medical Society on the

case of Dr. Harold Glascock. I quote from Chapter 8, Section 3

—

By-laws, of the North Carolina Medical Society:

'Collectively the Coui .cil shall be the board of censors of the Society

It shall consider all questions involving the rights and standing of mem-

bers, whether in relation to other members, to the component societies,

or to this Society. All questions of an ethical nature brought before thle

House of Delegates or the general meetin,g shall be referred to the

Council without discussion. It shall hear and decide all questions of

discipline affecting the conduct of members of a county society, upon

which an appeal is taken from the decision of an individual councilor.

Its decision in all such cases shall be final.'

Chapter 1, Section 2—By-laws:

'The members of this Society shall be the members of the component

county medical societies.'

Chapter 4, Section 6—By-laws:

'It shall make careful inquiry into the condition of the profession of

each county in the State, and shall have authority to adopt such methods

may be deemed most efficient for building up and increasing the inter-
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est in such county societies as already exist, and for organizing the pro-

fession in counties where societies do not exist. It shall especially and

systematically endeavor to promote friendly intercourse between physi-

cians of the same locality, and shall continue these efforts until each

physician in every county of the State, who can be made reputable has

been brought under medical society influences.'

Chapter 14, Section 5—By-laws:

'Each county society shall judge of the qualifications of its members,

but as such societies are the only portals to this society and to the

American Medical Association every reputable and legally registered

white physician xoho is practicing or will agree to practice, non-sectarian

medicine, shall be entitled to membership. Before a charter is issued to

any county society, full and ample notice and opportunity shall be

given every physician in the county to become a member.'

Chapter 14, Section 6—By-laws:

'Any physician who may feel aggrieved by the action of the society

of his county in refusing him membership, or in suspending or expelling

him, shall have the right of appeal to the council and to the House of

Delegates.'

My interpretation of the sections of the Constitution and By-laws

as quoted, is that the act of all members and all authorized physicians

practicing medicine in any county in North Carolina, if aggrieved, may
submit to the councilor of the district in which the county is situated. The
ruling of that councilor, when sustained by the council as a whole,

is final, and that the council as a whole must settle all acts of grievances

of members or physicians. Their decision is final.

My interpretation is that the decision of the council which instructed

that Dr. Harold Glascock be enrolled as a member of the Wake County
Medical Society is final. There is no authority for the appointment of a

committee to revise or reverse the council's decision, or for the House of

Delegates to receive a report from such committee. The house had a right

to appoint a committee for purpose of settling the matter amicably.

Very truly yours,

/s/ J. T. Burrus."

To the House of Delegates : I recommend that the act of the council

be sustained and that Wake County Medical Society be given ninety days

in which to comply with the instructions of the council. If it refuses to

obey this ruling that the secretary of this association be instructed by
this House of Delegates, now assembled, to take from the Wake County
Medical Society its charter because of its refusal to obey the mandate of

the councilors of the North Carolina Medical Society.

Dr. R. F. Leinbach, second vice-president, on motion of Dr. Mc-
Brayer, appointed the following committee on the president's message:
Dr. Cyrus Thompson, Dr. John Q. Myers, Dr. J. L. Spruill.
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ANNUAL REPORT OF THE SECRETARY-TREASURER
1927-1928

To the Medical Society of the State of North Carolina:

Your secretary has endeavored to issue all notices of election or

appointment of officers and / or committees, and transact all the business

connected with the office.

He has endeavored to cooperate with President Burrus in all his plans

and to render such service as might be possible. It seems nothing but

proper for the secretary to put into the record the fact that President

Burrus has done an immense amount of work for the organization during

the year at great expenditure of thought, energy, time and money, and

we believe has accomplished great good. He deserves our sincere thanks

and appreciation, which I am sure he has, for this splendid work.

Early in the year President Burrus called together the officers and

councilors of the Society with a few other members and outlined his plan

of work for the year and presented to them a few concrete things for

all of which he requested their consideration and approval, or disap-

proval. Their unanimous approval was given. The secretary relayed to

the presidents of the district meetings such suggestions affecting their

office as were agreed upon.

On February 23rd, the secretary mailed to the councilors a letter

setting forth the four objectives of the president as he has gone over the

state speaking to district and county societies and to lay audiences, with

the request that they see that these matters were presented to every club

of every name in their district and enough copies were enclosed to enable

the councilors to send one copy to the president of each County Medical

Society in his district.

The four objectives were:

1. Annual health examinations.

2. That it was the duty of the doctors, and every doctor, to render to the

people that type of medical service that will assure to them all that

medical science affords.

3. To get over to the people that the doctors in their community are the

doctors that they need to take care of them, that these doctors are

competent to do this and there has probably no life been saved by

going outside of North Carolina that could not have been saved by

remaining in North Carolina, and if they needed to go to some other

than their family physician, the said family physician was the person

to direct them in this as in all other things medical.

4. That the State Board of Medical Examiners and State Board of

Health are the children of the State Medical Society, and as such,

should be fostered and supported by our profession, singly and col-

lectively.

December 13, 1927, the president called together at his hospital, the

chairmen of all the sections, and after a delightful dinner, the evening

was spent in planning the program for this meeting, and the program has

been built up according to said plans, modified slightly by agreement

reached by correspondence. It was hoped by the group that the morning
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single session would enable the Fellows of the Society to decide whether

they preferred to do away entirely with the sections and divide the

society into two groups, medicine and surgery, as was suggested at last

session, and which is now pending before the Committee on By-Laws.
The Iredell-Alexander Society has presented a matter in regard to

reduction of state license tax on physicians. This matter will no doubt

be presented to the House of Delegates by the delegate from that society.

The idea has been endorsed by a large number of county societies, and
seems to have merit. Correspondence from this and other societies in

regard to this matter is attached hereto.

It is to be regretted that April 30th and May 1st and 2nd were the

earliest and about the only dates that we could get the Carolina Hotel

for this meeting, for the reason that several medical meetings are goirg

on in Washington, D. C, that a number of our men feel duty bound to

attend. A few of them will be able to reach here by Wednesday morning,

while others will be prevented from attending this session. Pinehurst In-

corporated said they could give us our regular date and take care of us

at the other hotels, but after discussing the matter with the president

and others including the local profession, it was thought better to

accept this date and use the Carolina, probably none of us thinking of

the Washington meetings at the moment.

I found great pleasure during the year in visiting more district

meetings, and more county societies than ever before. The many visits to

the Cumberland County Medical Society have been greatly enjoyed. This

county society is for its size, in a class by itself, due, so the members
declare, to their efficient secretary. Dr. O. L. McFadyen of Fayetteville

and the society recently showed its appreciation of this splendid service

by presenting to Dr. McFadyen a beautiful gold watch and chain, suit-

ably engraved.

The secretary and general manager of the American Medical Asso-

ciation, Dr. West, advises that our delegates to the American Medical
Association do not receive the recognition on committees, etc., he would
like to see them accorded, on account of the fact that, as at this session,

two of our delegates will be selected only a very short time before the

annual session of the American Medical Association, and it has been
necessary to appoint all the important committees several weeks ago.

This could be remedied by the nominating committee selecting our dele-

gates one year in advance, which could probably be handled without

specific legislation. Correspondence with Dr. Olin West in regard to this

matter is attached hereto for further information.

Our society has sustained great loss during the year in the death of

two of its officers

:

Dr. A. T. Pritchard, Asheville, Councilor of the Tenth District, was
deeply and energetically interested in organized medicine and had
devoted much time and thought to the work in his district. He was
president of the Association of Southern Railroad Surgeons at the time

of his death. The president appointed Dr. J. F. Abel of Waynesville to

succeed him.

Dr. Carl P. Parker was chairman of the Section on Chemistry,
Materia Medica and Therapeutics. He came to the president's conference
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with the chairmen of sections, and his ideas were valuable and were
appreciated. He prepared his section program and mailed it to the

secretary at the proper time, but death took him before the programs
were printed. He was a leader of men. His untimely end is a great loss

to organized medicine and to the state, both of whom he delighted to

serve.

It is a pleasure to bring to your attention a resolution of comity and
good will, passed by the North Carolina Dental Society, which should

receive official notice and action by our Society. The official copy is

attached hereto. It reads as follows

:

"Whereas the Dental and Medical Professions have come to realize

that there is no way to control the alarming increase of digestive diseases

so well as through the discovery and treatment of many foci of infection

in their beginnings ; and whereas in North Carolina these two professions

are closely in accord, harmoniously cooperative and maintaining the most

cordial and friendly relations, the one with the other ; and whereas

Dr. J. T. Burrus, president of the State Medical Society, has so splendid-

ly, throughly and unselfishly commended the dental and medical profes-

sions of the state to the people of the state ; and whereas his activities in

cooperation with the secretary of the State Board of Health have done

so much to cement, enhance and beautify the friendly relations existing

between dentistry and medicine, and between the two professions and

the people.

Now, therefore, be it resolved that the North Carolina Dental Society

hereby express its appreciation to the president of the Medical Society

of the State of North Carolina and to the secretary of the State Board

of Health, thereby evidencing its purpose to foster the existing friendly

relations and triple opportunity for service to the state, which is so

auspiciously and happily existing between the Dental Society, the Medical

Society of North Carolina, and the State Board of Health ; that a copy of

these resolutions be spread upon our minutes, and a copy be sent to the

president of the Medical Society, a copy to the secretary of the State

Medical Society, a copy to the secretary of the State Board of Health,

a copy to the governor of the state, and a copy to the press."

(Signed) Dennis Keel, Sec'y-Treas.

North Carolina Dental Society.

The 'liability insurance' through the Aetna Insurance Company at

a rate 33 1-3 per cent less than formerly paid, seems to be giving satis-

faction, only one complaint having been brought to our attention and that

being satisfactorily and promptly adjusted. While we have not attempted

to check up the total liability insurance being carried with this company
by our members, as of this date, yet we feel safe in saying that the money
saved by this arrangement is much more than the annual dues paid to

this society by all its members and perhaps at this time approaches twice

the amount. It would be advantageous if this society should arrange

with the Aetna to extend this service at a similar reduction in rate to

hospitals operated by our members and perhaps to hospitals where the

medical staff is composed only of members of this society. You perhaps

I
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know that the Aetna will not write liability insurance for any physician
who is not a member of his County and State Medical Society.

We are attaching hereto the financial transactions of the office, with
certificate from Page Trust Company, Aberdeen, covering cash balance
and certificates of deposit.

FINANCIAL STATEMENT
APRIL 14, 1927, TO APRIL 27, 1928

RECEIPTS
Balance April 14th, 1927 «! 34,0 34
Error Aprfl checks qj
Transferred from Savings _ 2 .500.00

Interest on above 95 Og
Sale one copy transactions 5 00
Dues Collected

5,385.00

Total Receipts eg 32g

DISBURSEMENTS
Check No. 420~City Telephone Company, Feb.-Mar. Acc't 5.05

421—Waylon Blue, refund dues overpaid .50

422—Mary Bulla, expense registrar Durham 10.65
" 423—Mrs. E. S. Pedigo, clerical work 30 hours .... 15.00

424—Presbyteriai* Standard, 2700 programs 135.00
425—Mary Robinson, expenses and reporting 52.08
426—Mrs. Josephine Unger, expenses and reporting 55.00
427—Washington Duke Hotel, expenses reporters ... 25.05
428—Page Trust Co., transferred to savings acc't 1,000.00
429—Western Union, April messages 4.49

" 430—Helen B. Mullen, postage _.... 8.00
431—D. G. Stutz, express on transactions _. .53

432—City Telephone Company, May Acc't 1.80
433—Sandhill Citizen, printing 1,000 envelopes 6.50
434—Mary E. Reik, reporter 121.35

" 435—Helen B. Mullen, postage 6.16
436—Western Union, May Messages .30

437—Dr. L. B. McBrayer, salary May, June, July,

August 200.00
438—D. G. Stutz, express letterheads 2.23

439—Miss Mary Robinson, work on transactions .. 50.00
440—Mrs. J. B. Unger, reporting 23.50

441—Presbyterian Standards, letterheads 109.20
442—Mrs. Anne B. Edwards, stenographic services 4.25
443—Cartherine E. Hughes 4.75
444—Lucy F. Lay, clerical work for transactions ... 15.60

" 445—Void
446—Ethel Day, clerical work on transactions 25.92
447—Christian & King, postage on returned books ... 1.50

41
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" " 448—Western Union, June messages .___ 6.42

" " 449—Mrs. Parke W. Fisher, work on transactions - 81.00

" " 450—Void
" " 451—D. G. Stutz, express transactions .77

" " 4.52—Western Union, July messages 4.50

" " 453—N. C. Tuberculosis Ass'n, Miss Robinson's

check for work on transac'Jons drawn on that

account in error 121.93

" " 454—Christian & King, printing transactions, first

installment per contract ... ... 1,000.00

" " 455—Collier C. Kirby, index to tra .sactions 50.00

" " 456—Western Union, August messages .30

" " 457—Dr. L. B. McBrayer, salary Sept., Oct., Nov.,

Dec. ..... -. .- -- 200.00

" " 458—Christian & King, postage transactions 100.00

" " 459—Dalton & Johnson, flowers Dr. Way's funeral 26.00

" " 460—Western Union, September messages 30

" " 461—Christian & King, second installment per

contract 1,000.00

" " 462—Christian & King, postage transactions .... .. 145.35

" " 463—N. C. Tuberculosis Ass n, postage 90.48

" " 464—Western Union, October messages .... .65

" " 465—Dr. L. B. McBrayer, postage transactions

returned . .. .. 1-35

" " 466—Western Union, November messages .60

" " 467—Christian & King, four reprints . . - 40.30

" " 468—Western Union, December messages 1.70

" " 469—Foss & Morris, lOM envelopes and signature . 38.45

470—Dr. L. B. McBrayer, Salary Jan. Feb. Mar.

and April . . . - - 200.00

" " 471—Foss & Morris, printing 2M membership cards 10.00

" " 472—Western Union, Ja-.uaiy messages .... 1.80

" " 473—Western Union, February messages ...- — .30

" " 474—Dr. L. B. McBrayer, postage . 29.32

" " 475—Dixie Printing Co., lOM envelopes ... 25.00

" " 476—Foss & Morris, envelopes and letterheads 25.00

" " 477—Dr. L. B. McBrayer, postage programs 55.41

" " 478—Void
" " 479—Desma Brown, services typing 54.00

" " 480—Dr. L. B. McBrayer, postage programs 1.59

" " 481—Dr. L. B. McBrayer, postage programs 2.13

" " 482—D. G. Stutz, express programs 2.90

" " 483—Page Trust Company, transferred to savings

Account 3,500.00

Check returned no furds -- 36.00

Total Disbursements $8,737,96

Balance per check book April 27th, 1928 ..... 587.45
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Checks outstanding

197 : -. $ 1.00

351 -- _ - -- - 3.00

447 -.... 1.50

480 _ - 1.59

481 2.13

482 _ 2.90 12.12

Balance at Page Trust Co., April 27th, 1928 ._. $ 599.57

DISTRIBUTION OF EXPENSES

Salary Secretary-Treasurer $ 600.00

Stenographer and extra help 69.00

Printing and Mailing Transactions 2,249.50

Reporting, editing, indexing and reading proof of Transactions 630.43

Programs *: 135.00

Postage, express, telephone, telegraph 226.43

Refunded dues - .50

Expenses Registrar at Durham _ 10.65

Transferred to Savings Account 3,500.00

Printing letterheads and envelopes ._ — 214.15

Flowers Dr. Way's funeral 26.00

Reprints ....._ 40.30

Checks returned no funds - 36.00

$8,737.96

BALANCE SHEET

Balance Operating Account Page Trust Company April 27, 1928 - - $ 587.45

Outstanding checks 12.12

Actual Balance Operating Account April 27, 1928 $ 599.57

Savings Account Page Trust Company, April 27, 1928 $4,000.00

Total funds available April 27:h, 1928 $4,599.57

Aberdeen, N. C, April 27, 1928

Medical Society of State of North Carolina,

Southern Pines, N. C.

Gentlemen

:

This is to certify that the balance on deposit with us this date to the

credit of your checking account is $.599.57. In addition, you have on
deposit with us the sum of $4,000.00 bearing interest at four per cent,

represented by our Certificates of Deposit, No. 1608 for $500.00 and No.
1609 for $3,500.00, both dated April 27, 1928.

Very truly yours,

D. I. McKeithen,
Cashier.
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The president appointed the following Committee on Finance: Dr.

C. W. Banner, Dr. L. A. Crowell, Dr. J. H. Shuford.

The report of the secretary-treasurer was referred to the Committee

on Finance.

REPORT OF DELEGATES TO THE AMERICAN MEDICAL
ASSOCIATION

First of all we report that at the 1927 meeting of the A. M. A. all

your delegates to that association were present, thus upholding the record

of our State Society of full representation in the House of Delegates.

A complete report on all matters that were considered by the House
of Delegates and the actions taken thereon would be profitable and would
lead to a better appreciation of the enormous work which our national

association is doing for the advancement of professional and public good.

Such a report is, of course, not possible here.

Important action bearing:

On the Therapeutic Use, Prescribing and Distribution of Medi-

cinal Liquors

;

On Medical Education

;

On Nurses' Training and Education

;

On Income Tax Exemption

;

On Harmful Cosmetics

;

On Expert Testimony;

On Home for Indigent Physicians

;

and on many other matters we omit from our report in order to give space

to the things which we think will be of greatest interest to our society.

The actions of the greatest importance were the outgrowth of the

reports of the varied activities and the recommendations of the Board
of Trustees and the Judicial Council whose work as you know, goes on

throughout the year.

The Board of trustees in line with its policy of service to the profes-

sion has created a Council of Physical Therapy. All are familiar with

the invaluable work that has for years been done by the Council on

Pharmacy and Chemistry in investigating new remedies, examination of

non-official drugs and analyses of nostrums. The Council on Physical

Therapy will work along similar lines with a view to protection of the

profession and the public against fraud and objectionable advertising in

connection with the manufacture and sale of apparatus for physical

therapy and in connection with methods used in that field and in investi-

gating the value and limitations of the various modes of treatment by
physical therapy.

In the work of the Judicial Council the following we consider of

interest

:

They had been asked for a definition of the word "clinic" as used by

those doing so-called group practice. They report that originally in its

verbal form it meant to recline and in its nominal form that on which

one reclines ; namely a bed. Later it acquired the somewhat specific mean
ing of a bed of sickness. With the recognition of the importance of prac

J
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tical instruction at the bedside in the teaching of medicine the term

"clinique" or "clinic" was introduced to designate an institution or school

where students were taught by the examination and treatment of patients

in their presence and the application of the term to a teaching institution

has been retained up to very recent times. Recently the term "clinic" has

been adopted by groups of physicians to designate their offices or work-

shops, but that its use in this way does not, in the opinion of the Judicial

Council, find justification in the original significance of the word.

The Council had also been asked at a previous meeting to investigate

the subject of contract practice and to present a report on same. In an

exhaustive report on this subject they conclude that contract practice per

se is not an ethical question, ethics being concerned only with the form

of the contract and the conditions under which it is made. That there are

many conditions under which contract practice is legitimate and ethical

and that each case must be judged on its own merits after all the facts

pertaining thereto are known. It is unethical First, when the compensation

received is less than usual fees paid for same class of service in the same
community. Second ; When compensation is so low as to make it impossi-

ble for proper service to be rendered. Third: When there is underbidding

by physicians in order to secure contract. Fourth: When a reasonable

degree of free choice physicians is denied those cared for in a community
where other physicians are available. Fifth: Where there is solicitation

of patients.

Another important matter presented by the Judicial Council related

to conditions of membership. There have been submitted for decision

questions bearing on membership which make it clear to the council that

a few slight changes are desirable in our fundamental law if consistent

and effective decisions are to be made possible.

It is generally recognized that the county society has the sole right

to determine who shall or shall not be admitted to membership. As mem-
bership in the state association and in the national association is made
dependent on membership in the county society it is provided that a phy-
sician who has been refused admittance to his county society may appeal

to the board of councilors who may over-rule the action of the county

society and direct that the rejected person be admitted to membership.
It is at this point that difficulties arise. There is no way of enforcing the

mandate.

Of course, the state association may revoke the charter of the local

society which the council likened to killing the goose to get an egg which
after all may be bad.

They think it is not possible to remove from the local society the right

to judge as to who shall be admitted to its membership and that the

attempt to force a local society to accept as a member one who has been
rejected by a fair vote of the society can only result in disaster to the

organization. On the other hand, local prejudice or personal animosity
may unjustly debar him from membership in the state and national

association.

The Judicial Council recommends that this difficulty be overcome
either by providing that the local society shall not be the sole judge ay



176 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

to who shall be admitted to the state society or by providing that the

state and national associations may under certain conditions determine

their own membership.

That no one should be permitted to apply directly to the state associa-

tion for membership unless and until he has been definitely refused admit-

tance to his local society and until he has appealed his case to the council-

ors of the state association and only then provided the council has given his

appeal a fair hearing and is convinced that he has been unjustly kept

out of his local society, and that it is impossible to reconcile the local

society to admitting him to membership, and provided further that the

state council recommends him for membership in the state association.

That the state house of delegates may then elect him to membership, in

which case he would thereby become a member of the A. M. A.

That the house of delegates of the state association should also have

the power to expel a man from membership in case the local society

refused to do so on the advice and recommendation of the council.

That the House of Delegates of the A. M. A. on the recommendation
of the Judicial Council should have the power to expel a member in case

the state association and local society refused to do so.

That the House of Delegates of the A. M. A. and of the several state

associations make such amendments to their by-laws as will make effective

the foregoing recommendation.

In accordance with the above mentioned recommendation an amend-
ment to the by-laws was voted upon and carried and an amendment to

the constitution giving to the House of Delegates power to discipline or

expel a member of the A. M. A. was also voted upon and although only

two votes were cast against it and 101 for it, it failed to pass, a three-

fourths vote (119) of the enrolled delegates being necessary to amend
the constitution. This same amendment was again presented to be voted

on this year at which time it will doubtless pass.

Respectfully submitted,

M. L. Stevens,

W. D. James,

J. G. Murphy.

REPORT OF THE MEDICAL FOUNDATION COMMITTEE TO
THE MEDICAL SOCIETY OF THE STATE OF

NORTH CAROLINA

Your committee named at the last annual meeting of the Society held

in Durham, North Carolina, in April, 1927, to consider and make recom-

mendations for the establishment of a Medical Foundation offers the

following report:

The committee requested the Wachovia Bank and Trust Company to

state the terms and conditions upon which it would accept and administer

funds and other properties donated by deed or gift or will or otherwise

for the purposes of a Medical Foundation ; and the Wachovia Bank and

Trust Company at the regular quarterly meeting of the Board of Direc-

tors on the 10th day of April, 1928, adopted a resolution, a copy of which

is attached hereto as a part of this report.
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Your committee recommends that the Medical Society of the State
of North Carolina accept the offer of the Wachovia Bank and Trust
Company as set forth in the above mentioned resolution to receive and
administer funds and other properties under the general name of The
North Carolina Medical Foundation, and that the Society at this session
take such formal steps, including naming a Foundation Committee, as

called for in the resolution as are necessary to put the Foundation into
operation.

This 30th day of April, 1928.

Respectfully submitted,

M. L, Stevens,

L. A. Crowell,

J. P. Matheson,
John T. Burrus,

James M. Parrott, Chairman,
Committee on Medical Foundation.

DECLARATION OF TRUST CREATING THE NORTH
CAROLINA MEDICAL FOUNDATION

The Board of Directors of the Wachovia Bank and Trust Company
does hereby on the 10th day of April, 1928, adopt the following resolu-
tion and declaration:

At the request of the committee of the Medical Society of the State
of North Carolina and with a view of encouraging gifts by will or
otherwise for the charitable purposes hereinafter set forth and for the
uses and purposes and with the powers and duties also hereinafter set

forth, all bequests so held to be known as constituting The North Caro-
lina Medical Foundation and to be administered, managed and dealt with,
save as hereinafter provided, as a single trust.

From the time the donor or testator provides that the income shall be
available for said foundation, such income, less proper charges and
expenses, shall be devoted perpetually to charitable purposes as herein-
after indicated. Without limiting in any way the charitable purposes for
which such income may be used and merely by way of illustration, it shall
be available for assisting in promoting the science of medicine; in encour-
aging post-graduate medical instruction ; in correlating medical activities

;

in helping indigent doctors and their families; in educating the public
about medical matters, and in any and all other objects and causes that
may in any reasonable way be construed as promotive of the interests of
medical science and practice in the State of North Carolina.

The distribution of the income for the purposes above-mentioned shall
be in the absolute and uncontrolled discretion of a majority in number of
a committee to be constituted as hereinafter provided and to be known
as and called The North Carolina Medical Foundation Committee.

Said committee shall have no power with respect to the management
of the trust estate or funds but shall have power in its unfettered dis-
cretion to use or distribute the net income at such times and in such
manner as will best accomplish the purposes expressed herein; provided
that, if the contributors to the trust in the instruments making their
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contributions indicate their desire (1) as to the time when and the pur-

pose for which the principal contributed by them shall be distributed or

(2) as to purpose for which the income of their contributions shall be

used either for a definite or indefinite period of time, the trustee and the

committee shall be governed by and follow the wishes so expressed so

long as and to the extent that it shall seem to the committee, under con-

ditions as they may from time to time exist, wise and beneficial so to do,

absolute discretion being vested in the committee to determine with re-

spect thereto. Principal or income diverted under this power from the

specific purpose so indicated shall be used and distributed for the general

purposes of the trust.

Said committee shall be composed of residents of the State of North

Carolina, men or women, who are members in good standing of the

Medical Society of the State of North Carolina. The said committee shall

be elected as follows : At the first regular meeting of the Medical Society

of the State of North Carolina after the adoption of this resolution five

members shall be elected, one to serve one year, one to serve two years,

one to serve three years, one to serve four years, and one to serve five

years, and each to serve until his successor has been elected and qualified

and at each meeting of the Medical Society of the State of North Carolina

thereafter one member of said committee shall be elected for a period of

five years to succeed the member whose term shall then expire.

All appointments shall be in writing and shall be filed with the trustee.

Vacancies in the committee, however cause, shall be filled for the

unexpired term by the remaining members of the committee and if they

shall fail to act, by the president or other presiding officer of the

Medical Society of the State of North Carolina and, if for any reason

he shall not fill the vacancy, then the trustee shall request in writing a

committee composed of the Governor of the State of North Carolina, the

Chief Justice of the State of North Carolina, the Superintendent of

Public Instruction of the State of North Carolina, the President of the

State Board of Health of the State of North Carolina, and the President

of the Medical Society of the State of North Carolina, to fill such vacan-

cy and, if they shall not act, then the trustee shall, itself, have authority

to name a committee to act until the said Medical Society of the State of

North Carolina shall fill the vacancy in due course.

Said committee first appointed shall meet within sixty days after all

the members thereof have been appointed at a time and place to be desig-

nated by the trustee and shall organize by the selection of one of its

number as chairman who shall hold office until the next ensuing annual

meeting. Said committee shall have power to fix the time of its annual

meeting and such other meetings as it shall deem necessary and to adopt

rules for the conduct of its business. At each annual meeting said com-

mittee shall elect one of its members chairman for the term of one year

and shall elect a secretary who may or may not be a member of the

committee. It shall keep complete records of its proceedings, receipts

and disbursements, copies of which records for the preceding calendar

year shall be filed with the trustee on or before the eighth day of January

in each year. A majority of said committee shall constitute a quorum but
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the affirmative vote of a majority of all members of said committee shall

be necessary for the disbursement of any funds subject to its control.

Expenses of the committee incident to the discharge of its duties,

including compensation for its secretary, shall be paid out of the income

but the members of the committee shall serve without compensation. Dis-

bursements of income which has become subject to the control of the

committee shall be made by the trustee on the written order of a majority

of the committee given at a regular or properly called meeting and in such

form as the trustee may prescribe and such written order shall constitute

full and complete authority to the trustee for the disbursements therein

called for.

Successor trustees, however or for whatever reason appointed or

created, shall have all the powers and discretion and be charged with like

duties in all respects as herein conferred upon Wachovia Bank and Trust

Company.
To assure further the carrying out of the purpose of the North

Carolina Medical Foundation, each of the provisions of this declaration

of trust shall be regarded and construed as independent of every other

provision to the extent that, in case of court of last resort shall adjudge

that any of the terms, conditions, or provisions of this declaration of trust

are invalid, such adjudication shall in no wise affect the validity of the

remaining provisions ; and the Board of Directors of Wachovia Bank and

Trust Company, by a two-thirds vote of the entire Board of Directors,

at a regular meeting or one called specially for that purpose, is empowered
to direct that the administration of the trust be proceeded with in such

a manner as in its judgment shall most nearly conform to the charitable

intention and purposes of the said Foundation, due consideration being

given to changed conditions and varying circumstances.

The Attorney General of the State of North Carolina shall have the

right to institute appropriate proceedings in any court of competent

jurisdiction to restrain, correct, or recover for any maladministration of

the trust estate by the trustee or the committee and shall at all reason-

able times have the right to inspect the books, vouchers, and records of

the trustee and the committee in any way pertaining to the Foundation.

In administering the property constituting such Foundation and sub-

ject to all lawful conditions and limitations contained in the instruments

of gift, devise, and bequest, the trustee shall have power in its own dis-

cretion to retain any property which may be given, devised or bequeathed

to it as a part of said Foundation, to sell, lease, transfer, or exchange all

or any part of the property which may at any time form part of said

Foundation at such prices, upon such terms and conditions, and in such

manner as it may deem best ; to invest and reinvest the principal of said

Foundation in such loans, securities or real estate as it may deem
suitable, and, unless otherwise specifically provided in the instrument

creating the particular trust, to execute and deliver any proxies, powers

of attorney or agreements that it may deem necessary or proper; to

determine whether money or property coming into its possession shall be

treated as principal or income, to charge or appertain any expenses or

leases to principal or income as it may deem just and equitable; to select

and employ in and about the execution of the trust suitable agents and
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attorneys and to pay their reasonable compensation and expenses ; to fix

the compensation of the secretary to the committee ; to retain out of the

income reasonable compensation for its own services, not exceeding the

compensation from time to time allowed by the laws of North Carolina to

trustees for the management of charitable trust estates ; and generally

to do and perform each and every act and thing proper and convenient

fully to carry out the purposes expressed herein or in any instrument by
which a contribution may be made to said Foundation according to the

spirit and intent thereof. The trustee shall in no event be held liable for

any neglect, omission, or wrong-doing of its agents or attorneys, provided

reasonable care shall have been exercised in their selection and save for

its own gross neglect or wilful default shall not be liable for any loss or

damage.

On motion of Dr. John Q. Myers, seconded by Dr. C. S. Lawrence,

the report of the committee was accepted.

Upon motion of Dr. Charles A. Julian duly seconded, the following

resolution was adopted:

BE IT RESOLVED, that the Medical Society of the State of North

Carolina in annual session assembled at Pineluirst, North Carolina, on

the 30th day of April, May 1st and 2nd, 1928, accept the offer of the

Wachovia Bank and Trust Company to receive and administer funds and

other properties under the general name The North Carolina Medical

Foundation in accordance with the terms of the resolution of the said

trust company included in report of the committee on the Medical Foun-

dation ; and

BE IT RESOLVED FURTHER that the Medical Society of the

State of North Carolina proceed to name a Foundation Committee in

accordance with the terms of the provisions of the resolution; and

BE IT RESOLVED FURTHER that a copy of this resolution duly

signed by the president and attested by the secretary of the Medical

Society of the State of North Carolina be sent to the Wachovia Bank and
Trust Company, Winston-Salem, North Carolina, as evidence of the

acceptance by the Medical Society of the State of North Carolina of the

offer of the Wachovia Bank and Trust Company to serve as trustees for

The North Carolina Medical Foundation.

A rising vote of thanks was extended to the committee for its work.

REPORT OF COMMITTEE ON MEMORIAL FOR THE NORTH
CAROLINA PHYSICIANS WHO DIED IN THE WORLD WAR
Dr. L. B. McBrayer, a member of the committee, reported that the

comittee is conferring with Dr. W. C. Davison, Dean of the Duke Uni-

versity Medical School, in regard to placing a tablet at the entrance to

one of the buildings at the Duke University Medical School when the

building is sufficiently advanced.

The report was accepted and the committee continued.
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REPORT OF COMMITTEE ON PUBLIC POLICY AND
LEGISLATION

Dr. K. P. B. Bonner, Chairman, made the following report:

Inasmuch as the year just passed has been an off year in the state

for legislation, the committee has very little to report. Other than activi-

ties pertaining to legislation before Congress there has been very little

to do. Our president, through his cabinet, has covered public policy very

ably, so the committee has confined itself to legislation. During the coming

year the committee will have a very arduous task, as the legislature will

meet in January of next year.

REPORT OF COMMITTEE ON CENTRALIZATION OF STATE
INSTITUTIONS

Dr. Foy Roberson, a member of the committee, reported that the

chairman. Dr. R. L. Felts, has conferred with Governor McLean about

this matter but that no conclusions has been reached.

On suggestion of Dr. Roberson, the committee was continued.

REPORT OF COMMITTEE ON PACKAGE LIBRARIES FOR
PHYSICIANS

Dr. Foy Roberson, Chairman, made the following report:

The late Dr. J. Howell Way, who was a member of this committee,

was very anxious that no action be taken on this matter until the Duke
University Medical School gets going. I second that recommendation and

ask that the committee be continued for a while.

The report was accepted and the committee continued.

Dr. W. C. Davison, Dean of the Duke University Medical School,

Durham, was appointed as a member of the committee to succeed Dr. J.

Howell Way, deceased.

REPORT OF COMMITTEE ON STANDARDIZATION
OF SPECIALTIES

Dr. C. S. Lawrence, Chairman, made the following report:

Previous to 1923 the House of Delegates of the American Medical
Association made certain recommendations in regard to postgraduate

courses, which were adopted. Previous to the war, in order to take a

postgraduate course it was almost necessary to go abroad. The war
changed that and brought postgraduate education to the United States.

The Council on Medical Education of the American Medical Association

made certain recommendations in regard to postgraduate education both
in this country and abroad. Briefly, the admission requirements for post-

graduate work are that a man must be a graduate of a class A medical
school, first, and that in order to take up any specialty he must have at

least one year's work in a general hospital or five years in general prac-

tice ; that the course shall take up a certain period of time, extending over
one or two or three years ; that records shall be kept of the man's previous
work and of his work in the hospital; that the school shall be supervised
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by a dean and faculty; that the curriculum shall be of grade courses of

instruction, etc. ; that the teachers shall be regular members of the teach-

ing staff of the institution ; that the institution shall have certain labora-

tories that meet the requirements of the American Medical Association;

that it shall have a medical library with a certain number of magazines

and journals, etc.; that it should have a teaching hospital with a daily

average of 200 patients and an outpatient clinic with a daily average of

100 patients for major specialties; for minor specialties hospitals that

average fewer than 100 patients a day shall be accepted; that diplomas

shall be given to the candidates who have finished certain stipulated

courses.

Heretofore a man could go to a certain institution and take a course

in cadaver surgery and get a certificate. That has all been abolished. The
Council on Medical Education of the American Medical Association has

published a list of approved postgraduate courses in the United States

and all the information obtainable in regard to postgraduate institutions

abroad. All this information can be obtained by writing to the Council

on Medical Education or to the secretary of the American Medical
Association. They caution men going abroad to secure all the information

from the American Medical Association and letters of introduction, etc.

A man going abroad will be at sea without such letters and information.

The Committee on the Standardization of Specialties recommends that

the House of Delegates adopt these recommendations of the Council

on Medical Education.

GRADUATE MEDICAL EDUCATION IN THE UNITED STATES

Revised to July 1, 1927

The Council's chief desire is to cooperate with postgraduate teaching

institutions and hospitals, providing residences in the specialties and
bringing about a general adoption of the principles concerning graduate

medical education which were endorsed by the House of Delegates of the

American Medical Association in June, 1923.

There is no desire to prevent any physician from getting any course

he needs, nor to assume authority over any individual or any graduate

teaching institution, nor to prevent them from offering to physicians any

courses they see fit. If an institution desires to have the Council's endorse-

ment of its work or of any particular course offered, however, it should

not be unwilling to comply with the principles which are presented here-

with and which are believed to be fair and just.

The principles aim to provide more abundant facilities for the training

of general practitioners ; the fact being recognized that any course of

instruction which will improve the physician's knowledge or skill will be

of service, both to him and to his patients. At the same time, it is believed

that much better instruction will be furnished if the courses are arranged

in a graded series whereby he can progress from one course to another

and know that he is continually advancing in his work.

From courses leading to the specialties in graduate school and in

hospitals, the council is withholding its approval where arrangements are

such that physicians are enabled to rush into some specialty without
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liaving developed the knowledge and skill which would justify such

action. Here again, there is no attempt to prevent any physician from

taking any course he desires, nor to hinder an individual or institution

from offering instruction in any course. The Council merely asks that

such courses be given in accordance with certain principles if they are to

have the Council's endorsement.

The principles apply chiefly to certain courses which, to a deplorable

extent, are being used as short-cuts to the practice of specialties by many
who do not obtain therefrom the proficiency which should be required.

Neither the American Medical Association nor any other bodj^ of self-

respecting people would endorse such a procedure ; nor should they

appear to do so by failing to do what they can to prevent it. The Council

is withholding its approval from certain courses until adequate safeguards

against their abuse have been established by the institutions offering such

courses. These safeguards can be established without much difficulty by
the graduate medical schools, (a) by having their courses properly

graded; (b) by ascertaining the educational and professional qualifica

tions of the physician-students, (c) by offering the operation course as

one of a group of courses which includes review and diagnostic courses

all of which are given for a common fee, and (d) by admitting to any
course only those students who are found to possess the essential pre-

requisite work or training. Such grading is, indeed, more essential for

graduate students than for undergraduates, since the qualifications of the

former now vary to a greater extent.

The courses most commonly utilized as short cuts are the operative

courses, cuch as operative surgery on the dog or the cadaver and like

courses in orthopedic surgery, urology, gynecology, ophthalmology and
otolaryngology.

As now given, most of these courses do not provide even the minimum
requisite knowledge of diagnostic, laboratory or operative technic, much
less the essential review courses in the preclinical sciences ; the needed

experience in the examination of patients ; the diagnosis of the diseases

covered by the specialty, and particularly the recognition of conditions

which require operative treatment. Furthermore, some of the courses

offered are independent of and make no provision for residencies or

assistantships where the graduate student can subsequently develop skill

in applying his special knowledge in the care and treatment of patients

while still under the supervision of a recognized expert in the particular

specialty before he begins his operative procedures in his own inde-

pendent practice. These principles apply particularly to the surgical

specialties and to the application of operative procedures, since an unnec-

essary surgical operation, on the eye, for example, may handicap a

patient for the balance of his lifetime. The portion of the principles re-

garding graduate medical schools which bear on this particular matter
is given in paragraph 4.

Where courses leading to specialization in any of the subjects enum-
erated are properly graded, and where the graduate school carefully

investigates the previous training of the individual physician before
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assigning him to courses of instruction, it will not matter ^o much whether
the student is merely preparing himself for better work in his general

practice, or whether he is intending later to practice as a specialist.

The investigations during the last few years of the various post-

graduate medical schools have revealed a deplorable lack of courses to

which any standardizing body could give an unqualified approval because

they are not graded and are not administered in accordance with any
definite principles or standards. It is gratifying to note that the post-

graduate teaching institutions have largely abandoned the giving of

diploma-like certificates to students taking short courses.

It is the Council's desire to cooperate most heartily with any institu-

tion in any effort to develop its graduate teaching so as to provide in the

United States more well organized and well administered courses of

graduate medical instruction. This is clearly the greatest need in medical

education today.

PRINCIPLES REGARDING GRADUATE MEDICAL SCHOOLS

The following principles were adopted by the House of Delegates in

June, 1923, as a basis for the grading of graduate medical schools:

1. Admission Requirements.—The minimum admission requirement

for those wishing to prepare themselves for the practice of a specialty

should be graduation from an acceptable (Class A) medical college and
completion of at least one year's interneship in an approved hospital, or

the experience gained by at least five years spent in the active practice of

medicine. In the case of reputable physicians who desire to improve them-

selves for general practice, lenient admission requirements are justified.

Courses for general practitioners should be open to all physicians who
have received the degree of Bachelor or Doctor of Medicine from medical

colleges considered acceptable by this Council, or to reputable physicians

who were licensed in certain states before graduation was required.

2. Records.—Records should be kept by each institution showing (a)

the preliminary and professional entrance qualifications of every student,

which should be verified by authentic or documentary evidence
; (b) prev-

ious attendance at graduate courses and subjects taken; (c) the subjects

for which he is enrolled; (d) evidence of his faithful attendance at his

work; (e) evidence of the student's proficiency as demonstrated by re-

search work, examinations or otherwise, and (f) whether an advanced
degree or certificate was granted.

*The several fields of clinical specialization which are referred to are shown in the
following list. Following completion of an internship in a general hospital, the minimum
years designated after each subject represent what were considered essential to insure
efficiency in the various specialties by tlie Committee on Graduate Medical Instruction in
their reports which were presented at the Annual Conference on Medical Education, held
in Chicago, March 7, 1!I21:

Years Years

Field Essential Field Essential

(a) Surgery. General 3 (g) Tnternal Medicine 3

(b) Surgery, Orthopedic 3 (h) Pediatrics 3

(c) Surgery, Genito-Urinary 3 (i ) Neuropsychiatry 3

(d) Gynecol, and Obstet 3 (i ) Dermatology 2

•(e) Ophthalmology 2 {"k) Public Health and Hygiene 2

(f) Otolaryngology 2
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3. Supervision.—There should be careful and intelligent supervision

of the entire school by a dean or other executive officer who holds, and has

sufficient authority to carry out, fair ideals as determined by the present

day needs of graduate medical education.

4. Curriculum and Grading of Instruction Offered.—The graduate

school should have its various courses of instruction so graded that the

student, if he desires, can obtain progressive work in a continuous course

of two or three years, as may be necessary to prepare him satisfactorily

for the practice of a chosen specialty. If it is found that at some previous

time the student has satisfactorily completed certain portions of the work,

he might be given advanced standing and thereby enabled to complete

his preparation in a shorter time.

Where short operation courses are offered in any of the clinical spe-

cialties, they should be combined with review, diagnostic and clinical

courses arranged either in one group for which a common fee is charged,

or in a graded series so that, in effect, they would be segments of and,

in total, the time and educational equivalent of the longer courses. These
segments might be taken at different times, but would ultimately lead

the student to the same objective. With the exception of the courses in

general medicine, all short courses should fit in with a scheme, the

ultimate aim of which should be a complete and satisfactory training in

the specialty* for which the graduate school provides instruction. Any
institution offering work in any specialty, therefore, should provide (a)

review courses in anatomy, pathology and the other basic preclinical

sciences which apply to the respective specialties; (b) clinics in which
students can have the opportunity personally to examine patients in

hospital wards and outpatient departments and in which various thera-

peutic and operative procedures can be demonstrated; (c) courses of

operative and laboratory technic; and (d)—to be assigned only when the

student's previous training will warrant—assistantships in which, under
the supervision of a physician who is recognized as an expert in the par-

ticular specialty, he can gradually assume responsibility in the diagnosis

and therapeutic or operative treatment of the sick. Opportunity should

be provided also for research work in the chosen specialty bearing on
both the fundamental sciences and clinical fields. With courses so graded,

no student should be admitted to any advanced short course unless, on
careful investigation, he is found to possess the knowledge and skill,

such as are obtainable in the other prerequisite courses.

5. Teachers.—The graduate medical school should be supplied with
a corps of teachers well trained in and responsible for the work in all

subjects in which opportunities for study are announced. This should
include teachers for essential review or advanced work in the preclinical

sciences, as well as those who have in charge work in clinical subjects.

The teaching staff should be made up of graduates of or teachers in Class
A medical colleges or other high grade educational institutions. The fac-

ulty should be organized under the various teaching departments in which
work is offered, and a competent teacher should be at the head of each
department.
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6. Laboratories.—The school should possess well-equipped both lab-

oratory and clinical subjects essential for the specialty or specialties in

which opportunities are offered. There should also be an adequate supply

of special apparatus, such as stereopticons, balopticons, photomicro-

graphic outfits and roentgen-ray equipment.

7. Library and Museum Facilities.—The graduate school should have

a medical library which should include an ample supply of modern text

and reference books, files of bound medical periodicals, and the essential

indexes. It should also receive regularly thirty or more standard medical

periodicals, the latest numbers of which should be on tables or in racks

where they are easily accessible to the graduate students. The school

should be supplied also with adequate museum facilities, including ana-

tomic and pathologic specimens.

8. Hospitals and Disfensaries.—The graduate medical school should

have a teaching hospital with a daily average of 200 or more patients, and

an outpatient clinic with an average of 100 or more patients each day; or,

if teaching is limited to a single specialty, a hospital of not less than

twenty-five patients daily, an an outpatient clinic of at least fifty patients

daily. In brief, it should have sufficient clinical material to enable it to

provide satisfactory clinical study in the specialty or specialties for which

opportunities are oft'ered. In connection with the courses for general

practitioners, ample clinical material should be available so that the stu-

dent may be given the opportunity personally to examine patients in

hospital wards and in the outpatient department, and to make the essen-

tial laboratory examinations.

9. Annual Announcements.—The graduate school should publish

annually announcements, bulletins or catalogues giving detailed informa-

tion in regard to its teachers, laboratories, dispensaries and hospitals;

outlines of the various opportunities for study offered in both funda-

mental and clinical branches ; a complete list of the students enrolled

during the last preceding year, showing their medical schools and years

of graduation, the subjects for which they registered and the time spent

in each, and a list of those to whom advanced degrees or diploma-like

certificates were granted.

10. Advanced Degrees, Diplomas, Certificates.—No advanced degree

or diploma-like certificate should be granted to any one who is not known
to be proficient in the specialty pursued; nor to any one, under any cir-

cumstances, who has not completed at least one academic year in full-

time study of a single special subject in the institution granting the cer-

tificate; and unless scholarship records of the student show that, through-

out the period, he has faithfully attended to his work, and unless reason-

able tests show that he has diligently and satisfactorily completed the

work for which he was registered.

APPROVED GRADUATE MEDICAL SCHOOLS

Revised to July 1, 1927

Albany Medical College, Albany, N. Y.—Courses in Infectious diseases and

Pubic Health, Dr. Chas. C. Duryee, Director.

Baylor University College of Medicine, Dallas, Texas.—Summer courses for

General Practitioners. Dr. W. H. Moursund, Dean.
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Children's Memorial Hospital, 735 FuJlerton Ave., Chicago.—Special Courses In

Infant Feeding, Pediatrics and Otolaryngology. Dr. George E. Baxter,

Secretary Graduate School of Pediatrics.

Colorado School of Tuberculosis, Colorado Springs, Colorado.—Dr. G. Burton

Gilbert, Secretary, 402 Burns Bldg., Colorado Springs.

Columbia University College of Physicians and Surgeons, New York.—Higher

Degree and General Practice Courses. Special Summer Course in Public

Health (U. S. P. H. S.). Dr. William Darrach, Dean.

Cornell University Medical College, New York.—Higher Degree and General

Practice Courses. Dr. Walter L. Niles, Dean.

Detroit College of Medicine and Surgery, Detroit, Mieh.—Course in Public

Health. Dr. I. Werness, Registrar.

Detroit Post-Graduate School of Medicine, Detroit, Mich.—Review and General

Practice Courses. Dr. H. H. Bemis, Secretary.

Harvard Medical School, Courses for Graduates, Boston.—Basic Review and

General Practice Courses. Dr. Samuel R. Meaker, Dean.

Howard University School of Medicine, Washington, D. C.—Courses for Gen-

eral Practitioners. Dr. Edward A. Balloch, Dean.

Indiana University School of Medicine, Indianapolis.—Higher Degree and

General Practice Courses. Dr. Charles P. Emerson, Dean.

Johns Hopkins University, Baltimore.—School of Hygiene and Public Health.

Dr. William H. Howell, Director.

Massachusetts Institute of Technology, Cambridge.—Higher Degree Courses

in Public Health. Dr. S. C. Prescott, Head of Dept. of Biology and Public

Health.

New Haven School of Physiotherapy, 303 Whitney Ave., New Haven, Conn.

—

Short Courses for Physicians. Dr. Harry Eaton Stewart, Director.

New York Eye and Ear Inbtrmary, School of Ophthalmology and Otology,

13th St., Corner Second Ave., New York City.—Courses in Ophthalmology

and Otology. Write to: Secretary of Committee on School, 218 Second Ave.,

New York City.

New York Polyclinic Medical School and Hospital, 341 to 351 West 50th St.,

New York City.—Courses for general practitioners. Dr. J. A. Kearney,

Executive Officer.

New York Post-Graduate Medical School and ?Iospitai^ Second Avenue and

Twentieth St., New York City.—Residences and General Practice Courses.

Dr. William D. Cutter, Dean.

New York Skin and Cancer Hospital, 301 E. 19th St., New York City.—Courses

for General Practitioners. Miss Sara Burns, R.N., Supt.

Ohio State University College of Medicine, Columbus.—Courses in Public

Health. Dr. E. R. Hayhurst, Head of Dept. of Public Health.

Pennsylvania Hospital, 4401 Market St., Philadelphia.—Courses im Neurology

and Psychiatry. Dr. Earl D. Bond, Physician in Chief.

Physiatric Institute, Morristown, New Jersey.—Courses in Diabetes and Other

Metabolic Diseases. Dr. Frederick M. Allen, Director.
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Presbyterian Hospital, 1753 AV. Congress St., Chicago.—Courses in Anesthesia.

Mr. Asa S. Bacon, Supt.

Robert Dawsox Evans Department of Clinical Research and Preventive'

Medicine (Boston University School of Medicine), 80 E. Concord St.,

Boston.—Courses in Erdocrinology. Dr. Allan Winter Rowe, Chief of Re-

search Service.

Stanford University School of Medicine, San Francisco.—Summer Courses for

Graduates and Residencies in Specialties. Dr. William Ophuls, Dean .

State UNivERsrrY of Iowa College of Medicine, Iowa City.—Higher Degree and

Summer Courses for Practitioners. Dr. Lee Wallace, Dean.

Trtjbeau School of Tubkrct^losis, Saranac Lake, New York.—Fellowships and

Courses for General Practitioners. Dr. E. R. Baldwin Director.

TuLANE University Graduate School of Medicine (New Orleans Polyclinic),

New Orleans.—Fellowships, Higher Degree and General Practice Courses.

Dr. Edmund D. Martin, Dean.

University of Buffalo School of Medicine, Bufi'alo, N. Y.^Summer Courses

for General Practitioners. Dr. C. Sumner Jones, Dean.

University and Bellevue Hospital Medical College, 338 E. 26th St., New York

City.—Review and Higher Degree Courses. Dr. John Wyckoflf, Secretary.

University of California Graduate Division, San Francisco.—Higher Degree

and Public Health Courses (U. S. P. H. S.). Dr. Charles B. Lipman, Dean.

University of Chicago, Rush Medical College, Wood and Harrison Sts., Chi-

cago.—Special and Higher Degree Courses and Residencies. Courses in

Otolaryngology are now offered and others are being organized. Dr. Ernest

E. Irons, Dean.

University of Cincinnati College of Medicine, Cincinnati.—Fellowships in

Surgery. Dr. L. T. More, Dean, Graduate School.

University of Colorada School of Medicine, Denver.—Review Courses for

General Practitioners. Dr. Maurice H. Rees, Dean.

University of Georgia Medical Department, Augusta.—Courses in Public Health.

Dr. William H. Goodrich, Dean.

University of Illinois College of Medicine, Chicago.—Higher Degree Courses.

Dr. David John Davis, Dean.

University of Michigan Medical School, Ann Arbor.—Summer Courses in Pub-

lic Health (U. S. P. H. S.). Dr. Hugh Cabot, Dean.

Univehsity of Minnesota Graduate School of Medicine, Minneapolis-Rochester.

—Fellowships, Higher Degree and General Practice Courses. Dr. Guy Stan-

ton Ford, Dean.

University or Pennsylvania Graduate School of Medicine, Philadelphia.

—

Higher Degree and General Practice Courses. Dr. George H. Meeker, Dean.

University of Porto Rico School of Tropical Medicine, San Juan, Porto Rico,

Dr. R. A. Lambert, Director.— (Under the auspices of Columbia University.

Dr. William Darrach, Dean.)

University of Texas School of Medicine, Galveston.—Summer Courses for

General Practitioners. Dr. Henry Hartman, Act. Dean.
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Washington- University School of Mkdicini:, St. Louis.—Review and Higher

Degree Courses. Dr. McKim Marriott, Dean.

Yale University School of MEniciNE, New Haven, Conn.—Residencies and Gen-

eral Practice Courses. Dr. Wilbur L. Cross, Deaij, Graduate School.

Total 42.

GRADUATE COURSES IN MEDICAL SUBJECTS

Where These Courses May Be Obtained

Anatomy

Cornell University Medical College.

Indiana University School of Medicine.

New York Polyclinic Medical School and Hospital

University of California Graduate Division (for advanced students).

University of Colorado School of Medicine.

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Yale University School of Medicine.

Anesthesia

Harvard Medical School.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Presbyterian Hospital, Chicago.

Stanford University School of Medicine.

Tulane University Graduate School of Medicine.

University and Bellevue Hospital Medical College.

Untiversity of California Graduate Division.

University of Pennsylvania Graduate School of Medicine.

Bacteriology

Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Harvard Medical School.

Johns Hopkins University.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Tulane University Graduate School of Medicine.

LTniversity of California Graduate Division.

University of Colorado School of Medicine.

LTniversity of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Yale University School of Medicine.

Biochemistry

Columbia University College of Physicians and Surgeons.

Cornell LTniversity Medical College.

Harvard Medical School.

Indiana LTniversity School of Medicine.

New York Post-Graduate Medical School.

Tulane University Graduate School of Medicine.

University of California Graduate Division.
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University of Colorado School of Medicine.

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Yale University School of Medicine.

Bronchoscopy

Columbia University College of Physicians and Surgeons.

New York Polyclinic Medical School and Hospital

New York Post-Graduate Medical School.

Tulane University Graduate School of Medicine.

University of Pennsylvania Graduate School of Medicine.

Cancer

New York Skin and Cancer Hospital.

Cardiology

Harvard Medical College.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Tulane University Graduate School of Medicine.

University of California Graduate Division.

University of Pennsylvania Graduate School of Medicime.

Washington University School of Medicine.

Contagious Diseases

Albany Medical School.

Tulane University Graduate School of Medicine.

University of California Graduate Division (Residences).

Dermatology and Syphilology

Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Harvard Medical School.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

New York Skin and Cancer Hospital.

Tulante University Graduate School of Medicine.

University and Bellevue Hospital Medical College.

University of California Graduate Division.

University of Chicago, Rush Medical College.

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Diabetes. (See Metabolic Disases.)

Diagnosis (Laboratory and Physical.)

Columbia University College of Physicians and Surgeons.

Harvard Medical School.

Howard University School of Medicine.

Indiana University School of Medicine.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School and Hospital.

Tulane Ur.aversity Graduate School of Medicine.
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Ei-ectro-Therapeutics (See Physical Therapy.)

Electrcarhiograph— (See Cardiology.)

Endocrinology

New York Post-Graduate Medical School.

Robert Dawson Evans Dept., of Clinical Research and Preventive Medicine.

(Boston University School of Medicine).

GaSTRO-E NTEROLOGY

Columbia University College of Physicians and Surgeons.

Harvard Medical School.

New Yorlv Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Tulane University Graduate School of Medicine.

University of California Graduate Division.

University of Pennsylva:<ia Graduate School of Medicine.

General Practice

Baylor University College of Medicine.

Indiana University School of Medicine.

New York Polyclinic Medical School and Hospital.

State University of Iowa College of Medicine.

University of Buifalo School of Medicine.

University of Minnesota Graduate School of Medicine.

University of Texas School of Medicine.

Genito-Urinary Diseases (See Urology)

Gynecology

Columbia University College of Physicians and Surgeons.

Detroit Post-Graduate School of Medicine.

Harvard Medical School.

Howard University School of Medicine.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Stanford University School of Medicine.

Tulane University Graduate School of Medicine.

University of California Graduate Division (Residences).

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Yale University School of Medicine.

Hygiene— (See Public Health)

Immunology

Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Johns Hopkins University.

University of California Graduate Division.

University of Pennsylvania Graduate School of Medicine.

University of Minnesota Graduate School of Medicine (Fellowships).
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Industrial Medicine (See Medicine)

Infant Feeding (See Pediatrics)

Internal Medicine— (See Medicine)

Intubation

New York Polyclinic Medical School and Hospital.

Tulane University Graduate School of Medicine.

University of Pennsylvania Graduate School of Medicine.

Laryngology and Riiinology (See Otolaryngology)

Medicine

Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Detroit Post-Graduate School of Medicine.

Harvard Medical School.

Howard University School of Medicine.

Indiana University School of Medicine.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Stanford University School of Medicine (Graduate Courses and Residences).

Tulane University Graduate School of Medicine.

University of California Graduate School Division (Residences).

University of Chicago, Rush Medical College.

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Yale University School of Medicine.

Medico-Military Science and Tactics

University of California Graduate Division.

Metabolic Diseases

Columbia University College of Physicians and Surgeons.

Harvard Medical School.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Physiatric Institute, Morristown, N. J.

Tulane University Graduate School of Medicine (Short course).

University of California Graduate Division.

University of Chicago—Rush Medical College.

University of Pennsylvania Graduate School of Medicine.

Nephritis (See Metabolic Diseases)

Neurology and Psychiatry

Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Harvard Medical School.

Neurological Institute, New York City.

New York Polyclinic Medical School and Hospital

New York Post-Graduate Medical School.

Pennsylvania Hospital, Philadelphia.

Stanford University School of Medicine.

Tulane University Graduate School of Medicine.

University of California Graduate Division.
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University of Colorado School of Medicine.

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine (Fellowships).

Obstetrics

Harvard Medical School.

New York Polyclinic Medical School and Hospital.

Stanford University School of Medicine.

Tulane University Graduate School of Medicine (Fellowships, Review and

Short Courses).

University of California Graduate Division (Residences).

University of Illinois College of Medicine.

University of Minnesota Graduate School of Medicine (Fellowships).

University of Pennsylvania Graduate School of Medicine.

Washington University School of Medicine.

Yale University School of Medicine.

Ophthalmology
Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Detroit Post-Graduate School of Medicine.

Harvard Medical School.

Indiana University School of Medicine.

New York Eye and Ear Infirmary (Short Courses and Residences).

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Stanford University School of Medicine.

Tulane University Graduate School of Medicine.

University of California Graduate Division.

University of Chicago, Rush Medical College.

University of Colorado School of Medicine.

University of Illinois College of Medicine.

University of Minnesota Graduate School of Medicine (Fellowships).

University of Pennsylvania Graduate School of Medicine.

Orthopedics

Children's Memorial Hospital, Chicago.

Harvard Medical School.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Tulane University Graduate School of Medicine.

University of California Graduate Division.

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Otolaryngology

Children's Memorial Hospital, Chicago.

Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Detroit Post-Graduate School of Medicine.

Harvard Medical School.

Howard University School of Medicine.
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Indiana University Scliool of Medicine.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Stanford University School of Medicine (Graduate Courses and Residences).

Tulane University Graduate School of Medicine.

University of Chicago, Rush Medical College.

University of California Graduate Division.

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Washington University School of Medicive.

Otology

Harvard Medical School.

New York Eye and Ear Infirmary (Short Courses and Residences).

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Stanford University School of Medicine.

Tulane University Graduate School of Medicine.

University of California Graduate Division.

University of Pennsylvai^ia Gradua'e School of Medicine.

Washington University School of Medicine.

Parasitology akd Tropical Medicixe (See Tropical Medicine)

Pathology

Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Harvard Medical School.

Indiana University School of Medicine.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Tulane University Graduate School of Medicine (Fellowships).

University of California Graduate Division (for advanced students).

UrJiversity of Colorado School of Medicine.

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Yale University School of Medicine.

Pediatrics

Children's Memorial Hospital, Chicago.

Columbia University College of Physicians and Surgeons.

Harvard Medical School.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Stanford University School of Medicine.

Tulane University Graduate School of Medicine (Fellowships).

University of California Graduate Division (Residences).

University of Illinois College of Medicine.

University of Pennsylvania Graduate School of Medicine.

Washington University School of Medicine.

Yale University School of Medicine (Research).
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Pharmacology
Cornell University Medical College.

Indiana University School of Medicine.

University of California Graduate Division.

University of Colorado School of Medicine.

University of Illinois College of Medicine.

University of Minnesota Graduate School of Medicine (Fellowships).

University of Pennsylvania Graduate School of Medicine.

Yale University School of Medicine.

Physiology

Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Harvard Medical School.

TuJane University Graduate School of Medicine.

University of California Graduate Division.

University of Colorado School of Medicine.

University of Minnesota Graduate School of Medicine (Fellowships).

University of Pennsylvania Graduate School of Medicine.

Yale University School of Medicine.

Physical Therapy
Columbia University College of Physicians and Surgeons.

Harvard Medical School.

Indiana University School of Medicine.

New Haven School of Physiotherapy.

New York Polyclinic Medical School and Hospital.

University of Chicago—Rush Medical College.

University of Pennsylvania Graduate School of Medicine.

Preventlve Medicij^e (See Public Health)

Proctology

Detroit Post-'Graduate School of Medicine.

Harvard Medical School.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical .School.

Tulane University School of Medicine.

University of Pennsylvania Graduate School of Medicine.

Public Health, Hygiene and Preventive Medicine

Albany Medical College.

Columbia University College of Physicians and Surgeons.

Detroit College of Medicine and Surgery.

Harvard Medical School.

Johns Hopkins University School of Hygiene and Public Health.

Massachusetts Institute of Technology.

Ohio State University College of Medicine.

Tulane University Graduate School of Medicine.

University and Bellevue Hospital Medical School.

University of California Graduate Division.

University of Chicago—Rush Medical College.

University of (ieorgia Medical Department.
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University of Michigan Medical Sciiool.

Urjiversity of Pennsylvania Graduate School of Hygiene and Public Healths

University of Wisconsin Medical School, Madison.

Yale University School of Medicine, New Haven.

Radiology

Harvard Medical School.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

New York Skin and Cancer Hospital.

Tulane University Gradua'.e School of Medicine.

University of California Graduate Division.

Universiiy of Pennsylvania Graduate School of Medicine.

Refraction

Harvard Medical School.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Tulane University Graduate School of Medicine.

University of Minnesota Graduate School of Medicine (Fellowships).

University of Pennsylvania Graduate School of Medicine.

Washington Ufdversify School of Medicine.

Rhinology— (See Otolaryngology)

RoENTGEisroLOGY— (See Radiology)

Surgery (Surgical Anatomy, Surgical Diagnosis, Traumatic Surgery, Operative;

Surgery)

Columbia University College of Physicians and Surgeons.

Cornell University Medical College.

Detroit Post-Graduate School of Medicine.

Harvard Medical School.

Howard University School of Medicine.

Indiana University School of Medicine.

New York Polyclinic Medical School and Hospital.

New York Post-Graduate Medical School.

Stanford University School of Medicine.

Tulane University Graduate School of Medicine.

University and Bellevue Hospital Medical College.

University of California Graduate Division (Residences).

University of Cincinnati College of Medicine (Fellowships).

University of Illinois College of Medicine.

University of Minnesota Graduate School of Medicine (Fellowships).

University of Pennsylvania Graduate School of Medicine.

Yale University School of Medicine.

Syphilology (See Dermatology and Syphilology)

Tropical Medicine

Columbia University College of Physicians and Surgeon's.

Johns Hopkins University.

Tulane University Graduate School of Medicine.

University of California Graduate School Division.

University of Pennsylvania Graduate School of Medicine.

University of Porto Rico, San Juan.
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Tuberculosis

Colorado School of Tuberculosis, Colorado Springs.

Trudeau School of Tuberculosis, Saranac Lake, N. Y. (Fellowships).

Tulane University Graduate School of Medicine.

University of California Graduate Division (Residences).

University of Minnesota Graduate School of Medicine (Fellowships).

University of Pennsylvania Graduate School of Medicine.

Urology

Cornell University Medical College.

Detroit Post-Graduate School of Medicine.

Harvard Medical School.

Howard University School of Medicine.

New York Polyclinic School and Hospital.

New York Post-Graduate Medical School.

Tulane University Graduate School of Medicine.

University of California Graduate Division.

University of Pennsylvania Graduate School of Medicine.

A separate report gives the hospitals approved for the training of

interns, while another report gives the hospitals which offer approved

residences in the various specialties.

GRADUATE MEDICAL EDUCATION ABROAD

There was a time when every American medical student seeking the

best instruction in almost any special field was forced to go to Europe to

obtain it. That day is gone. Scarcely a single field of medicine remains in

which America fails to offer inspiration and opportunity of a quality quite

equal to that of Europe. But in many fields, unfortunately, the opportuni-

ties in America are still too few. While the customs of most European
universities are so different from those of America that at first the Ameri-

can student finds it difiicult to understand and comply with them, never-

theless, America still furnishes a considerable army of medical pilgrims

to Europe in the role of clinical and research assistants, short-term stu-

dents and visitors to famous clinics.

In most European centers, graduate work in clinical branches is done

under very loose university control, and no university credit is given. The
university may even know nothing whatever about the student, the courses

and fees being agreed on between graduate student organizations and the

clinicians offering the courses. Medical student associations in cities where

courses are thus made available may render valuable service to the pros-

pective student from America, and they should by all means be consulted

by the student going abroad for the first time. A student who neglects

to do so, or who arrives at one of these clinics unexpected and without

proper introduction, may find himself seriously handicapped.

It is impossible, with the limited information available concerning for-

eign schools and clinics, to list all the good places where satisfactory

graduate medical study may be pursued. Even if such a list were complete,

its value would decrease rapidly because of the changes constantly occur-

ring. But the publication of such a list may nevertheless be justified, and
especially so if it be chiefly a record of sources of information rather than
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an attempt to describe the courses offered. A list is therefore appended,
but with a frank confession of its incompleteness and a willingness to

make all worthy additions suggested.

LIST BY CITIES

Places starred are known to give short clinical or laboratory courses.

Amsterdam.—University of Amsterdam, Amsterdam, Netherlands. For informa-

tion concerning cMnical and research assistantships, address the professor in.

charge of the department and also the dean of the faculty of medicine. A
new building of the Colonial Institute houses the Institute of Hygiene

(Tropical Medicine) of the university. Prof. W. M. deVries, head of the de-

partment of pathologic anatomy, and Prof. B. Brouwer, head of the de-

partment of neurology, visited the United States in 1926.

Barcelona.—Universfi-y of Barcelona, Barcelona, Spain. Properly qualified

American graduates may be given opportunity to work in medicine, phy-

siology of pathology. For information, address the dean of the faculty of

medicine, University of Barcelona, Barcelona, Spain.

*Berlin.—Medizinisciie Fakultat der Friedrich-Wilhelms-Universitat. For

information concerning short courses, address Geschaftsstelle, Berlin, N. W.
6, Luisenplatz, 2-4 Kaiserin Friedrich-Haus.

For clinical and research assistantships, address the professor in charge

of the department and also the dean of the faculty of medicine of the

university.

Valuable assistance concerning courses and facilities of students, academic

procedures, and so forth, may be obtained from Amerika-Instltut, Berlin,

N. W. 7, Universitat Str. 8, Berlin, Germany.

Berne.—Kantonale Universitat, Berne, Switzerland. For information concern-

ing clinical and research assistantships, address the professor hv charge of

the department ar..d also the dean of the facultj^ of medicine.

Professor Asher, director of the institute of physiology, has recently visited

the United States.

*Birmingham.—University of Birmingham, Birmingham, England. For informa-

tion, concerning demonstrations and lectures, address W. F. Haslon, Esq.,

M.B., F.R.C.S., the University, Edmund Street, Birmingham, England.

Bologna.—University of Bologna, Bologna, Italy. For information concerning

clinical and research assistantshij)S, address the professor in charge of the

department and also the dean of the faculty of medicine.

The Institute Rizzola, under the direction of Professor Putti, is a wonder-

fully complete institute for orthopedic patients. Professor Putti recently

visited the United States.

*Bordeaux.—University or Bordeaux, Bordeaux, France. For information con-

cerning special courses, apply to Dr. Leon Felderman, 4428 York Road,

Philadelphia, Pa.

*BristoI.—University of Bristol, Bristol, England. For information concerning

clinical assistantships in special branches of hospital practice, address the

director of postgraduate studies. Pathologic Department, University of Bris-

tol, Bristol, England.
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Brussels.—University of Brussels, Brussels, Belgium. For informatiorj concern-

ing clinical and research assistantships, address the president of the faculty

of medicine of the university.

Prof. P. Vandervelde, president of the faculty of medicine, Prof. A. Slosse,

director of the physiologic institute, and Dr. Pierre Depage have recently

visited the United States.

*Bvdapest.—An "Official Guide of Postgraduate Work in Hungary for English-

Speakir.'g Physicians ' is issued annually conjointly by the Hungarian Post-

graduate Medical Committee and the American Medical Association of

Budapest, and may be obtained from the Royal Hungarian University Press

of Budapest.

*Cambridge.—University of Camkridgk, Addenbrooke's Hospital. For informa-

tion concernirg demonstrations, write Dr. J. Alden Wright, .51 Trumpington

Street, Cambridge, Ecgland.

For information concerning opportunities for research, address the registry

of the University, Cambridge, England.

Copenhagen.—University of Copenhagen, Denmark. For information concerning

clinical and research assistantships, address the dear.' of the faculty of

medicine.

Prof. August Krogh, head of the department of physiology, and Prof.

Knud Faber, head of the department of internal medicine, have recently

visited the United States.

Dublin.—University of Di^blin, Dublin, Ireland. A diploma in gynecology and

obstetrics may be granted registered medical practitioners with six months'

residence at the Rotunda Hospital and six months' study at Trinity College.

Three months of the latter may be coincident with the hospital residence.

A similar dij^loma in psychologic medicine may be granted also.

For informatio. , address the dean of the faculty. School of Physics, Uni-

versity of Dublin (Trinity College), Dublin, Ireland.

*Edinburgh.—Universitv of EniNnuRGn, Edinburgh, Scot'and. For information

concernirg courses, address the secretary of postgraduate courses in medi-

cine. University New Buildii.gs, Edinburgh, Scotland.

Opportu; 'ities for unofficial clinical and research work should be arranged

with various departments. Address applications and inquiries to the dean of

the faculty of medicine. University New Buildirgs, Edinburgh, Scotland.

Sir Norman Walker, secretary of the Royal College of Physicians of Edin-

burgh, Sir Harold Stiles, emeritus professor of surgery, ard Mr. D. P. D.

Wilkie, professors of surgery, have recently visited the United States.

Florence (Pirenze).—University of Fiorence, Florence, laly. For information

concerning clinical ai d research assistantships, address the professor in

charge of the department and also the dean of the faculty of medicine and

surgery.

Genoa.—University of Genoa, Genoa, Italy. For information concerning clinical

and research assistantships, address the professor in charge of the depart-

ment and also the dean of the faculty of medicine aid surgery. (About half

of a large number of magnificeiit new buildings for the university ar.d city

hospital were completed in 1926.)
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Cav. Dott. Luigi Durante of the department of surgery was a student in

the United States in 1915.

*Olasgow.—University of Glasgow, Glasgow, Scotland. Postgraduate courses

summer months (June to October) : general medical and surgical courses,

special clinical courses, clinical assistantships. Winter months: demonstrations

in medicine, surgery, obstetrics, ophthalmology. Address the secretary, Glas-

gow Postgraduate Medical Association, University, Glasgow Scotland.

For information concerning clinical and research assistantships, address

the professor in charge of fhe department and the dean of the faculty

of medicine.

Mr. Archibald Young, professor of surgery, visited the United States

in 1926. Dr. J. R. I^earmonth of the department of surgery was a student

in the United States in 1924 and 192.5.

Hague.—Visitors interested in surgery should seek appointment in advance with

Dr. Jan Shoemaker. Gemente-Zickenhuis, Zydwal 83, The Hague, Nether-

lands. Dr. Shoemaker has visited in the United States.

Lausanne.—University of Lausanne, Lausanne, Switzerland. For information

concerning opportunities to work in laboratories or hospitals, address Prof.

F. Gonin, dean of the faculty of medicine. University of Lausanne, Lausanme,

Switzerland.

Leeds.—University of Leeds, Leeds, England. For information concerning clini-

cal and research assistantships, address the professor ir.l charge of the de-

partment and the dean of the facul.y of medicine.

Sir Berkeley G. A. Moynihan, professor clinical surgery has frequently

visited the United States.

Leiden.—University of Leiden, Leiden, Netherlands. For information concern-

ing clLr.iical and research assistantships, address the professor in charge of

the department and also the dean of the faculty of medicine.

Prof. William Einthoven, director of the institute of physiology, recently

visited the United States.

Leipzig.—Univeristy of Leipzig, Leipzig, Germany. For information, address

the director of the institute where it is desired to work or the dean of the

faculty of medicine, University of Leipzig, I^eipzig, Germany.

Liverpool.—ITniversity of Liverpool, IJverpool, England. The mastershij:) of

orthopedic surgery is open to graduates of approved universities. The

diploma in medicine, radiology and electrology, and the diploma in public

health are open to graduates holding qualifications registered by the Gen-

eral Medical Coui cil of Great Britain. The mastership of hygiene and also

the diplomas in tropical medicine and tropical hygiene are open to graduates

of approved universities. The degree of doctor of philosophy may be con-

ferred for two years' research in the department of biochemistry, bacteriology,

physiology, or entomology on graduates of the university and colleges in-

cluded in the list issued under the authority of the Association of American

Universities of 1917. For detailed irj'ormation apply to Mr. Walter J. Dilling,

dean of the medical faculty. University of Liverpool, Liverpool England.

The application should be supported by a letter of recommendation from the

the applicant's dean of the faculty.
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*London.—University of Loxdon, London, England. For detailed information

concerning lecture courses and demonstration courses, apply to the Fel-

lowship of Medicine and Postgraduate Medical Association, No. 1, Wimpole

Street, London, W. 1, England.

For clinical or research assistantships apply directly to the several schools,

or of those in the University of London apply to Mr. P^dwin Deller, academic

registrar. University of Londor.i, South Kensington, London, 8. W. 7.

American University Union, 50 Russell Square, London, W. C. 1, England.

Mr. Deller, Mr. W. Sampson Handley, professor of surgery at Middlesex

Hospital, Dr. A. V. Hill, professor of physiology, University of London, and

Dr. Archibald Leitch, director of the Cancer Hospital Research Institute,

visited the United States in 1926.

Hospital for Sick Childrex, Great Ormond St., London, W. C. 1, England.

Special Graduate Course in Pediatrics. Address Oswald L. Addison, Dean,

Medical School.

London School of Hygiene and Tropical Medicine (University of Lon-

don), 23 Endsleight Gardens, Euston Rd., London, N. W. 1. For Prospectus

and Calendar apply to the Secretary.

National Hospital for the Paralysed and Eph.eptic, Queen Square,

Bloomsbury, W. C. 1, England.—Special Courses and Lectures on the Nerv-

ous System. Dr. J. G. Greenfield, Dean, Medical School.

North-East London Post Graduate College (Prince of Wales General

Hospital, Tottenham, N. 15).—Special clinical demonstration in the wards;

lecture hall, out-patient department and affiliated hospitals. Special intensive

courses of two weeks' duration are held at intervals throughout the year.

Address the Dean.

West I^ondon Post Graduate College, Hammersmith, Broadway, W. 6.

—

Clinical clerkships for graduate physicians obtainable in the various depart-

ments. Address the Dean.

*Manchester.—Royal Infirmary, Manchester, England. For information con-

cerning clinical lectuus and demonstrations given each autumn and spring,

write to E. Bosdin Leech, M.D., 16 St. John's Street, Manchester, England.

Milan.—University of Mh.an, Milan, Italy. For information concerning clinical

and research assistantships, address the dean of the faculty of medicine. The

university buildings are all new and modern.

Montpelliar.—University of MoNTrELHER, Montpellier, France. Foreign students

not applicants for degrees or diplomas are admitted on presentation of satis-

factory evidence that they can follow the teaching of the faculty. For in-

formation, address the secretary of the faculty of medicine. University of

Montpeliier, Montpellier, France.

Munich.—Ludwig-Maxmilans-Universitat, Murchen. Proper qualified graduates

of good character and with sufficient knowledge of German may be re-

ceived as clinical or laboratory assistants when facilities permit. Application

should be made to the head of the clinic or laboratory with whom work is

desired and also to the secretary of the university.

Professor Friedrich Muller, professor of medicine, visited the United

States in 1926.
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Padua.—University of Padua, Padua, Italy. For information concerning clinical

and research assistantships, address the rector of the University of Padua.

The present rector is Professor Luigi Lucatello, professor of medicine.

*Paris.—University of Paris, Paris, France. For all information concerning

clinics, hospita's, postgraduate courses and clinical and research assistant-

ships, address the dean of the faculty of medicine, 12, Rue de L'Ecole de

medecine. Paris (IV^).

For general informationi, address American University Union, Continental

Division, 173 Boulevarde Saint Germain, Paris, France.

Prof. Edouard Rist, in internal medicine, and Prof. J. E. Forrestier, in

roentgenology, visited the United States in 1926.

Internationai, Cxixics of Oto-Rhino-Laryngoi.ogy and Facio-Maxfllary

Surgery, St. Louis Hospital, Paris, France.—Courses in Oto-Rhino-Laryng-

ology and Surgery. Applications or inquiries may be addressed to Dr. J.

Eastman Sheehan, 636 Fifth Ave., New York.

Prague (Praha, Cechoslovakei).—Charles University (Czech). For informtion

concerning clinical and research assistantships, address the dean of tJhe

medical faculty.

Deutsche Unfversitat (German). For information concerning clinical and

research assistantships, address the secretary of the medical faculty of the

German university.

Prof. Arthur Biedl of the department of experimental pathology, Deutsche

Universitat, visited the United States in 1923.

Rome.—Royal University, Rome, Italy. For information concerning clinical

and research assistantships, address the director in charge of the depart-

ment and also the dean of the faculty of medicine and surgery.

For ge. ;eral information, address American University Union in Rome,

Library for American Studies in Italy, 271 Corso Umberto 1, Rome Italy.

Prof. RoberLo Allessandri and Prof. Raffale Bastianelli of the department

of surgery visied the United States in 1926.

St. Andrews.—The James McKenzie Institute for Clinical Research, St. An-

drew's, Scotland. For information concerning courses for general practi-

tioners, write Dr. J. Plunter Paton, secretary.

^Sheffield.—University of Sheffield, Sheffield, England. For information con-

cerning clinical lectures and demonstrations, write to the Honorable Secre-

tary, Committee of Clinical Studies, University, Sheffield, England.

Stockholm.—Karolinski Medico-Kirurgiska Institut. For information concern-

in clinical research assistantships, address the deam of the faculty.

Prof. H. C. Jacobaeus, head of the department of internal medicine visited

the United States in 1926.

Strasbourg.—University of Strasbourg, Strasbourg, France. Properly qualified

American graduates are cordially welcome in clinical services and scientific

departments. For details, address the dean of the faculty of medicine. Uni-

versity of Strasbourg, Strasbourg, Francg.

Utrecht.—Rltks-Universiteit, University of Utrecht, Utrecht, Netherlands. For

information concerning clinical and research assistantships, address the di-

rector of the faculty of medicine.
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Professor R. Magnus, director of the pharmacologic institute, visited the

United States in 1926.

* Vienna.—Postgraduate courses are in progress conti.riually throughout the year

except during the months of July, August and September, when the number

of courses is reduced because of staff vacations. Detailed informaUon is

given in the Blue Book of the American Medical Association of Vienna.

Address the secretary of the American Medical Associatiorl, viii, Alser-

strasse 9, Vienna, Austria.

The best method for obtaining assistantships is directly with the pro-

fessor concerned. Prof. Karl F. Wenckebach, head of the first clinic in in-

ternal medicine; Prof. Ernst Fuchs of '.he department of ophthalmology; Dr.

Oskar Frankl of the department of gynecology, and Dr. A. Schuller of the

department of neurology, have recently visited the United States.

Warsaw.—University of Warsaw, W^arsaw, Poland. American graduates from

medical school of equal standing with those of Poland may be received as

volunteer assistants for any length of time after obtaining permission, from

the directors of the hospitals or departments of the Warsaw medical school

in which they may wish to work. Detailed information may be obtained direct-

ly from these or from the dean of the faculty of medicine, University of War-
saw, Warsaw, Poland, or through Prof. Dr. G. Modrakowski, dean of the

faculty of medicine.

Zurich.—University of Zurich, Zurich, Switzerland. For information concerning

clinical and research assistantships, address the professor in charge of the

department and also the rector of the university.

Prof. Felix Nager of the department of otolaryngology visited the United

States in 1926.

List by Subjects

Anatomy
Berlin

Berne

Bologna

Bonn

Edinburgh

Glasgow

Liverpool

London

Lyons

Padua

Paris

Prague

Strasbourg

Vienna

W^arsaw

Zurich

Bacteriology

Berlin

Berne

Brussels

Cambridge

Copenhagen

Edinburgh

Glasgow

Liverpool

London

Naples

Paris

Strasbourg

Biochemistry

Brussels

Cambridge

Edinburgh

Leipzig

London

Lyons

Stockholm

Dermatology

Berne

Brussels

Budapest

Edinburgh

Heidelberg

Milan

Munich

Paris

Prague

Strasbourg

Vienna

Zurich

Medicine

Amsterdam
Barcelona

Belfast

Berlin

Berne

Birmingham

Brussels

Budapest

Copenhagen

Frankfurt

Freiburg (Germany)
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Glasgow-

Leipzig

London

Lyons

Milan

Munich

Padua

Paris

Prague

Rome
St. Andrews

Sheffield

Stockholm

Strasbourg

Utrecht

Vien.'.«a

Zurich

Neurology and
Psychiatry

Amsterdam
Edinburgh

London

Munich

Padua

Paris

Prague

Rome
Strasbourg

Utrecht

Vienna

Zurich

Neuroi-ogic Surgery

Berlin

Bologna

Brussels

Glasgow

London

Manchester

Oslo

Paris

Rome
Vienna

Obstetrics and

Gynecology

Amsterdam
Berlin

Berne

Bologna

Brussels

Budapest Vienna

Dublin Zurich

Florence Otolaryngology
Frankfurt AND RhINOLOGY
Freiburg (Germany) Berne
Glasgow Bordeaux
Heidelberg Budapest
Lausanne Edinburgh
Leeds Frankfurt
Liverpool London
London Prague
Milan Utrecht
Munich Vienna
Oslo Zurich
Padua

Pathology
Paris

Amsterdam
Pisa

Barcelona
Prague

Berlin
Rome

Berne
Stockholm

Brussels
Strasbourg

Budapest
Vienvla

Copenhagen
Utrecht

Edinburgh
Zurich

Florence

Ophthalmology Frankfurt

Amsterdam Freiburg (Germany)
Berne Genoa
Bonn Glasgow
Brussels Heidelberg

Edinburgh Lausanne
Freiburg (Germany) Leeds

Glasgow Lyons
Leiden Milan

London Montpellier

Munich Munich

Prague Naples

Upsala Oslo

Utrecht Padua
Vienna Paris

Zurich Prague

Orthopedics Rome

Berlin Strasbourg

TurinBerne

Bologna Utrecht

Frankfurt Vienna

Liverpool Zurich

London Pediatrics

Milan Berlin

Munich Bologna

1



Breslau

Budapest

Freiburg (Germany)
Glasgow

Leiden

London

Milan

Munich

Rome
Stockholm

Vienna

Zurich

Pharmacology
Berlin

Edinburgh

Freiburg (Germany)
London

Padua

Strasbourg

Utrecht

Vienna

Phtsiology
Barcelona

Berne

Brussels

Cambridge

Edinburgh

Heidelburg

Leiden

Liege

Liverpool

London
Lyons

Milan

Naples

Oslo

Sheffield

Stockholm

Strasbourg

Turin

Upsala

Utrecht

Zurich
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Physical Therapy

Bologna

^'^ienna

Surgery (General)

Amsterdam
Berlin

Berne

Bonn

Brussels

Budapest

Copenhagen

Edinburgh

Florence

Frankfurt

Freiburg (Germany)
Genoa

Glasgow

Hague
Flamburg

Heidelberg

Leeds

Leiden

Leipzig

Liverpool

London

Lund
Lyons

Manchester

Milan

Munich

Oslo

Padua

Paris

Pisa

Prague

Rome

Sheffield

Strasbourg

Turin

Utrecht

Vienna

Zurich
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Roentgenology
Budapest

Edinburgh

Florence

Genoa

Liverpool

London

Milan

Paris

Strasbourg

Vienna

Warsaw

Syphilology
Berlin

Budapest

Edinburgh

Frankfurt

London

Paris

Strasbourg

Vienn/a

Thoracic Surgery
Hamburg
Leiden

London

Munich

^^ienna

TiiopiCAL Diseases

Amsterdam
Hamburg
Liverpool

London

Naples

Rome

L^ROLOGY

Berlin

Berne

Budapest

London
Paris

Vienna

Hygiene
Paris

D. J.,ia„, the .o^„„ to tl^e tr^epttTarca^Ld:'
^'"^'"^' ""''
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REPORT OF COMMITTEE ON MOORE COUNTY MEDICAL
SOCIETY MEDAL

Dr. W. C. Mudgett, Chairman, read the following report:

At a meeting of the committee on award of the Moore County Medical

Society medal it was decided to adopt the following method of procedure

in the awarding of this medal:

"The chairmen of sections of the North Carolina Medical Society,

eight in number, shall appoint a committee of three, none of whom pre-

sented a paper or are connected with anyone who did so, to select a paper
to be presented to the committee on award. Papers presented in joint

sections shall be considered in the section of which essayist is a member.

"In accordance with this procedure it has been determined by the

committee that each section chairman should appoint a committee of

his section to consider papers on the section program and advise the

chairman which paper, in their opinion, is most meritorious. The selection

of this committee should be forwarded to the chairman Committee of

Awards of Moore County Medical Society medal for their final decision.

There being eight sections there would naturally be eight papers to come
before this committee for final decision.

"The above outline of procedure will be followed with such modifi-

cations as will make it more easily workable in the future awards of this

medal.

"The first medal under this award was expected to be conferred at the

meeting in Durham in 1927 but owing to lack of time and organization

of committee it had to be delayed until this meeting and will now he

awarded to Dr. Albert S. Root, of Raleigh, the Section of Pediatrics, to

be presented Tuesday night."

At a meeting of the Moore County Medical Society it was decided

to create a trust fund transferring the fund from the treasury of the

Moore County Medical Society to the Citizens Bank and Trust Company
of Southern Pines, N. C, as trustee. This was done in order to perpetuate

the fund making it a continuing corporation rather than leaving it in the

hands of any local corporation.

Two medals with proper engraving, and space left for name of win-

ner and purpose for which medal was awarded, were purchased from
Bailey, Banks & Biddle Company, Philadelphia, Penn. The die for these

medals was purchased also.

James M. Parrott,
John Q. Myers,
W. C. Mudgett, Chairman.

Motion seconded and carried, after discussion by Dr. J. M. Parrott.

REPORT OF COMMITTEE ON PRINTING AND SUPPLIES

Dr. L. B. McBrayer, Chairman, reported that through the economical

administration of the committee the cash balance of the Society had been

increased by some $1200 this year. He expressed his appreciation of the

work of the other members of the committee.
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REPORT OF COMMITTEE ON JOURNAL AND WHOLE-TIME
SECRETARY

Dr. Hubert A. Royster, Chairman, read the following report:

Minutes of the meeting of the committee appointed at the 1926 session

of the N. C. State Medical Society to report on State Medical Journal

and whole-time secretary for State Medical Society and Board of Medi-

cal Examiners.

Those present were Dr. H. A. Royster, Raleigh, Chairman, and Drs.

L. B. McBrayer, Sanatorium, J. M. Northington and William Allen,

Charlotte ; Dr. Paul H. Ringer, Asheville, was unable to attend.

The previous work on these questions was reviewed and President

MacNider's suggestions and reasons for appointing this committee were
studied.

( 1 ) The committee concurs in the view of the committee reporting at

in 1926 meeting, against the need at present for a whole-time secretary

for the State Society (1926 Transactions, p. 72—Report by Drs. Howell
Way, A. A. Kent, H. A. Royster).

(2) In the matter of a secretary for the State Board of Medical
Examiners, this committee feels that it is without authority and that the

matter should be left to the Board of Examiners.

(3) The question of a state owned and edited medical journal was
next taken up. A letter was read from Dr. Paul H. Ringer which did

not seem to be either for or against this proposition.

(a) A vote on the general proposition of the desirability of a medical
journal as the official organ, owned and edited by the Society, as so well

set forth in the committee report found in the 1923 Transactions, found
Drs. Royster, Allan and Northington voting in the affirmative. Dr. Mc-
Brayer voted "no" and reserved the right to make a minority report.

The details of conducting a medical journal were discussed rather

fully. A letter from Mr. Matson of the advertising bureau of the A. M. A.
stated that the A. M. A. could deliver about $3,000 worth of advertising

for such a journal and that $2,000 worth of advertising would have to be
secured locally, with a subscription price of $1.50 for 1,700 copies, the

Society would have to put up $2,500. Could the journal be published for

$600 an issue, he thought, that after a little time the Society might break
even. Dr. Northington gave the committee some figures on Southern
Medicine & Surgery which, he says, has about $4,800 worth of advertising

at present and a paid up circulation of about 1,100 copies at $2.50 per

^^VJ) giving an income of about $7,500. He says there is an additional

income of about $100 a month from reprints and job printing. The cost

of operating this plant, taking no account of original cost or depreciation,

seems to be around $5,000 a year.

Dr. Northington is willing (a) to sell his plant, after appraisal,

should the State Society wish to take over Medicine ^ Surgery and make
him its editor on salary. He also offered (b) to turn over Medicine 8f

Surgery to the State Society, without expense, and rent them his plant to

publish it, should they wish to go into the publishing business. He also

renewed his previous (c) offer to furnish every member of the Medical
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Society, the journal (published under any name the Society may select)

at $2.00 per member (the number of honorary members to be deducted)
;

such a sum to be an obligation of the State Society and to be paid by its

secretary, should the Society adopt Southern Medicine S^ Surgery as its

official organ; the editor, Dr. Northington, to be bonded and the editorial

and advertising policy of the journal to be controlled by an editorial

board of five elected by the State Society. In addition. Dr. Northington

agreed to furnish a bound copy of the Transactions as published in the

journal without cost to any member of the Society sending him a written

request for the Transactions within thirty days after the annual meeting.

Dr. Royster considered that three things were essential:

(a)—That we have a high class medical journal,

(b)—That it be owned or controlled by the State Medical Society,

(c)—That the editor be connected with the Society, preferably

as secretary.

Dr. McBrayer thought that any discussion of the details of financing

the printing of a journal in the State Medical Society would defeat the

proposition. After further discussion, the four members of the committee

present unanimously decided to recommend to the Society that they

accept Dr. Northington's third proposition and that they appoint an

editorial board of five, defining its scope and action and authority. Ad-
journed to meet in Durham in April, at the call of the Chairman.

April 8, 1927.

Dr. H. A. Royster,

Raleigh, North Carolina

Dear Dr. Royster:

Dr. William Allen forwarded me the minutes of the committee meeting

held at Greensboro. I have re-read tliem very carefully indeed and I cer-

tainly am in hearty accord with the decision of the committee to recom-

mend that the society be acceptant of Dr. Northington's third proposition

as defined in the minutes.

I am also thoroughly in accord with Dr. McBrayer that discussion

of the details of financing the printing of a journal before the State

Medical Society would probably tend to defeat the proposition. I think

that should be left to the committee or to the editorial board that is to be

appointed by this committee.

I hope to see you in Durham, and attend the meeting of the committee

there.

With kind regards.

Cordially yours^

Paul H. Ringer.

Minutes of the meeting held at the King Cotton Hotel, Greensboro,

N. C, March 28, 1928, of the committee appointed at the 1926 session

of the N. C. State Medical Society to report on State Medical Journal

and whole-time secretary for State Medical Society and Board of Medical

Examiners.
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Those present were Dr. H. A. Royster, of Raleigh, Chairman, and

Drs. J. M. Northington and William Allen of Charlotte. Dr. Paul H.
Ringer, Asheville, writes that he is unable to attend and that, "My own
opinion about the matter to be discussed is that the State Society could

very well have Southern Medicine 4' Surgery as its own journal under

the same editorship that it now enjoys."

Dr. L. B. McBrayer, Sanatorium, writes that he is unable to attend

the meeting and that, "I am very deeply opposed to the agreement

reached at our last meeting, more so than I was at the time. I am forever

opposed to the doing away with our Transactions and if you hold a meet-

ing on this date. I hope you do me the kindness to give me the results of

the meeting and if I cannot agree with the report made by the majority,

that you will accord me the privilege of making a minority report."

Dr. Royster submitted some figures on the probable cost of publishing

the State Medical Journal showing that the A. M. A. advertising bureau

furnished to the S. C. Medical Journal in 1926 $1669.00 and in 1927

$1851.00. This bureau furnished to the Georgia Medical Journal $2818.00

in 1926 and $3454.00 in 1927. It was estimated that they could furnish a

N. C. Medical Journal about $3500.00. It was estimated subscriptions

at $2.00 per copy would bring in about $3000.00 and that $1000.00 in

advertising could be secured locally, thus furnishing a total revenue of

$7500.00. The cost of publishing was estimated to be approximately

$5000.00 leaving $2500 to pay an editor.

Dr. Royster was firmly of the opinion that the journal should be

owned by the State Society and that it should be edited by the secretary

because of the obvious advantages of bringing about a closer organization.

Dr. Allan thought that not more than once in fifty years would the

society elect a secretary who could edit a journal and that, in as much
as, we have in the state a successful journal whose editor has already

demonstrated his ability, we had better adopt the journal and the editor

we have, and leave the secretaryship to state politics rather than combine
the two and wind up with a dead journal like South Carolina. After con-

siderable discussion Dr. Royster dictated the following tentative report

which was unanimously adopted by the committee: "That the society

adopt Southern Mediciiie S^- Surgery as its official organ upon the

proposition made by its editor. Dr. J. M. Northington, as follows: that

this journal, published under any name the society may select, be sent

to every member of the society at $2.00 per year per member and to hon-

onary members without charge ; such a sum to be an obligation of the

society and to be paid by its secretary-treasurer; the editor. Dr. J. M.
Northington, to be bonded and the editorial and advertising policy of the

journal to be controlled by an editorial board of five to be appointed by
the president ; the authority and scope of action of this editorial board
to be defined by the House of Delegates."

The committee adjourned to meet at the call of the president at

Pinehurst, Monday, April 30, 1928.

(This action does not interfere with the Transactions in any way.)

Dr. J. E. Hart moved the adoption of the report, which motion was
seconded.
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Dr. L. B. McBrayer, a member of the committee, submitted the fol-

lowing minority report and moved its adoption as a substitute:

MEDICAL JOURNAL

Why should every Fellow of our Society be forced to subscribe to

a Medical Journal. Why should those who are receiving Southern Medi-
cine Sf Surgery by virtue of their membership in the Tri-State Medical

Society, be required to pay for it again. Does North Carolina need such

a Medical Journal as we can publish.

If Dr. Royster were editor of our present Journal it would probably

be so 'high brow' that not one doctor in ten would know what ideas he

was intending to convey, while if I were editor, which I will not be, it

might be so 'low brow' that no doctor would read it, which is another way
of saying that any certain kind of Medical Journal will not be satisfactory

to all the doctors of our state. Why not let them choose the Medical Jour-

nal or Journals that they want—God knows there are plenty of them.

The same result would be obtained possibly with either Dr. Royster or

myself (which I will not be), as Chairman of the Editorial Board sup-

posed to control and direct the Journal in paths of peace, pleasantness

and profit.

Another important question. Can any one now living or yet to be born

direct my friend Dr. Northington .^ And if such thing be possible, why
should he or they.^ Dr. Northington owns I believe a building and print-

ing plant in Charlotte and also owns a Medical Journal, Southern Medi-
cine S^' Surgery, and is running the best and most satisfactory Medical

Journal that has ever been published in our state. Why should we want
to appoint an Editorial Board to tell Dr. Northington how to do it and
endeavor to make him corform to their collective opinion, if indeed they

could collect one. Can the report of a committee even if said report were
adopted unanimously by this House of Delegates, confiscate the personal

property of Dr. Northington without due process of law? And that is

just what an Editorial Board might bring about in an indirect way. Is it

possible that this is just an entering wedge and we will be expected later

,to buy a plant?

There isn't a state owned Medical Journal in the U. S. A. that is

worth the paper it is printed on unless perhaps it is one or two of the

states with a large number of doctors and these are not worth what they

cost. Some of the northeastern states have combined three or four together

and then haven't enough money to make a good journal. If any one wants

to edit a journal let him do like Dr. Northington has done, do it on his

own and then he can have just what he wants, say just what he wants,

and when he wants to. Who are we that we should rise up to show every

other State Medical Society just how to run a fine State Journal where
most of them have demonstrated the impossibility for themselves ?

Conducting a Medical Journal seems to be very like an insurance

company, it must have a much wider field than any single state in order

to succeed.
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Why should we pay the American Medical Association twenty per
cent on the advertising? This would give the American Medical Associa-
tion a financial control of our Journal and mayhap our Society that mio-ht
not be desirable.

I have not heard and do not know one single reason why we should
own and publish, or publish and let some one else own, a Medical Journal.

If the report of the committee were adopted, it supposedly would
automatically increase our State Society dues by $2.00 per year. We are
going along pretty well financially—twelve years ago we had to borrow
money at the beginning of the fiscal year to buy a postage stamp; last
year we had a cash balance of some $500.00 at the end of the year and
now have some $1500.00 on hand, ample to take care of our expenses for
this fiscal year. I do not believe the Fellows of this Society want to
increase their dues, unless it were for some better purpose than a State
Medical Journal, when they have an opportunity to secure the Journal if

they want it.

I therefore offer the following:

RESOLVED, that the following be substituted for the report of the
Committee on Medical Journal, etc. That with the permission of the
owner and editor, we adopt Southern Medicine S^ Surgery as the official

organ of this Society, without obligation or direction on the part of the
Society. And I move you sir the adoption of the substitute.

L. B. McBrayer,
For the Minority.

Dr. McBrayer's motion to adopt the substitute report was seconded
by John B. Wright and Dr. N. C. Daniel, and, after discussion by Dr.
Cyrus Thompson, was carried by unanimous vote. The report of the com-
mittee as substituted was adopted.

On motion of Dr. McBrayer, the committee was discharged.

REPORT OF COMMITTEE ON PROPOSED AMENDMENT
TO BY-LAWS

Dr. J. M. Parrott, Chairman, made the following report:

The Committee on Proposed Amendments to the By-Laws I think has
about three functions. In the first place, we were requested to consider
a proposed change in the by-laws. The committee has given the matter
deep consideration, and we think it would be the part of wisdom to let
that matter drop, because there are other things coming up which will
have to be considered from another angle entirely.

The second matter referred to the committee is a request from the
Board of Councilors that their duties be defined. The committee has given
that matter serious consideration and respectfully declines to express an
opinion about a matter of that kind. We should love to help the coun-
cilors all we can, but that matter will have to be worked out in the light
of new developments which seem to be about to be approached. The com-
mittee has confidence in the councilors and feels that they have discharged
their duties in a very commendable way. They have a difficult task and
at times a disagreeable one. The committee regrets that it can not help
them.
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The third task to which the attention of the committee was called was
the consolidation of sections. The committee thinks that the new plan

being followed at this time will give us information upon which we can

change our policy, if it is desired to be changed. Dr. Ferguson, in his good
judgment, thought there were too many sections, to which the committee

agrees. The committee has, however, been unable to unravel the problem.

The committee thinks it would be better to let the matter pass until we
have had certainly the benefit of this experience and then take it up next

year, if it is decided to abolish some of the sections.

The committee has a written report, which is in substance what I

have said. I think the committee would like me to say that the committee

would like to be discharged.

On motion of Dr. K. P. B. Bonner, the report of the committee was
accepted and the committee was discharged with thanks.

REPORT OF COMMITTEE ON PUBLIC HEALTH TRAINING
FOR PUBLIC HEALTH OFFICERS

Dr. R. S. McGeachy, at the request of the chairman of this com-

mittee. Dr. G. M. Cooper, reported that the committee has no further

report to make than that given last year. The report was accepted and the

committee discharged.

REPORT OF COMMITTEE ON HARRISON ANTI-
NARCOTIC ACT

Dr. Albert Anderson, a member of the committee, read the following

report:

To the N. C. Medical Society,

Pinehurst, N. C.

Subject: Report on the Committee of the Harrison Narcotic Law.

Gentlemen

:

The chairman of your committee was commissioned by the Governor

of North Carolina to attend the First Annual Conference of Committees

of the World Conference on Narcotic Education and International Nar-

cotic Education Association held in the Hotel Roosevelt, New York City,

November 3-6, 1927.

There were five sessions held to consider a draft for discussion of a

uniform state narcotic defense law. This was taken up under the heads

of three articles.

Article I—Drug Control. Under this Article there were eighteen

sections discussed and without naming them all, some of the most impor-

tant were: Definitions, Acts Dangerous to the Public Health, Acts Pro-

hibited, Sale on Written Orders, Prescriptions, Records, Labels, etc.

Article II-—Narcotic Isolation and Rehabilitation. Under this Arti-

cle there were fourteen sections discussed such as : State Narcotic Hospi-

tal, Commitment of Narcotic Drug Addicts of Adults and in Cases of

Juvenile Delinquency, Parole and Discharge, Voluntary Commitment,

Transfer from Hospitals for Insane, etc.

I

1
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Article III—Narcotic Drug Addiction Prevention. This was dis-

cussed in seventeen sections, mainly along educational lines in the con-

sideration of preventing acts dangerous to the public safety, Acts Pro-

hibited, Authorized Addiction, Registration of Addicts, Penalties for Li-

censed Persons, Penalties for Unlicensed Persons, Use of Minors in

Narcotic Drug Traffic, Narcotic Education, Enforcement, Repeal of

Conflicting Acts, Immediate Effect, etc.

The main purpose of this Conference of Committees, that were
appointed largely from the first World Conference on Narcotic Educa-
tion in the city of Philadelphia on July 5th, 6th, 7th, 8th, and 9th, 1926,

was to consider how to regulate this traffic by law and to get a uniform

law in all the states.

Your chairman was fortunate enough to sit in all this discussion

for five sessions and his conclusion after hearing all that was said and
discussed was that this great menace to our country is being managed in

such a way as to bring about final preventive measures in the control of

narcotic drugs. It is enough to call your attention to this great movement
to put our doctors on the alert to keep up with the movement as far as

possible and to give these national and international workers, headed by
their able president, Richmond Pearson Hobson, their loyal and intelli-

gent support.

Respectfully submitted,

Albert Anderson,
For Committee.

On motion of Dr. L. B. McBrayer, the report was accepted and the

committee continued.

REPORT OF COMMITTEE ON FINANCE
Dr. L. A. Crowell reported that the committee has gone over the

records of the secretary-treasurer and finds them correct. On motion, the

report was accepted and the committee discharged.

REPORT OF COMMITTEE ON PRESIDENT'S MESSAGE
Dr. Cyrus Thompson, chairman, read the following report:

We, your Committee on the President's Message, respectfully beg
leave to submit the following report:

First. We recommend that the dues of membership in the Medical
Society of the State of North Carolina be increased from $3.00 to $5.00
a year.

Second. We recommend that the by-laws be amended so that every
physician who has been licensed by the State Board of Medical Exam-
iners shall be eligible to membership in his county society and shall be
enrolled therein upon presentation of his license and his certificate and
the payment of his dues.

Third. We recommend that the by-laws shall be amended so as to

establish an advisory cabinet as recommended in the president's message.
Fourth. We approve the recommendation of the president that the

Committee on Public Policy and Legislation endeavor to secure the repeal
of the $25.00 license tax on the practice of medicine in North Carolina.
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Fifth. We believe that the president's interpretation as to the

functions and the final authority of the board of councilors is correct,

and we are of the opinion that the House of Delegates should sustain him
in this interpretation.

Sixth. We are of the opinion that the welfare of the profession and
the dignity and honor of the Medical Society of the State of North
Carolina demand that every county society shall bow to and abide by
the decision of the council and that the charter of any county society

which shall refuse to conform to this fundamental law shall be revoked.

(Signed)

Cyrus Thompson^ Chairman,
John Q. Myers,
Jos. L. Spruill, Secretary.

Dr. K. P. B. Bonner moved that the report of the committee be

adopted. Motion seconded. After discussion by Dr. R. C. Mitchell, Dr.
Cyrus Thompson, Dr. L. B. McBrayer, Dr. M. L. Stevens, Dr. L. A.

Crowell, and Dr. R. M. Buie, the motion to adopt the report was put to

vote and carried.

NEW BUSINESS

Dr. J. M. Parrott offered the following proposed amendment to the

by-laws and moved its adoption and reference to a committee to be ap-

pointed by the president of this session, the committee having full

authority to make such changes as it sees fit:

We hereby offer an amendment to Chapter XIV

:

RESOLVED, that diaper XIV, Section 5, of the By-Laws be

amended by striking out the following words in line five—-"Shall be

entitled to membership," and in lieu thereof there be inserted the follow-

ing, "shall become a member of the Medical Society of the county in

which he lives, on the presentation of a license from the North Carolina

State Board of Medical Examiners, and the entrance fee and the annual

dues for the current year, and the said county medical society shall enroll

and accept such applicant as a member."
J. M. Parrott.

The motion to adopt the amendment was seconded and according to

the rules will be on the table until the next session of this house of dele-

gates, and the president appointed the following committee: Dr. J. M.
Parrott, Dr. Cyrus Thompson, and Dr. John Q. Myers.

REPORT OR STATE BOARD OF MEDICAL EXAMINERS
The following report was read by the secretary, Dr. John W. MacCon-

nell:

The Board of Medical Examiners is elected by the Medical Society

and derives its legal authority from the legislative branch of our state

government. Hence its function is to protect the public of the state from

being preyed upon by fraudulent quacks and to protect the medical pro-

fession by revoking the licenses of those who are a dishonor to the pro-

fession as well as a menace to the public.

In the past twelve months the Board has cooperated with the Board of

Charlities and Public Welfare and with the Attorney General of the state
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in curbing irregular practitioners. The most frequently reported violations

are, not those concerning offenses of regularly licensed physicians, but

offenses by quacks, fake cancer doctors, etc., who can be fined or impris-

oned by the regular courts. Generally when the solicitor takes the matter

up, the quack ceases his irregular practice at least for a time, and maybe
permanently. North Carolina is troubled less by cultists than most

states. Reports of practice by faith healers frequently reach us, but prose-

cution of these people is not in our province, for the right to treat by
prayer or laying on of hands is not denied anyone. All of these forms

wear out in a little while and do no great harm. Chiropractic is rapidly

losing ground and as a cult will eventually disappear. B. J. Palmer, its

founder, acknowledges this, and the Palmer School of Chiropractic has

now only 300 students where formerly there were over 3,000.

Your Board meets twice a year, in December and June. The Decembet
meeting is for routine business and for endorsement of credentials. The
June meeting is for both endorsement of credentials and the regular

examination.

There are fewer failures on examination than formerly, not because

the examinations are less rigid, but on account of the better preparation

of the candidates. Since we allow only graduates of Class "A" schools

to come before us and since a good part of these men already iiave a

bachelor's degree, and all of them at least two years in college, it is

natural to expect them to be men of ability, the real elimination having

taken place before they are admitted to examination. This is a great

advance and makes the examinations more pleasant. Former boards had
to examine many incompetent men, some of them almost illiterate, work
ing a hardship on the Board and, of course, a failure for the applicant.

The character of the young graduates is most excellent and speaks

well for the future of the profession in North Carolina.

By applying the same standards to men who apply for license through

endorsement of credentials, we weed out the incompetent. Only graduates

of Class "A" colleges who have had three years of hospital work or prac-

tice are allowed even to fill out an application blank. A large part of your
secretary's work is refusing application to those not qualified. This saves

the Board time and annoyance which would result if these men who are

not qualified were allowed to appear before the Board. Strict enforce-

ment has proven the best rule.

The president and secretary have attended the National Federation
of State Boards at Chicago and have safeguarded the interests of the

profession of this state.

The list for licentiates for 1927 and 1928 is hereto appended.

Respectfully submitted,

John W. MacConnell, M. D.,

Secretary.
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LICENSED BY ENDORSEMENT, DECEMBER 1, 1926 RALEIGH, N. C.

Name Address College and Year Certified by
Black, Hugh Ratchford Spartanburg, S. C Univ. Md 1883 S. C.
Brown, James Steven, Jr Hendersonville, N. C.Tulane 1925 Nat. Bd.
Carr, Eugene Morrison Asheville. N. C Johns Hopkins 1919 Md.
Fuller, Rawley Howard Clover, Va M. Col. Va 1905 Va.
Harvey, Francis Rudd Kitchener, Ontario....U. of Toronto. 1910 Canada
Hopkins, Percy Isaiah Dothan, Ala. V'anderbilt U 1899 Ala.
McChesney, William Wallace Abingdon, Va M. Col. Va 1915 Va.
McFadden, Ralph Hope Chester, S. C M. Col. S. C 1912, S. C.
Ogilvie, Hansen Slaven Charleston, W. Va M. Col. Va 1909 _ Va.
Rhudy, Booker Ephriam Abingdon, Va. M. Col. Va 1916 Va.
Stahlman, Frederick C Charleroi, Penn West Penn. Med Col.

(U. Pittsburgh) 1896 Penn.
Thomason, James Archibald Fountain Inn, S. C...U. Md 1910 S. C.
Weltmer, Silas Woodson Asheville, N. C St. Louis U 1921 Mo.

Med. College
Wood, Landrum Walker Fountain Inn, S. C.Atlanta Med. Col.

(Emory U. Med.)..1914 S. C.

LICENSED BY ENDORSEMENT, FEBRUARY 19, 1927, RALEIGH, N. C.

Name Address College and Year Certified by
Anderson, William Banks Durham, N. C Johns Hopkins 1924 Nat. Bd.
Burgess, Taylor Stukes Atlanta, Ga Johns Hopkins 1924 Nat. Bd.

LICENSED BY ENDORSEMENT, JUNE 20, 1927, RALEIGH, N. C.

Name Address College and Year Certified by
Morrow, Thomas Earle Campobello, S. C Grant Univ 1894 S. C.
Boddy, Edmund Charles Southern Pines M. Col. Penn 1897, N. Y.
Clement, Mortimer Taliaferro Charlotte, N. C M. Col. S. C 1916 S. C.
Smith, Frank Griffin Rocky Mount. N. C...Univ. Ga 1922 Ga.
Ware, Ralph Hoyt West Bend, Wis U. of Louisville....l9l5- Ky.
Love, Samuel Glenn Ronceverte, W. Va U. of Md 1914 S. C.
Jones, William McConnell Heath Springs, S. CM. Col. S. C 1922 S. C.
Timberlake, Gideon Baltimore, Md Univ. Va 1902 W. Va.
Kende, Blanche Elliott Morganton, N. C Woman's Med. Col

Philadelphia 1901 Penn.
Kende, Tibor Norbert Morganton, N. C Royal Hungarian

Elizabeth Univ.
Budapest 1922 N. Y.

Gantt. L. Rosa Hirschmann Spartanburg, S. C Med. Col. S. C 1901 S. C.
LaRoche, Laurent Lascelles Washington, D. C Med. Col. S. C S. C.
Cornell, Beaumont Sandfield Montreal Canada U. of Toronto 1916 Ontario
Freeman, William Talmage Asheville, N. C U. of Ga 1917 Ga.
Feigenbaum, Hyma Pittsburgh, Pa U. of Penn 1904 - Penn.
Finney, Frank Floyd Malone, N. Y U. of Vt 1902, N. Y.
Davison, Wilburt Cornell Baltimore, Md Johns Hopkins l9l7.Nat. Bd. & Pa.
McLean, Ewen Kenneth Miami, Fla U. of Texas 1919 Texas
Pitcher, George Sawyer Greensboro, N. C Col. of Physicians

and Surgeons, Col.
Univ 1889 Maine

McLeskey, Joseph Hamilton Anderson, S. C Univ. of Ga 1909 S. C.

LICENSED BY EXAMINATION, JUNE 20, 1927, RALEIGH, N. C.

No. Name Address College and Year
3808 Allen, Hobart Theodore (C) Winston-Salem Meharry 1926
.3869 Anderson, Lester Lawrence .Advance, N. C Med. Col. of Va 1927
3870 Ashburn, Claude Woltz Winston-Salem, Washington U. St. Louis-.1927
3871 Ashford, Charles Hall New Bern, N. C Johns Hopkins 1927
3872 Bavliss, Emma Katharine (F) Columbia, S. C Woman's Med. Col. of Pa...l926
3873 Boseman, Claude Alfred Enfield, N. C Univ. of Penn 1927
3874 Brantley, William

Turbin Holland Roanoke Rapids Med. Col. of Va 1927
3875 Brewton, William Allan Raleigh, N. C Univ. of Penn 1927
3876 Brown Kemiit EnglislL Waverly, N. C Jefferson Med. Col 1927
3878 Bruce, Leo Greenleaf (C) Durham, N. C Meharry 1926
3879 Carter, Garland Norfleet Boydton, Va Med. Col. of Va 1927
3880 Cartwright, Crosby Wendall (C) Belcross, N. C Howard Med. College 1926
3881 Cheatham, Goode Rutledge Henderson, N. C Bellevue Med. Col 1927
3882 Corbett, Clarence Lee Selma, N. C Emory University 1927
3883 Cornwell, Abner Milton Lawndale, N. C Geo. Washington U 1927
3884 Cowan, Joseph Franklin (C) Raleigh, N. C Howard Med. Col...._ 1926
3885 Cross, Catherine (F) Lewes, Delaware Woman's Med. Col 1925
3886 Davis, Stephen Webb Charlotte, N. C Univ. of Penn 1927
3887 Dickson, Malcolm Shields York, S. C Med. Col. of S. C 1927
3888 Durham, Carey Winston Chapel Hill, N. C Geo. Washington U 1927
3889 Eason, Herman Franklin Selma, N. C. Washington University 1927
3890 Felton, Robert Lee, Jr Fayetteville, N. C.-Univ. of Penn....- 1927
3891 Floyd, Alva Justin Fair Bluff, N. C Med. Col. of S. C 1927
3892 Foster, Malcolm Tennyson Atlanta, Ga Emory Univ 1927
3893 Gadsby, Samuel Augustus (C) Washington, D. C Meharry Med. College 1927



HOUSE OF DELEGATES 217

3894 Hall, Leroy Langston (C) Winston-Salem, N. C.Meliarrv Med. College 192T

Itlr S^"r^''.,p*'"f'=^^
'£• ;

V
^^coii, s. c Med. Col. of s. c ...::.."::::i927

!S?^
Highsmith, Jacob Frank, Jr Fayetteville, N. C Univ. of Penn 1927

ITil
Holloway Joseph C ark Durham, N. C Tulane Univ W 1927

^ann S°"f ' t\''"''L °''f
^'^ Richmond, Va Med. Col. of Va 1927

3899 Hunt, John Hazel .... Spindale, N. C U. of Cincinnati _... 1927
d9()0 Johnson, Ehot Wisely Kipling, N. C Med. Col. of Va 19273901 Johnson Jeremiah Robert Winston-Salem, N. C.Med. Col. of Va 1Q'>7
3902 Jones, ^'Vil lam Samuel Xashville, N. C Med. Col. of Va.:::";:.' 1927390J Jones, Clyde Pranklin Louisville. Kv Univ. of Louisville lO^?
ooM- w^uY- -^T'^^

Woodfln Hickory, N. C Med. Col. of Va :;;;;::: 1927
Tinn b?^^^^'V'\

Lawrence Bernard Richmond, Va Med. Col. of Va 1926
IZt v-"^' ^^'V-'"'^

Sandling Clinton, N. C Jefferson Med. Col "1927

121 ^'"f.• ^H^t-^u- !^'^^. Yo'-k; N. Y Emory University :i925

o„JI ^,^^^^^1 James Lowry Gastonia, N. C Univ. of Penn iq273918 Misenheimer, Edd Alexander Concord, N. C Un v of Md 19I73919 Mitchell, Gudney Talmage Jennings. N. C... Jefferson Med Col llll
lll^ ^°!^"' .V^^'

Thomas Jacksonville, N. C...: U^iiv of Penn 9273921 Mullen, Malcolm Preston Bunn, N. C Emory University "iq^t
la^i Aj"';'^°r,'^'' Sf'""*'' Howard (C)....Raleigh, N. C Howard University I926
f.???

^''^"=^"^'' ^''^">'^« McGehee High Point, N. C Un^^ of Penn ^ J92?3924 McBane, Thomas Womack Greensboro, N. C... Med Col of Va"
'

IqI?3925 McCa^stor, Joseph, Tecumseh Richmond, Va Med Col of vt Itli3926 McCoy, Cullen Miles Cove Citv N. C Tulane Un°v 097
3927 McGee, Julian Murrill Rosemar^ N. C Univ of Penn lUl3928 McRae, John Donald, Jr Asheville, N. C. Un v of Penn Jqo?
3929 Newton, Maury Claiborne Roanoke Va Med Col of Va llll3930 Newton, Zachariah Boardman Fayetteville, N. C. Univ of Penn llli3931 Pate, James Frank Bishopville, S. C. . ..Med Col of s" "c llll3932 Parker, John Wesley, Jr Winston-Salem, N. C.Med Col of Va \lll3933 Powell. William Henry, Jr Fayetteville, N C. .. mIcI Col of Va 9273934 Powers, Frank Poydras, Jr Wake Forest N. C.Un iv. of Penn 9273935 Reeves, Hugh Gurney Greenville, Tenn... Univ of Va 10973936 Pressly, Maude Stovall (F) Charlotte, N. C... Woman4 Mtd""Corp^^^^^^3937 Robinson, Edmund Eugene Richmond, Va... Med Col of Va ^^""-j^H
3938 Ross. Donald Price Salisbury, N. C. Jefferson Med Col iqI?.10.10 Rnoo TV.r>mr.o Tir.^ll„^ o ., i : -i

'' tr „ JCUClSUIl IVICU. t.,01 1927

lltl
^''''%

il^"^"^^
^ - ;wn;Sn|i^;c n! c:::::E;,^;y uniV^^r3948 Tice, Walter Thomas Wadesboro, N. C. Jefferson Med CoY 10973949 Townsend, Robert Glenn Lumberton N. c:::;;;:™ane University 92?39d0 Turner, Israel Ezra C) Raleigfl, N. C Howard Universitv iQ9fi

t^J^ x^?*^'^**",*^-
Richard Green, Jr...Kinston N. C Uni> of

^^^^^^"^^"^^
}^?6

3952 Whaley, James Davant Rock Hill, S C Med Col nf'T'r 109-
3953 Whims, Clarence Bernard Wake Forest N''c:'""jefferson Med Col ol?3954 Wh te, Herbert Nathuiiel (C).... Asheville, N C. Meharrv Med Col ]4l3955 Whitehead, Edward Morris..........Salisbury N. C. IJniv of Penn lolI3956 Whittington, Claude Tliomas Greensboro, N.C. Un v of Md 0973957 Wright, Enos Shepard (C) Durham. N. C. Meharrv Med" Col 1I2I3958 Yarborough, James Elmo Spring Hope, N. ciiijefferson Med. Coi;::::;;::::;;;:l927

REPORTS OF COUNCILORS
FIRST DISTRICT MEDICAL SOCIETY

H. D. Walker^ Councilor

Since the last meeting of the State Society the First District Medical
Society has had four meetings, two being at Hertford, one at Edenton
and one at Elizabeth City.

At the Hertford meeting, June 16, 1927, two of the local physicians
read very interesting and instructive papers which were freely discussed
by those present.
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At Edenton, September 29, 1927, besides the papers by the local

physicians, Dr. M. F. Boyd, Director of the Rockefeller Foundation, was

the invited guest and gave a very interesting talk on malaria.

At the Elizabeth City meeting, January 20, 1928, the president of

State Society, Dr. Jno. T. Burrus, made the annual visit. After the ban-

quet the entire time was given to the address of the president and round

table discussions. His talk was impressive and dealt mostly with advice

concerning the relations of the physicians to the public and to each

other.

The last meeting was March 29, 1928, at Hertford. Doctors W. B.

Martin and C. Wilcox, of Norfolk, Va., were the invited guests and both

read scientific papers. At all of the meetings a banquet preceded the

business sessions. The following officers were elected for the coming year.

President, Dr. W. T. Griggs, Poplar Branch, N. C, Vice President,

Dr. R. L. Kendrick, Elizabeth City, N. C, Secretary and Treasurer, Dr.

I. A. Ward, of Elizabeth City, N. C.

During the year this District Society lost by death three members.

Dr. Zenas Fearing and Dr. C. W. Sawyer, of Elizabeth City, N. C, and

Dr. J. M. Mewbern, of Jarvisburg.

The attendance of the Society is good but lots of room for improve-

ment. On account of the geographic location, the Albemarle Sound divid-

ing the district, it is hard for the physicians on the south side of the

sound to attend the meetings and return at night. The attendance of the

physicians on the north side of the sound is excellent and in my opinion

it would be better for the First District to only include the counties on

the north side of the Albemarle Sound and counties on the south side to

be in the Second District. There is, so far as I know, peace and harmony
among the physicians of the First District.

SECOND DISTRICT

Grady G. Dixon, M.D., Councilor

I rise to again admit that we have the best district in the state. The
Second District Medical Society meets annually. The reason that we do

not have more frequent meetings is that we have county societies in that

district that meet monthly. The county societies all have good meetings.

The members present good papers and have good times together. For

that reason all the members of the profession in that district love each

other. We have had the president and secretary of the State Society in

our district four times this year. The president has recommended that the

district society promote, through the physicians to the general public, the

idea of an annual examination. The secretary stated in his report that

certain information had been furnished the councilors. This information

has been forwarded to every physician and society in the district. In my
home county the society has had a representative appear before every

civic club in the county, and the other counties in the districts are going

to do likewise. Whether it will do any good or not remains to be seen.

Thus endeth the report of the Councilor of the Second District.
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FOURTH DISTRICT

J. C. Grady, Councilor

The Fourth District of which I am councilor seems to be moving
along very nicely along all lines. They have had regular meetings during
the year with exceptionally good attendance. We have had excellent
papers at every meeting that showed care and research in their prepara-
tion and they have usually been thoroughly discussed, and peace and
harmony prevails throughout the district.

I think our Society is in good shape and I know it is being a great
help to our men, especially our young men. It furnishes a wonderful
opportunity for the interchange of ideas and experience such as could be
gained in no other way.

I think the social side of it would entirely justify its existence if it

had no other redeeming features. It is frequently in these meetings that
doctors learn to know and love each other and establish bonds of mutual
friendship and helpfulness.

The following are the county societies that I have visited during the
year:

WAYNE COUNTY

On the night of January 5th I attended a meeting of the Wayne
County Medical Society held in the dining room of the Goldsboro Hotel.
After a splendid luncheon the meeting was called to order by its capable
president, Dr. W. H. Sutton, and the regular program of scientific papers
was dispensed with. It being the first of the year the election of officers
was then taken up and disposed of; also, it being ladies' night, the meet-
ing was turned chiefly into a merry-making and a social affair. Dr. A. G.
Woodard made an address of welcome that was very pleasingly responded
to by Mrs. Dr. J. N. Johnston.

Dr. C. F. Strosnider was toastmaster and acquitted himself very
creditably. Dr. T. M. Bizzell was chairman of the stunt committee and
proved himself in every way equal to the occasion. Rev. Mr. Cone of the
Episcopal Church read to us some extracts from a book on Greek myth-
ology on some methods of curing the sick which brought forth peal after
peal of spontaneous laughter. The doctor proved his ability to lay aside
for the time being his ministerial dignity by dropping from the sublime
to the ridiculous and being a good fellow.

Dr. J, M. Parrott of Kinston and myself, being visitors, were each
called on to say something. I was asked to make a toast to the ladies
which I did in a bungling way because the ladies always did embarrass
me. Dr. Parrott was called on for a speech, the title of which was What
Next in Medicine in North Carolina.?, and it is needless to say that it
was a good speech for you all know Dr. Parrott.

Ladies night was an innovation with the Wayne County Society, but
they were all so well pleased with it and seemed'to get so much pleasure
out of it they decided to make it an annual affair. I hope they will invite
me every year as it was the first medical society I ever belonged to and I
feel very much at home among them.
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Wayne County Medical Society has 38 active members and three in-

active members^ these being old men that are not very active in practice.

I visited this society once before this year and they had a program of

scientific papers which were exceptionally good and well discussed. I must

say that Wayne is one of the most virile and wide awake medical societies

that it has been my pleasure to visit during the year.

JOHNSTON COUNTY MEDICAL SOCIETY

On February 14 I attended the Johnston County Medical Society,

my own society, in conjoint meeting with the Fourth District Medical

Society, and we had several scientific papers that were full of merit and

well discussed. We also had an address by Dr. Chas. O'H. Lauginghouse,

which was the feature of the evening on Periodic Health Examinations,

and Dr. Spruill of Greensboro read a paper on Some Medical Fallacies,

which was full of logic and much appreciated. Dr. Henderson of Golds-

boro read a fine paper on focal infection.

Johnston is a big county, and we think we have a big medical society,

if I do say it. We have 26 members embracing every doctor in the county

but three, and we have regular meetings and usually a good feed every

time to stimulate interest and thought. You know a man usually thinks

clearer on a full stomach when he is at peace with all mankind than he

can when he is hungry and ill at ease, so we always have the feed.

Johnston county has made a big effort to put over the campaign for

periodic health examinations and everywhere it has met with enthusiastic

support.

NASH COUNTY

In March I attended the regular meeting of the Nash County Medical

Society in Rocky Mount. The meeting was presided over by Dr. Cop-

pedge, of Nashville, its president. After enjoying a splendid supper at

the hotel the meeting was called to order and several good papers were

read and thoroughly discussed. I was struck for one thing, by the high

quality of the papers and the enthusiastic discussions that they provoked,

and I am sure that I have not visited a more virile and wide awake society

in my district than the Nash County Medical Society.

I recall that I was entertained by the late lamented Dr., E. B.

Quillen who was not a native North Carolinian, but a most loyal son by

adoption and whose sudden death has been felt as a keen loss to the

medical profession and the entire state.

The Nash County Medical Society has 32 members, largely young
men, all active and progressive doctors.

WILSON COUNTY

On March 14th I attended a meeting of the Wilson County Medical

Society, which was presided over by Dr. Swindell, its very capable and
popular president. The guest of honor was Dr. Yoder of the State Sana-

torium for Tuberculosis, and I listened to a very able address on tuber-

culosis in children. He gave us a very instructive talk on that subject.

We also had a very able paper by Dr. L. J. Smith, County Health Officer,

on acute infections, which was very instructive and thoroughly discussed.

I brought up the matter of periodic health examinations and a committee
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was appointed to arrange to get tlie matter before the civic clubs of

Wilson by getting speakers to address them, and it was planned to get

Drs. Burrus and Laughinghouse to meet with all the clubs of the town

at a joint meeting if possible at an early date.

Wilson County has 36 doctors, 33 of whom are active members of

the society, the other three being aged men and somewhat indifferent.

Most of the members of the Wilson County Society are active, vigorous,

wide awake young doctors, and very thorough and enthusiastic in the

society work, and I think in every way Wilson County has a very fine

Medical Society.

At the conclusion of the meeting we were served with a splendid feed

at the Wilson Memorial Hospital which was highly enjoyed by all.

EDGECOMBE COUNTY MEDICAL SOCIETY

It has been my pleasure and privilege to visit this society three times

during the year. On two of these occasions it was their regular meeting

nights, and they had good papers and a good attendance. On the other

occasion it was at a call meeting of their Board of Censors which was
called to adjust some differences between two of its members and I was
invited to sit with the Board in their deliberations and if possible assist

them in settling the difficulty, so the culprits were hailed before the

Board and each one stated his grievance against the other. After going

in to the case pretty thoroughly it developed that the whole situation

arose from their listening to gossip outside the profession, and they were

induced to make friends, shake hands and bury the hatchet to the great

satisfaction and delight of all.

I hope the time may speedily come when doctors will cease to pay
any attention whatever to a gossiping public, for nine times out of ten

this is the sole cause of disagreements among doctors.

The Edgecombe County Society has twelve active members and one

inactive, and is in every respect an up-to-date county society.

HALIFAX AND NORTHAMPTON COUNTIES

In November I attended a joint meeting of these two societies held

in the graded school at Roanoke Rapids.

Because of their small membership these two societies hold their meet-

ings jointly in order to have a better attendance and thereby stimulate

interest in both societies. The Halifax Society has sixteen members and
the Northampton Society has eleven. Both societies retain a separate set

of officers in order to retain their representation in the House of Dele-

gates.

This particular meeting was presided over by Dr. O. F. Smith of

Scotland Neck, the president of the Halifax Society. At this meeting the

Northampton Society called its members together and went into the elec-

tion of officers for the ensuing year.

Owing to the fact that the two societies had present as their guest

Dr. J. T. Burrus, president of the State Medical Society, the regular

program of scientific papers was dispensed with and the floor was given

to Dr. Burrus. He spoke for nearly an hour on the subject nearest his

heart. The Progress of North Carolina Medicine and the Periodic Health
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Examinations. Dr. Burrus as usual made a fine and telling speech and I

think converted every one present to the need and importance of health

examinations.

He showed very conclusively that there is no conflict between state

medicine and the interest of the regular practitioner when the state

medicine was worked out to its last analysis. He said his ambition^ and
he thought the ambition of the State Department of Medicine was to try

to sell every physician in North Carolina to the communities in which
they practiced. His idea was to so build up North Carolina medicine and
North Carolina doctors that there would be no need for any one to go
out of the state for medical advice or assistance.

Dr. Burrus was at his best on this occasion and gave us a very fine

speech which we were in fine shape to receive^ having just enjoyed a

sumptuous feed given by the two societies and the good ladies of Roanoke
Rapids.

Thus brings me to the end of my activities as Councilor for the year

1928. I have visited every society in my district but one, and this one I

could not get in touch with. This was Green. I wrote its president twice,

but got no answer, and since they live in a remote section of my district

I gave it up, assuming that they must not have any organization.

I would suggest that it might be a good plan if the secretary of the

state society would write the different county secretaries once a year to

appraise each councilor of the district of their time and place of meeting,

because it would be very awkward and difficult for a Councilor to go to a

county and get together enough for a meeting when no meeting had been

contemplated by the local members.

REPORT OF THE COUNCILOR OF THE SIXTH MEDICAL
DISTRICT

Gentlemen

:

It is with pleasure that I report that the Sixth District has kept pace

with organized medicine in North Carolina. All of the counties, with the

exception of one, are functioning as county society units and in the one

exception there are too few doctors to have a well organized pou-nty

society. The Council has hoped that this county could be united with

another, but the plans have not materialized up to the present time.

Our District Medical Society has developed in a live and enthusias-

tic organization. The semi-annual meetings have proved to be entirely

practical and the two held during the past year were most enthusiastic

meetings. On June 23, 1927, the Sixth District met in Louisburg. The
president. Dr. Thurman D. Kitchin, presided.

The morning scientific papers consisted of the following:

A Further Study of Hematuria—Dr. C. O. Abernethy, Raleigh, N. C.

Discussion opened by Dr. W. Coppridge.

Lo the Poor Neurotic—Dr. H. H. Johnson, Louisburg, N. C. Discus-

sion opened by Dr. W. R. Stanford.

Ringworm of the Foot—Dr. E. R. Tyler, Durham, N. C. Discussion

opened by Dr. Hubert Haywood.
Consideration of the More Common Fractures—Dr. B. J. Lawrence,

Raleigh, N. C. Discussion opened by Dr. Foy Roberson.
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The Present Status of the Cancer Problem in Reference to Public

Health—Dr. H. H. Bass^ Durham, N. C. Discussion opened by Dr.

John T. Burrus.

After this scientific program a thoroughly enjoyable barbecue was
served under the oaks of the Louisburg College campus by the members
and wives of the Franklin County Medical Society. Following the bar-

becue the Society was delightfully entertained and thoroughly instructed

by three speeches from invited guests. They were as follows:

The Application of Business Ethics to the Practice of Medicine

—

Dr. J. M. Parrott, Kinston, N. C.

Title Unannounced—Dr. C. O'H. Lauginghouse, Raleigh, N. C.

Importance of Cooperation and Organization of the Medical Men
of North Carolina—Dr. J. T. Burrus, High Point, N. C.

The winter meeting of the Sixth District Society was held on Decem-
ber 8, 1927, in Warrenton, North Carolina. The session began at 2:30

P. M. with a scientific program as follows

:

President's Address—The Physician as a Man—Dr. S. P. Burt,

Louisburg, N. C.

The Increase of Recurrent Respiratory Infections— (Suggestions for

Prophylaxis)—Dr. Frank P. Hunter, Warrenton, N. C.

Fractures of the Tibia and Fibula—Dr. Hugh Thompson, Raleigh,

N. C.

The Treatment of Eclampsia by Abdominal Cesarean Section— (In-

vited Guest)—Dr. B. C. Willis, Rocky Mount, N. C.

Care of the Pregnant Women— (Report of Cases)—Dr. H. G. Perry,
Louisburg, N. C.

Vomiting of Pregnancy—Dr. R. A. Ross, Durham, N. C.

Infarction of the Myocardium—(Specimens to be Demonstrated)

—

Dr. C. C. Carpenter, Wake Forest, N. C.

Following this program a banquet was served at 6 o'clock at the

Hotel Warren. Those of you who have had an opportunity to eat at the
Hotel Warren know what a banquet there means. It was a sumptuous
repast, and a very spiritous meeting. Following the banquet a general
meeting was held in the high school auditorium at which the general;

public were invited and a very good crowd was present. Dr. W. C. Davi-
son talked on the development of the Duke Medical School and Dr.
Laughinghouse discussed the importance of periodic health examinations.

It has been my effort during the past year to cooperate whenever pos-
sible with the president in putting on his educational programs through-
out the state. Many public meetings have been held and one radio pro-
gram was put on during the past month over WPTF, and the repiorts

have been most gratifying. Last fall in Alamance County a combined
meeting of all the civic clubs with the County Medical Society, the
County Commissioners and the County Board of Health was held in Bur-
lington and at this meeting it was my pleasure to speak and it was our
honor to have with us as the honor guests and principle speakers our
president. Dr. Burrus, and Dr. Laughinghouse. Medical programs have
been put on by the civic organizations throughout the district and we feel
that we have reached a large percentage of the general public with this

message of the importance of periodic health examinations.
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As far as harmony within the medical organization is concerned I feel

that I can report to you that there has been more interest manifested in

organized medicine in our district than ever before. We have the largest

membership that we have ever had and the only point of dissension in the

whole district is in Wake County over the Glascock matter. It was my
thought that the State Society settled this matter last year but there

still seems to remain some confusion and it is my hope that this will be

clarified at this meeting. The Wake County Medical Society itself is a

well functioning unit of the State Society. It has a regular monthly

meetings with scientific programs and the attendance is very satisfactory.

This completes my third year as Councilor for the Sixth District, and

I wish to assure you that I have served you in this capacity with a great

deal of pleasure. I have never been unmindful of the honor conferred

upon me and it is my hope that I have done the work to your satisfaction.

WARRENTON
December 8, 1928

PROGRAM
Call to Order Dr. G. H. Macox, Chm.,

Committee on Arrangements

Address of Welcome - Hon. Frank H. Gibbs, Warrenton

Response Dr. V. M. Hicks, Raleigh

President's Address—"The Physician as a Man" Dr. S. P. Burt, Louisburg

"The Increase of Recurrent Respiratory Infections" (Suggestions for Prophy-

laxis)

Dr. Frank P. Hunter, Warrenton

"Fractures of the Tibia Fibula" Dr. Hugh Thompson, Raleigh

"The Treatment of Eclampsia by Abdominal Caesarean Section"

Dr. B. C. Willis, Rocky Mount

(Invited Guest)

"Care of the Pregnant Women," (Report of Cases) ...Dr. H. G. Perry, Louisburg

"Vomiting of Pregnancy" Dr. R. A. Ross, Durham

"Infarction of the Myocardium" (Specimens to be demonstrated)

Dr. C. C. Carpenter, Wake Forest

Banquet at six o clock, Hotel Warren

PubHc Session at 8:30, high school auditorium. Address by Dr. John T. Burrus,

President of North Carolina State Medical Society.

Membership in the Sixth District Medical Society includes all members in

good standing of the following county societies: Alamance-Caswell, Durham-

Orange, Franklin, Granville, Person, Vance, Wake, Warren.

REPORT OF SEVENTH DISTRICT

T. C. BosT, Charlotte

Annual report to Medical Society of the State of North Carolina,

meeting April 30, May 1, 2, 3, 1928, Pinehurst, N. C.

Seventh District, Dr. T. C. Bost, Charlotte, Councilor.
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The annual meeting of the Seventh District Medical Society was held

in Rutherfordton October 11, 1927. This was a very interesting and
instructive meeting. Ten papers were read and fully discussed. Over a

hundred members were present. Dr. J. T. Burrus, president North
Carolina Medical Society was present and made a very instructive talk.

Also Dr. Chas. O'H. Laughinghouse, secretary Board of Health, made
us a good talk.

Our outstanding address was delivered by Dr. Douglas Vandershoaf,

Richmond, Va. He spoke on the Etiology and Treatment of Diarrhea
and made a very instructive talk.

A banquet was given to the Society by the Rutherfordton County
Medical Society, which was greatly enjoyed and highly appreciated by
the members.

Dr. R. H. Crawford, Rutherfordton, was elected president. Dr. J. R.

Gamble, Lincolnton, vice-president, and Dr. Raymond Thompson, Char-
lotte, secretary. The next meeting will be held in Lincolnton October,

1928.

I have visited all of the County Medical Societies in the District and
find that they are all organized and are holding regular meetings except

in Anson and Lincoln counties. These counties however are organized

but do not seem to be actively functioning owing to a small membership.
Lincoln County together with two adjoining counties have formed a

Tri-County Society which holds regular meetings. The members of the

Anson County Medical Society attend meetings in the surrounding coun-
ties. Most of the counties have comparatively small membership, except
Mecklenburg and Gaston counties, but practically all of the doctors in

the District belong to the county societies. Owing to the small membership
in most of the counties, the Mecklenburg County Society, which has a

large membership and meets twice a month, is now sending out their pro-
grams of each meeting to all the men in the District. Thus affording
members of small societies an opportunity to attend more scientific meet-
ings than they otherwise might have.

The doctors in the district are in favor of periodic health examina-
tions but generally speaking did not care to make addresses themselves.
The Mecklenburg County Society passed a resolution approving Dr. J.

T. Burrus plan and suggested that the publicity and management be in

the hands of the state, county, and municipal health officials.

A spirit of harmony and cooperation prevails among the men and
much interest has been shown in the medical societies during the year
throughout the District.

REPORT OF EIGHTH DISTRICT
Dr. F. R. Taylor, High Point

Report of the Councilor of the Eighth District to the House of Dele-
gates of the Medical Society of the State of North Carolina, Pinehurst,
May, 1928:

This report covers the fourth successive year of your councilti^-'s

work as such in his district, as before beginning his present term, he had
one year of service in filling out the unexpired term of Dr. W. F. Cole,
who resigned.
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As has been the case in the three preceding years^ every county in the

district has been visited during the year. Conditions in the several counties

will be discussed separately, as usual.

Ashe County. The situation in Ashe seems to have changed little since
'

my last year's report. Reports of illegal practitioners being active in the

county continue, despite an apparent improvement announced at the close

of my report last year. Correspondence with Dr. MacConnell indicates

that he feels that the situation in Ashe, while very unfortunate, is difficult

or impossible to deal with adequately, and he advises great caution with

regard to any action against any persons in the county. There seems to be

little chance of enforcing any limited license restrictions, as the courts

tend to rule that a license to practice anywhere in the state is a license

to practice everywhere in the state, according to a number of persons

interviewed. Certainly we feel that if anyone is practicing medicine with-

out any license at all, he should be compelled to discontinue same, if ade-

quate evidence can be obtained—otherwise, we see no function for the

State Board of Medical Examiners. Dr. MacConnell writes that if evidence

of such activities can be brought to his notice, he will take steps to indict

the offender. It is clearly the duty of the local members of the profession

to provide such evidence if they hope for any relief from the situation.

There are so few regular physicians in Ashe that it was suggested that

they might profitably line up with the Wilkes County Medical Society

until their numbers were sufficient to organize their own society. This met

the approval of Dr. Manly Blevins, whom I consulted regarding the

matter.

Wilkes County. Had conferences with Drs. J. E. Duncan, president

of the Wilkes County Medical Society, and Frank H. Gilreath. Wilkes

is keeping up its gratifying progress, having frequent interesting county

society meeting. Dr. Duncan stated that Wilkes hopes to invite the dis-

trict medical society to meet up there soon. Both Drs. Duncan and Gil-

reath expressed full willingness for the few regularly qualified doctors of

Ashe County to join with the Wilkes society temporarily.

Yadkin County. Dr. Harding approved of a suggestion to get the few

doctors of Yadkin County to join the Surry County Society, as there are

too few men in Yadkin to run a society of their own.

Alleghany County. Dr. Doughton approved of Alleghany doctors'

joining with Surry for the reasons just given regarding Yadkin.

Surry Coimty. Visited Elkin, Dobson, and Mt. Airy, interviewing

Drs. Royall, Stone, and Mitchell. Surry seems to be doing fairly well in

society work. All the men interviewed approved of asking the doctors of

Yadkin and Alleghany counties to affiliate with them. Earlier in the year,

Dr. G. H. Sumner, then of Mt. Airy, came to my office and informed me
that a self-styled "cancer doctor" seemed to be plying his trade in Surry,

though he did not seem to be licensed to practice anything. I directed Dr.

Sumner to get affidavits, if possible, regarding the fact of the man's

practicing, and forward same to Dr. McConnell, who stated that he was

willing to take the necessary steps if the proper evidence were forth-

coming. I have no further information on this matter, but would be glad

if anyone here could supplement this report in any way if he knows of

further developments in any of the counties in the district.
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Stokes County. The Stokes Society has been entirely inactive. Dr.

McCanless of Danbury promised to do what he could to arouse some in-

terest in reorganization, but no results seem to have been achieved thus

far.

Rockingham County. Saw Drg. Dixon, Carter, and Fetzer in Madison.

The Rockingham Society is doing well. Rockingham suffers from the lack

of a full time county health officer. I suggested that they take up this

topic at a county meeting, and invite the county commissioners, leading

ministers, and prominent laymen to attend. I further suggested that they

have Dr. Burrus address the meeting if possible. Those with whom this

plan was discussed agreed to try to carry it out.

Randolph County. Last year, it was necessary to report highly un-

favorable conditions in Randolph, but this year I am delighted to state

that the Randolph County Medical Society is once more a fact, and not

only a fact, but an actively working body. On March 15th, 1928, a group

of about a half dozen Randolph men met in Ashboro, and the county

society was then and there reorganized, and the following officers elected:

President, Dr. W. L. Lambert, Ashboro ; Vice-President, Dr. C. C. Hub-
bard, Farmer; Secretary-Treasurer, Dr. Tiffany Barnes, Ashboro.

The subject of periodic health examinations was discussed, and ar-

rangements begun for work of the Life Extension Unit of the State Board
of Health in the county.

Guilford County. A district meeting was held in High Point on May
5, 1927. Your councilor had the honor to preside. Several interesting

papers were read, and some very valuable pathological and clinical

demonstrations given, notably, gross specimens of enlarged thymus
glands, and a clinicopathologic demonstration of a patient with sickle-

cell anemia. Dr. Burrus addressed the meeting on The Importance of

Organized Medicine, and Dr. Laughinghouse outlined certain policies

and ideals of the State Department of Health. Up to and including this

meeting it had been customary for the local profession of the county in

which the district meeting was held, to entertain the whole district, in-

cluding giving them a meal. This resulted in meetings being held only
in the larger centers, as in localities where their are only a few doctors

the expense of entertainment was prohibitive. It was decided that in

future every member should signify in advance his intention to attend
a meeting, and should accompany his acceptance with a remittance to

cover the cost of his plate. Kernersville invited us to meet there next
time, and the invitation was accepted. The officers elected for the ensuing
term were: President, Dr. J. R. Paddison, Kernersville; Secretary-Treas-
urer, Dr. T. C. Redfern, Winston-Salem.

After the meeting, guests were driven around High Point, and then
dinner was served in the Sheraton Hotel. During the dinner, we were
amused by a professional entertainer who offered his services out of
gratitude to his physician, a member of the district. After dinner ad-
dresses were given by Rev. Tom Alderman Sykes of High Point, Dr.
Charles O'H. Laughinghouse, and Dr. Cyrus Thompson.

Guilford has continued to make really notable progress in public
health work, in which both medical and lay citizens have taken prominent
part. The work of our county tuberculosis sanatorium has been very re-
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markable, being fully equal, we think, to that of any hospital of its kind
that we know of anywhere. It is steadily growing in size and reputation,

and the addition during the past year of a children's department is a

great step forward that was much needed. We feel that unstinted praise

is due the hospital authorities, especially Dr. Joseph L. Spruill and also

Mrs. Spruill, who assumes much of the routine work of the hospital office

and who makes X-ray pictures of the chest second to none that we have
ever seen. High Point expects to hold an election to authorize the issuing

of $200,000 worth of bonds for a municipal hospital in the near future.

It is reported that the Duke Foundation will add $100,000 to this amount
if the bonds are voted, thus making a $300,000 hospital for the city.

There has also been some talk of building a county general hospital, but

no definite steps have been taken regarding this.

Meetings of the Guilford County Society have been fairly well at-

tended, and have almost without exception been interesting. The annual
combined meeting with the county dental society is a feature that we
could ill afford to lose. High Point doctors have not attended meetings as

well as they should, but a few of them, at least, have worked hard in, and
for, the society.

The district meeting was held in Greensboro April 6, 1928. In the

morning clinics were given at St. Leo's, the Wesley Long, and the Clinic

Hospitals. Luncheon was served at the hospitals. In the afternoon, the

scientific meeting was held in the court house. A number of interesting

papers were read by members. Dr. John H. Wheeler of Greensboro,
brought us a most valuable and timely message from the dental profes-

sion on "The Pulpless Tooth." A banquet was held in the evening in the

King Cotton Hotel at which two addresses were given, one by Dr. Ross
V. Patterson, Dean of the Jefferson Medical College, on "Philadelphia

Doctors," and one by Dr. Wilburt C. Davison, Dean of the Duke Uni-
versity Medical School, on the Medical School. Dr. Patterson gave a very
interesting heart clinic in the morning session. The district decided on
North Wilkesboro as its next meeting place, and officers elected for the

ensuing term were: President, Dr. Fred C. Hubbard, North Wilkesboro;
Secretary-Treasurer, Dr. W. A. Tucker, North Wilkesboro.

Forsyth County. On October 13, 1927, attended the district meeting
at Kernersville. This meeting was in many ways one of the best held in the

district. The whole town helped to make it so. The Lions Club put traffic

directions and welcome signs all over the town, so it was easy to find the

way to the splendid new schoolhouse where the meeting was held. Dr.
Paddison of Kernersville presided, and an excellent program was pre-

sented. In addition to many fine papers by members of the district. Dr.
William Allan of Charlotte read an excellent paper, and your councilor

discussed certain matters regarding organized medical work in the dis-

trict. Following the afternoon meeting, a barbecue was held at Dunlap
Springs, and then we returned to Kernersville for the evening meeting,

which was addressed by Dr. J. T. Burrus, Rev. J. H. Barnhart, a pre-

siding elder of the Methodist Church, and Dr. Stuart McGuire of Rich-
mond, Va. Greensboro was selected for the next meeting place, and the

officers elected were: President, Dr. J. T. Taylor, Greensboro; Secretary-

Treasurer, Dr. R. B. Davis, Greensboro.
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On February 14, 1928, attended a meeting of the Forsyth County

Society, which included one of the finest dinners I ever enjoyed, given

at the Forsyth County Country Club. Periodic health examinations were

discussed by a number of those present, including your councilor. Forsyth

has enthusiastic meetings for two reasons—first, the number and quality

of its membership, and second, the fact that practically every meeting is

a dinner meeting.

SUMMARY

There has been some net gain in the district as a whole since last year.

No county society in the district seems to have lost ground during the

past year, and some have made definite gains. The most outstanding prog-

ress has been in Randolph where a county society has been reorganized

and has gone to work to carry out a progressive scientific program.

In closing his term of office, your councilor wishes to express his

thanks to everyone who has cooperated with him in his work, and many
have done so. The work has been rather arduous at times, and at times

a few tangles have been rather perplexing, but difficulties have straight-

ened out more quickly and easily than could have been hoped for without

the wholehearted spirit of cooperation that has been evident on almost

every hand. Rather full notes have been kept of conditions in the district,

and these will be handed over to the new councilor if he desires them, for

the retiring councilor knows from experience that it is no easy thing to

start out in this work totally ignorant of what problems exist in the dis-

trict, and he earnestly hopes that the record of the little work he has done
may be useful to the incoming councilor, so that he may be able to carry

on the work without such a break in continuity that he will be forced to

begin at the very bottom and go over the same ground.

Respectfully submitted,

Frederick R. Taylor, M.D.,
Councilor, Eighth District.

REPORT OF NINTH DISTRICT

Dr. M. R. Adams, Statesville

The Ninth District Medical Society, while every county is not organ-

ized, yet it is in a good working condition and is a live energetic organi-

zation and is growing year by year in interest and popular favor. If we
continue to make the progress that has been made for the last three years,

the indications are that it is destined to be one of the best societies in the

state. The annual meetings are looked forward to with interest and are

growing in members and enthusiasm year by year. The last meeting which
was held in Lenoir on the 26th of September, 1927, was by far the larg-

est meeting in the history of the Society, there being approximately two
hundred physicians present. A good program was rendered and a number
of scientific papers, all of a high order, up-to-date and progressive, were
read and discussed. Among the honor guests were Dr. J. T. Burrus,

president of the State Medical Society, who made a fine address, also

Dr. C. O'H. Laughinghouse of the State Board of Health. One of the

most pleasant and enjoyable features of the meeting was the banquet
given by the local physicians and the citizens of Lenoir.
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Dr. C. B. McNairy was elected president, Dr. R. Q. Tatum vice-pres-

ident, and Dr. James W. Davis secretary. No problems have been re-

ferred to me for adjustment and as far as my information goes peace and
harmony prevail in the district.

REPORT OF TENTH DISTRICT

Dr. J. F. Abel, Waynesville

Mr. President:

In making my annual report from the Tenth District I will probably

draw a smile by beginning with an excuse; circumstances over which I

had no control kept me from making personal visits to the various county

societies. However, I have written a great many letters.

The Tenth District has two meetings each year ; one in the fall, which
is the regular annual meeting at which officers are elected, and one in the

spring.

At the October meeting held at Marshall there was a resolution

passed calling upon the profession of the district to bring the obstetrical

service in the district to the highest possible mark, and to take some
energetic, practical Christian interest in the midwife problem.

Soon thereafter I sent out the following letter:

Waynesville, N. C,

December 19, 1927

Doctor

Dear Doctor:

According to the census bureau July, 1926, Italy had a puerperal

mortality rate of 40, Denmark 17, Scandinavia 9, and the United States

70 to 10,000 births.

A bulletin of the Children's Bureau at Washington places the United

States seventh in infant welfare, and fourteenth among seventeen other

civilized countries in maternal welfare.

When we think of our country's one hundred and eleven millions

inhabitants and the annual birth-rate of two and one-half millions, the

above death-rate is appalling. In addition to the above we observe the

enormous horde of weak, nervous, suffering and inefficient mothers milling

through the doctors' offices and a great many to the hospitals with their

infirmities dating from a confinement and aggravated by subsequent con-

finements.

From reliable "information we know that there are two hundred and
fifty thousand mothers delivered in the rural districts of the South by
midwives who are practically without training and frequently of low
grade intellect. We know that maternal deaths are mainly caused by
sepis, eclampsia, accidents of labor (including hemorrhage) and that they

may be largely prevented by intelligent management.

At the October, 1927, meeting of the Tenth District Medical Society,

held at Marshall, a resolution was passed pledging the society to at once

take such steps as will improve the obstetrical service in the district and
reduce the high per cent of mortality and morbidity resulting therefrom.

i.
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In the discussion of this resolution the consensus of opinion was that

the subject should have a rather elastic basis, so as to include prenatal

and postnatal care, and be approached from the angle of the general

practician. The general practician should bring his efficiency to the very

top and teach the prospective mother and the midwife. As conditions are

now the midwife is a necessity and there is a long road to travel before

she can be eliminated.

Doctor, we urge that every member of the profession in the District

give some practical thought to our needs and be prepared to give some

constructive advice when another communication reaches you early in the

year.

Very sincerely,

J. F. Abel, M.D.,

Councilor.

Later on the the following questionnaire was sent out:

Waynesville, N. C,
March 1, 1928.

Doctor

Dear Doctor:

Following the resolutions in reference to obstetrics at the October

meeting at Marshall, and believing that there should be a local awaken-

ing of the profession in the district, I am submitting these questions.

Doctor, please answer promptly that I may make my report at the

April meeting of the Society.

1. What per cent of the obstetrics in your community is done by

midwives ?

Answer : One per cent to forty percent in the several sections ; an

average of about fifteen per cent for the district.

2. Is the midwife making any improvement in her work.^*

Answer: Some say no. A large majority, however, say that she is.

3. What would you suggest as a practical treatment upon the part

of the profession of the midwife problem?

Answer: Education.

4. In what per cent of your obstetric cases do you have complica-

tions ?

Answer: None to ten per cent; an average of about five per cent.

5. What are they, and the pei* cent of each?

Answer: The answers to this were very indefinite.

6. Are you familiar with the general health laws of the state?

Answer: Yes.

7. Are you familiar with the special work being done by the State

Board of Health?

Answer: Yes.

8. Are you willing to give hearty cooperation to the contagious dis-

ease department by giving three doses of anti-typhoid vaccine and three

doses of toxin-antitoxin for 25c?
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Answer: Two per cent answered yes.

(a) Or give the treatment free and have the responsibility yourself?

Answer: 60 per cent answered yes.

(b) Or give the worthy indigent free treatment and those able to pay
charge a reasonable fee ?

Answer: 98 per cent answered yes.

Yours truly^

J. F. Abel, M.D.,
Councilor.

I also wrote the following letter to the presidents and secretaries of

the several county societies

:

Waynesville, N. C,

March 15, 1928.

Doctor

Dear Doctor:

Please give me the status of your County Medical Society. Do you

have any difficulties peculiar to your county? If so, and there is any way
in which I can serve you as Councilor, please let me know.

I will appreciate a prompt reply, as the district meeting is at Hen-
dersonville April 4, 1928.

Sincerely,

J. F. Abel, M.D.
Councilor.

The great majority answering these letters said that indifference and

non-attendance were their greatest handicaps.

And also to those presidents and secretaries of the counties which

are proposed to be grouped the following letter:

Waynesville, N. C,

March 15, 1928.

Doctor

Dear Doctor:

What is the status of your County Medical Society?

Would you approve of associating with another county, or counties, to

form a stronger Medical Society?

If you have any difficulties peculiar to your county I would be glad

to serve you as Councilor in any way to solve them.

I will be glad to hear from you at once, as our District Society meets

April 4, 1928.

Sincerely,

J. F. Abel, M.D.,
Councilor.

To these letters I received no replies.

I wrote the following letter to the secretary of the Buncombe County

Medical Society, receiving a prompt reply, giving the information asked

for:
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Waynesville, N. C,
March 15, 1928.

Dr. M. S. Broun, Secretary,

Buncombe Countj^ Medical Society,

Asheville, N. C.

Dear Doctor:

As your Society is very active and regular in its functions I would

appreciate it very much if you would briefly give me a resume of a years'

work; number and character of meetings, banquets, invited guests, etc.

I would like this for a part of base for annual report of the District

Society at Hendersonville April 4th.

Thanking you. Doctor, I am.
Sincerely,

J. F. Abel, M.D.,
Councilor.

I wish to especially mention the unselfish and practical cooperation

of the profession of Buncombe County in the district affairs. They at first

instituted the idea of holding the meetings in the more remote sections of

the district for the benefit of the local profession. They attend well

wherever the meetings are held.

There are a great many of the smaller societies not active, but I feel

that a good deal of personal contact by district officers would do them a

great deal of good.

J. F. Abel, M.D., F.A.C.S.,

Councilor Tenth District.

On motion, the reports of the councilors were received.

Dr. H. D. Walker presented the following petition, which was re-

ferred by the chairman to the following committee: Dr. W. E. Warren,
Dr. Jos. L. SjDruill, and Dr. A. B. Holmes: That the county societies of

Washington, Tyrrell, and Hyde be placed in the second district.

RESOLUTION

Statesville, N. C,
December 7, 1927.

The Iredell-Alexander County Medical Society, in regular session

December 7, 1927, assembled, hereby resolves:

THAT WHEREAS, the members of the medical profession are ren-

dering through the practice of their profession a vitally necessary service

to humanity, with a paramount thought of rendering a distinct service

and aid and not that of pecuniary reward, yet realizing that adequate

compensation for their professional services is essential for them as is an

adequate compensation essential for the services of other citizens of the

various professions and occupations

:

HOWEVER, as the medical practitioner heeds the call of suffering

mankind, looking toward the relief of distress and suffering first, and to

his compensation last, it is readily seen that a great amount of his service

goes to those who have not an abundance of material goods and who are
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unable to pay even the smallest of fees, which, in its final analysis, is a

gift by the medical practitioner to his fellowman, his county and his

state, for by his giving relief to those in sickness and pain, who are

unable to pay for such relief, the county and state are saved a great

expense.

So great, however, has become the demand upon the medical practi-

tioner for his professional services for the aid of the indigent sick that

his services, for which he is uncompensated financially, forms a large per-

centage of the annual amount of work that he does. This expense is fur-

ther enlarged by necessary supplies and other expenses that he is called

upon for in answering such calls.

THEREFORE, in consideration of the aforementioned service and

large expense that the medical practitioner has in connection with such

service, which is a financial loss to the medical practitioner and a saving

for the county and State: It is hereby resolved that the Iredell-Alexander

County Medical Society go on record as favoring and requesting the State

of North Carolina to abolish the state tax on all medical practitioners and
by so doing aid to relieve them from the excessive financial burden that

they now have.

BE IT FURTHER RESOLVED that a copy of this Resolution be

spread upon the minutes of this meeting and that a copy of such sent to

the following named persons : The Governor of North Carolina, The
Speaker of the House of Representatives, The President of the Senate of

North Carolina, The President of the North Carolina State Medical

Society, to be presented to the House of Delegates at the next annual

meeting, to each member of State Medical Legislation Committee, to the

Secretary of each Medical Society in each County, to the editor of

Southern Medicine and Surgery, and to the Associated Press.

Dr. S. a. RhynEj President,

Dr. Roy C. Tatum^ iSecretary,

Iredell-Alexander County Medical Society.

On motion the above was approved and referred to the Committee on

Public Policy and Legislation.

The following Nominating Committee was selected:

First District, Dr. C. B. Williams; Second District, Dr. Wm. E. War-
ren; Third District, Dr. Cyrus Thompson; Fourth District, Dr. Julian

M. Baker; Fifth District, Dr. O. L. MacFadyen; Sixth District, Dr.

Albert Anderson; Seventh District, Dr. B. J. Witherspoon ; Eighth Dis-

trict, Dr. C. A. Julian; Ninth District, Dr. M. R. Adams; Tenth District,

Dr. J. LaBruce Ward.

The House of Delegates then adjourned to meet on Wednesday
afternoon, May 2, at 4 o'clock.
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MINUTES OF THE SECOND SESSION OF HOUSE
OF DELEGATES

WEDNESDAY, MAY 2, 1928, 4 P. M.

The second meeting of the House of Delegates was called to order,

Dr. John T. Burrus, president, presiding.

On motion of Dr. H. D. Walker, the county societies of Washington,

Tyrrell and Hyde were placed in the second district. This motion was

presented in proper form at previous session.

A telegram was read by the secretary from Dr. W. C. Woodward^

advising that the Finance Committee had made an increase in the Nar-

cotic tax to $3.00. The secretary was instructed to wire our senators,

protesting thereto, which was done. Later the increase was lost on floor

of Senate, Senator Simmons leading the fight for us.

The following amendment to the By-Laws presented at the previous

session of the House of Delegates, was called up:

We hereby offer an amendment to Chapter XIV:

RESOLVED: that Chapter XIV, Section 5, of the By-Laws be

amended by striking out the following words in line 5
—

"shall be entitled

to membership," and in lieu therefor there be inserted the following,

"shall become a member of the Medical Society of the county in which

he lives, on the presentation of a license from the North Carolina State

Board of Medical Examiners, and the entrance fee and the annual dues

for the current year, and the said county Medical Society shall enroll and

accept such applicant as a member."

Dr. J. M. Parrott and Dr. Cyrus Thompson offered the following

substitute for the amendment, that Section 5 of Chapter 14 be amended
by adding at the end thereof the following:

Provided, that any applicant who has been refused admission into

his county society and has appealed to the councilor of his district and
has been sustained by the council, he shall upon application to the secre-

tary of the State Medical Society and upon the payment of his annual

dues, be enrolled by the secretary as a fellow of the State Medical

Society.

A point of order was raised by Dr. Hart of Wadesboro that this was
new business and according to the By-Laws would have to lay over until

another session of the House of Delegates, which point of order was
overruled and sustained by the House of Delegates and motion was then

made by Dr. Hart to table the amendment to the By-Laws, which was
lost. The motion then recurred on the adoption of the amendment to the

By-Laws as substituted by Dr. Parrott and Dr. Cyrus Thompson and
the substitute was adopted, the motion then recurring, the amendment to

the By-Laws was carried.

Dr. Stevens offered an amendment to the constitution as follows

:

Amendment to Article 4, Section 2 of the Constitution.

Resolved, that Article 4, Section 2 of the Constitution be amended
by changing the period at the end thereof to a comma and adding the
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following words, "and those who are not members of any county society

who are recommended by the Board of Councilors, and whose dues and

assessments for the current year have been paid."

On motion the following committee was appointed to revise the Con-

stitution and By-Laws: Dr. M. L. Stevens, Asheville; Dr. J. M. Parrott,

Kinston; Dr. L. B. McBrayer, Southern Pines.

Dr. Cyrus Thompson made a verbal report on the president's address

in his usual eloquent and expressive strain, approving and lauding the

address of the president, which was unanimously adopted by a rising

vote with much applause for the president.

The nominating committee through Dr. J. M. Baker, secretary, and
Dr. Cyrus Thompson, president, made the following report which was
unanimously adopted:

President—Dr. Thurman D. Kitoiiin Wake Forest

First Vice-President—Dr.. W. L. Dunn Asheville

Second Vice-President—Dr. D. T. Tayloe, Jr. Washingtoni

Third Vice-President—Dr. W. D. James Hamlet

The nominating committee ruled that the term of office of the

secretary-treasurer should be concurrent with the terms of office of the

councilors and that in the past Dr. L. B. McBrayer had been elected to

fill a vacancy and while apparently Dr. McBrayer had two years more to

serve on his last term, on account of the foregoing, the committee de-

clared that the office of secretary-treasurer was vacant and elected Dr.

L. B. McBrayer secretary-treasurer for a term of three years, 1928 to

1931, and the elections in the future would run concurrent with the terms

of office of the Councilors.

COUNCILORS 1928 TO 1931

First District—Dr. H. D. Walker _ Elizabeth City

Second District—Dr. Grady G. Dixon - Ayden

Third District—Dr. J. B. Cranmer Wilmington

Fourth District—Dr. W. H. Smith Goldsboro

Fifth District—Dr. E. A. Livingston Gibson

Sixth District—Dr. V. M. Hicks -.— - Raleigh

Seventh District—Dr. T. C. Bost -- Charlotte

Eighth District—Dr. R. B. Davis —- Greensboro

Ninth District—Dr. M. R. Adams Statesvi'le

Tenth District—Dr. J. F. Abel Waynesville

DELEGATES TO AMERICAN MEDICAL ASSOCIATION

Dr. John Q. Myers, Charlol'.te, 2 year term, 1928 and 1929 inclusive.

Dr. C. T. Smith, Rocky Mount, 2 year term, 1928 and 1929 inclusive.

Dr. Chas. A. Woodard, Wilson, 2 year term 1929 and 1930 inclusive, to suc-

ceed Dr. J. G. Murphy whose term expires at the 1929 session.

Dr., W. D. Holt, Greensboro, alternate for Dr. John Q. Myers.

Dr. J. R. McCracken, Waynesville, alternate for Dr. C. T. Smith.
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COMMITTEE ON MEDICAL SOCIETY FOUNDATION
Dr. J. P. Mathkson (5 year term) ._._ __. Charlotte

Dr. M. L. Stevens (t year term) '.

__ _.. Asheville

Dr. L. B. McBrayer (3 year term) _._. .._. Southern Pines
Dr. Chas O'H. Laughinghouse (2 year term) __.. Raleigh
Dr. E. J. Wood (1 year term).... ._ Wilmington

COMMITTEE ON PUBLIC POLICY AND LEGISLATION

Dr. K. P. B. BoxNER, Morehead City, Dr. T. W. M. Long, Roanoke Rapids,

Dr. John T. Burrus, High Point.

DELEGATES TO MEDICAL SOCIETY OF VIRGINIA

Dr. ,7. G. Raby, Tarboro, Dr. Floyd Wooten, Kinston, Dr. G. E. Newby, Hertford,

Dr. L. B. Evans, AVindsor, Dr. W. G. Suiter, Weldon,

Dr. B. M. Nicholson, Enfie'.d.

DELEGATES TO MEDICAL SOCIETY OF SOUTH CAROLINA
Dr. a. G. Brenizer, Charlotte, Dr. McT. Anders, Gastonia, Dr. J. E. Hart,

Wadesboro, Dr. J. D. Higiismith, Fayetteville.

DELEGATES TO MEDICAL SOCIETY OF GEORGIA
Dr. C. F. Strosnider, Goldsboro, Dr. Hubert Haywood, Raleigh, Dr. L. W.

KoRNEGAY, Rocky Mount, Dr. J no. E. S. DAvrosoN, Charlotte.

COMMITTEE ON PRINTING AND SUPPLIES

Dr. L. B. McBrayer, Southern Pines, Dr. P. P. McCain, Sanatorium,

Dr. J. S. MiLLiKEN, Southern Pines.

Dr. E. G. Moore who had served the society so ably and well as chairman
of the Obituary Committee for a long number of years, requested that he be
reMeved from duty, and the following committee was appointed:

Dr. C. M. Van Poole, Salisbury, Dr. C. A. Julian, Greensboro,

Dr. a. a. Kent, Winter Park, Fla.

Place of Meeting: Greensboro

Time: Third Tuesday in April^ 1929

April 15, 16, and 17, 1928

Chairman Committee on Arrangements:
Dr. C. A. Julian, Greensboro

There being no further business, on motion, the House of Delegates
adjourned.

Telegram received from Dr. W. L. Dunn:
"Doctor Dunn asks me to present his love and warmest greetings to

the members of the North Carolina State Medical Society and to express
to each and every one of them his deepest and tenderest appreciation of
the honor they have conferred upon him by making him first vice-presi-
dent of this society for the coming year."

Mrs. W. L. Dunn.
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WEDNESDAY, MAY 2, 1928

The Conjoint Session of the State Board of Health and the Medical

Society of the State of North Carolina met in the ball room of the Caro-

lina Hotel at twelve o'clock noon and was called to order by Dr. A. J.

Crowell, President of the State Board of Health.

President Crowell read the following address:

As the eighth president of the North Carolina State Board of Health,

the cloak of my honored predecessors, J. Howell Way, George G. Thom-
as, H. T. Bahnson, J. W. Jones, Marcellus Whitehead, Charles J.

O'Hagan and S. S. Satchwell, falls sensibly heavy on my shoulders. To
walk as their worthy successor, upholding the honor and reputation of

this important division of our state government, will be my central ambi-

tion at least, if not my high achievement. I am keenly conscious of the

fact that responsibility either makes or breaks those who have the courage

to assume it.

The mother of responsibility is opportunity. The opportunity for

saving human life in a fractional way, through the preservation and pro-

motion of health, and in its entirety, the prevention and postponement of

death, is measured by conditions which change with time. As time brings

forth new discoveries and their applications, developments and progress

follow. The opportunities and the responsibilities for the improvement of

the general vitality of our people, the prolongation of their lives with in-

creasing efficiency and happiness, are shaped and measured by the condi-

tions under which we live.

A brief review of these conditions as they have changed in the pro-

cesses of time and as they exist today is not inappropriate to the accept-

ance of the responsibilities that go with the office of the President of the

State Board of Health.

The little seed from which the present tree of a fuller and better life

is grown may be said to have been planted with the discovery of bacteria

by Anthony van Leeuwenhoek in 1683. For a period of 180 years com-

paratively little was accomplished in the way of any practical application

of van Leeuwenhoek's discovery. That long period of the weak and
uncertain infancy of preventive medicine was occupied largely in con-
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firming and extending van Leeuwenhoek's discovery and in arguments

as to whether bacteria were the results or the causes of disease processes.

It remained for Pasteur in the seventies and eighties of the last cen-

tury, assisted to some extent by his immediate predecessors in the sixties,

to overthrow for all time the theory of spontaneous generation, namely,

that the microscopic forms of van Leeuwenhoek and his followers were
not generated by disease and fermentation but were the causes of disease

and fermentation. Then rapidly followed the simplification of Pasteur's

technique by Koch, thereby opening the gates of research and permitting

scientists the world over to begin the development of bacteriology, the

foundation of preventive medicine. Fast upon the heels of the great

Frenchman and the great German followed the great Englishman, Lister,

who made a practical application of the studies of Pasteur and Koch,

and modern surgery was born.

Here it is interesting and important to note that when the seed planted

by van Leeuwenhoek, after a period of some 180 years, and under the

cultivation of the fertile brains of Pasteur, Koch, and Lister, finally de-

veloped in a tree the foliage of which should be for the healing of the

nations, the interest of preventive medicine was in the extraneous forces

of disease, was environmental, rather than personal. And so fifty years

ago public health took its first steps, beginning in a vague and indefinite

way, in a sort of stumbling, groping manner with man's environment.
True, the object was man but the approach was through and with his

environment, his surroundings. In these early days the weeds were cut

and carted away, the miasma, Jack-0'Lantern of the childhood of pre-

vention, was feared and shut out, buildings and mail were fumigated,
sewer pipes were mended lest sewer gas, causing the deadly diphtheria,

might get in, garbage was disposed of by tons and the unidentified germs
were baraged with lime.

Then, men began to see more clearly, as the specific causes of dis-

ease, their habitats and modes of transmission, were revealed. The rela-

tion between environment and certain diseases was no longer vague but

definite. Men began to think critically. Quarantine became more scientific,

more exact, more effective. Water supplies were protected against polu-

tion and purified. Milk supplies were supervised, scrutinized, pasteurized,

made safe. Prevention was carried to a high state of perfection wherever
reasonable intelligence prevailed and civic responsibility actuated people.

But note that the second step, although with much greater assurance than
the first step, was still within the environment of man—man himself had
not been reached.

The next step, the third step in the development of public health,

got through environment, reached the man himself and became personal
in this wise: When all had been done to prevent morbific germs from
reaching the susceptible, it was found that germs still broke through any
possible cordon by way of the 'carrier" and the mild unrecognized
atypical cases of disease. This limitation of prevention was the necessity
that mothered protection. Where we could not prevent we sought to pro-
tect—^to protect wih vaccines, anti-toxins and sera. Now there is this
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great difference between prevention and protection: the one is directed

to the environment ; the other to the person ; the one is public ; the other

personal.

The fourth step in the development of public health was a logical

sequence. The interest of public health having advanced through environ-

ment and reached the person, the prevalence of certain defects, espe-

cially in school children, and of unhygienic habits in their relations to

high morbidity and mortality rates, were obvious. With that came the

medical inspection of school children, infant hygiene clinics and prenatal

clinics ; with that is to come periodic examinations of the supposedly
well.

It is clear, then, that we have passed the stage in the development of

public health where prevention, concerned with environment, makes up
the major part of the program, that we have reached the stage where
the protection and improvement of individual health, the personal phase
of public health, is to be the major part of the program of the future in

the conservation of health and life.

In this present day and future field of public health, it will be noted

that not a small group or percentage of the population is involved, but

practically the entire population. It is, therefore, obvious that public

health officers and nurses cannot, in any conceivable way, by numbers
or resources, meet these new and larger demands. The only possible way
for meeting these is by preserving and promoting the personal relations

between the public and the profession, and, in so doing, to do everything

possible to improve the conditions of our medical services.

As in the beginning, we have completed the cycle and returned to the

relation of physician and individual, the personal phase of public health,

which it shall be our chief aim to expand and improve. We solicit your

hearty cooperation.

Dr. Charles O'H. Laughinghouse, Secretary of the State Board of

Health, read the following message from the Governor of North Carolina:

To the members of the North Carolina Medical Society and the State

Board of Health of North Carolina:

I delayed acceptance or rejection of the invitation to be present with

you today because I hoped until the last moment that it would be possible

for me to attend your meeting. I found, however, that it would be neces-

sary for me to fulfill engagements I had previously made, as a result of

which I am forced to send you a brief message, instead of appearing in

person, as I sincerely wished to do.

I desire in the first place to extend to the members of the medical

profession, my sincere thanks for the valuable and indispensable contri-

bution they have made to the cause of public health, and thus to the

happiness and prosperity of the people of North Carolina.

It is a well-known fact that personal happiness and economic efficiency

are dependent almost entirely upon the health and earning period of the

individuals, making up a community or a state. For that reason, I

attribute to the medical profession much of the credit for the great ma-
terial, as well as cultural and educational progress, we have made during

the past few years.
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I am deeply interested, also, in the evidence of progress made within

the medical profession itself. For many years it has busied itself almost

entirely with the cure of human ills. Within recent years, I am glad of the

trend I have noticed, toward preventive medicine. I have long believed in

the old and trite adage that "an ounce of prevention is worth a pound
of cure." The medical profession is today, more than ever before, devot-

ing its best efforts toward the "ounce of prevention."

This trend is shown in the increasing attention given to pre-natal

care of expectant mothers, the examination of school children to detect

latent or obscure condition which might later cause trouble, and in the

stress now being given by the medical profession to periodic health

examinations. I recall that the former president of the North Carolina

Medical Society, Dr. John Q. Myers, in his annual message, painted a

picture, not too Utopian, of the possibilities of increasing the span of life

greatly by regular and systematic examinations. Dr. J. T. Burrus, present

president of this organization, has admirably advocated such work, and

I feel sure that the General Assembly of next year will make provision

for extending and expanding this important phase of public health work.

This attitude towards preventative medicine not only permeates the

medical profession, but it also reflected in the activities of the North
Carolina State Board of Health and will undoubtedly result in longer life

for our citizens and a longer period of productivity, in which to accom-
plish life's purposes. Just here, I desire to extend my thanks and those

of the people of the State of North Carolina to the members of the medi-

cal profession for the invaluable and often unrequited services they have
rendered to the State Board of Health.

I can do little more, in this brief message, than extend to the members
of the medical profession and the State Board of Health my thanks and
those of the people of the state, for the valuable services already rendered,

and to bespeak the continued help and assistance to the end that health,

happiness and prosperity may be enjoyed by our people in future years.

Dr. James M. Parrott, Kinston: It goes without saying that we
greatly appreciate the gracious message from our great Governor. I think

that is one of the finest messages ever delivered by any governor to the

Medical Society of North Carolina. It is entirely in accord with the great

ideas which Governor McLean has in mind for the upbuilding of our
state and the welfare of our people. Governor McLean is thinking, as we
are thinking, in terms of the uplift of our people. I know, Mr. President,

that I express the sincere appreciation of our organization when I move
that the president of the State Medical Society, the president of the State

Board of Health, and the secretary of the State Board of Health be in-

structed to answer Governor McLean's magnificent address in a suitable

way and in suitable manner at the suitable and proper time. I make that

motion.

The motion was seconded. It was amended by Dr. R. S. McGeachy
to provide that Governor McLean's message be given to the press for

publication and was then carried.
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ANNUAL REPORT OF THE SECRETARY OF THE NORTH
CAROLINA STATE BOARD OF HEALTH

MAY 2, 1928

Mr. President and Members of the Conjoint Session of the Medical

Society of the State of North Carolina and the North Carolina State

Board of Health:

While complete statistics are not yet available, there is sufficient in-

formation in hand to state definitely that the past year of 1927 was on
the whole most satisfactory from the public health viewpoint. There
have been some losses and some gains, but the gains have exceeded the

losses, so that a final audit of health conditions will show distinct im-

provement.

The final compilation of births and deaths for last year cannot be

exhibited until they are returned by the printers. A careful estimate for

the year indicates, however, that there were approximately 82,774

births and 32,938 deaths reported during the year. This, based on an
estimated state population of 2,908,000, gives for the year a birth rate of

28.4 and a death rate of 11.3 per thousand of population. This would in-

dicate the lowest death rate for the state since accurate data have been
available. There is a decline in death rate from 1926 of .7 per thousand of

population, a decrease that is highly gratifying.

Preliminary figures indicate satisfactory declines in tuberculosis, ty-

phoid fever and diphtheria, three of the causes of death against which
intensive efforts have been made by the Board and the profession for a

number of years. Figures for tuberculosis are not yet available, but the

reports of deaths month by month have shown less deaths reported. For
typhoid fever there were 1,208 cases reported for the year as against

1,502 cases in 1926, a reduction in cases reported of 222. Diphtheria

also showed some decrease, from 3,198 cases reported in 1926 to 3,034

cases in 1927, a decrease of 164. Corresponding decreases in the number
of deaths may be expected, setting a record in low death rates from these

two causes.

The periodic state-wide occurrence of measles and whooping cough,

a condition that can be counted upon regularly every four to five years

is declining as evidenced by 4,774 cases of measles reported February
11th and 1525 cases reported April 21st. Warning through The Bulletin

and through the newspapers of the state have been given of the danger

of both of these communicable diseases particularly to very young chil-

dren.

The occurrence of communicable diseases in the state as reported for

the year were:

Whooping: cough , 19i,966

Measles 32,882

Diphtheria 3,034

Scarlet Fever 2,638

Septic sore throat 177

Smallpox 1,702

Chickcnpox 4,818
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Typhoid Fever : 1,280

Cerebrospinal Meningitis ____ — 24

Ophthalmia Neonatorium 6

Trachoma — 2

Syphilis 3,226

Gonorrhea - - 2,01

1

Chancroid 151

During the year there has been no change in the executive staff of

the Board but by means of shifting personnel we have been able to restore

the division of Epidemiology. Dr. H. A. Taylor was made director of this

division effective July 1st, and Dr. George Collins was made director of

the Bureau of Maternity and Infancy, following three years of service

as assistant director. To assist in financing the Bureau of Epidemiology

the International Health Board is granting the Board $3^54'3.75 for the

year 1928.

Briefly summarizing the work of the Board during the past year, I

desire to call your attention especially to the work of the Laboratory

of Hygiene. No service performed by the Board is more appreciated. The
following summary shows the Laboratory's work for the year:

Diphtheria Antitoxin Units 92,288,000

Pasteur Treatments Supplied 1,658

Wassermann Tests Made 45,462

Total Examinations made by the Laboratory — —

.

64,455

Doses of Ty. Vaccine Distributed 811,613

Doses of Toxin-Antitoxin Distributed 320,745

Doses of Smallpox Vacci- e Distributed _.___ 337,620

No. of Water Ana'yses Made 5,389

No. of Schick Tests 36,765

No. of Schick Control Tests 18,374

No. of Ampules of Neo-Arsphenamine Distributed 26,404

Tetanus Antitoxin Distributed (Units) - 14,088,715

Pertussis Vaccine Disjributed 91,913

Syringes Scarlet Fever Antitoxin Distributed 272

No. of Dick Tests 2,030

During the year the Board has given financial assistance towards

the maintenance of 39 county health departments. Three additional county

departments were organized during the year, Randolph, Transylvania

and Moore. After six months Transylvania discontinued its health de-

partment because of lack of money. This gave a net gain of two new
county departments developed during the year. The counties to which
the Board is contributing for this purpose are Beaufort, Bertie, Bladen,

Brunswick, Buncombe, Cabarrus, Carteret, Columbus, Craven, Cumber-
land, Davidson, Durham, Edgecombe, Forsyth, Granville, Halifax,

Henderson, Johnston, Lenoir. Mecklenburg, Moore, Nash, New Hanover,
Northampton, Pamlico, Pitt, Randolph, Richmond, Robeson, Rowan,
Rutherford, Sampson, Surry, Vance, Wake, Wayne, Wilkes, Wilson. In

addition Guilford County maintains a county health department and
Greensboro, High Point, Winston-Salem, Asheville and Rocky Mount
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have city departments to which the Board does not contribute. About
sixty-five per cent of the state's population now has the advantage of

public health service.

In addition to assisting in the maintenance of these 39 general county

health departments, the Board by means of a combination of State and
Federal funds is rendering further financial assistance in 19 counties

for the purpose of promoting the welfare of maternity and infancy. These
counties are Robeson, Pitt, Forsyth, Lenoir, Halifax, Nash, Richmond,
Sampson, Wayne, Brunswick, Edgecombe, Rowan, Durham, New Han-
over, Wake, Beaufort, Mecklenburg, Jackson, Warren. The financial

assistance is for the specific purpose of employing a nurse limiting her

service to maternity and infancy work as directed by county health de-

partments and county boards of health. This division also supervises

the 6,000 midwives of the state, distributes silver nitrate solution to phy-

sicians and midwives for use in the eyes of the new-born as required by
law, and conducts a correspondence course for expectant mothers with an
average enrollment of about 8,000.

In the division of Medical Inspection of Schools a director of Oral

Hygiene, eight dentists and eight nurses are employed. During the past

school year 259,862 children were inspected by these nurses with the

following defects discovered: hearing 571, vision 8,049, throat 29,852,

teeth 27,110, other defects 5,626. During the summer months tonsil and
adenoid clinics were held in the following counties : Hertford, Hyde,
Pamlico, Pender, Bladen, Duplin, Columbus, Caswell, Swain, Haywood,
Clay, Jackson, Graham, Orange, Warren, Person, and Harnett and
1,863 operations were performed by specialists who were selected by the

local boards of health. About 60,000 children were examined by the

school dentists and 29,796 were given needed dental treatment.

In the Health Education division the monthly publication of the

Board, The Health Bzilletin, has continued to maintain its high standard

as the best publication of its class in the United States. There are 20,000

copies distributed monthly. Other literature, special educational pamph-
lets and placards, have been distributed in number exceeding 1,000,000

pieces. The motion picture unit has been used in ten counties and has

exhibited to more than 60,000 people.

An important undertaking of the Board has been completed during

the year. This was the malaria survey of the impounded waters projects.

High Rock development of the Tallassee Power Company, Norwood
development of the Carolina Power and Light Company, and the Lake

Lure development of the Chimney Rock Company. A chemist-biologist

and two nurses have been engaged in this work. Such surveys are prov-

ing most valuable in connection with the industrial development of the

state.

MEMORANDUM OF ACTIVITIES

The work of the Engineering division has been rapidly expanding to

meet increasing demands for service. Routine work has included the, in-

spection of hotels and cafes, the enforcement of the sanitary privy law,

the supervision of jails and convict camps, the development of milk

sanitation, and the supervision of public water supplies.
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Arrangements have been effected whereby the milk sanitation per-

sonnel are assisting in hotel and cafe inspection, and worthy progress has

been made in obtaining a closer correlation of local health agencies in

cafe and hotel regulation. Enforcement of the sanitary privy law has

been mostly confined to maintenance supervision for the past year since

the construction and extensive overhauling of privies has been practically

completed. Experience in maintenance supervision is adequately demon-

strating to property owners the advantage they derive from the fact that

the privies were properly constructed in the beginning.

Approximately 80 per cent of the market milk supply of the state

is now under supervision of the Standard Milk Ordinance, and while sev-

eral more cities have adopted the ordinance, effort has been centered on

securing more uniform and effective enforcement.

The public water supply work has advanced to a stage where the

service of the bureau is required in connection with thorough scientific

study and solution of numerous complicated problems of treatment.

The shellfish sanitation work has developed into a well systematized

activity receiving the full cooperation of the shellfish industry.

The school and institutional engineering work has demonstrated itself

to be meeting an important need for service. It is now the rule rather than

the exception for school authorities to avail themselves of this service.

The increased demand for this service has necessitated the engineer,

assigned to this work, obtaining the assistance of not only the other engi-

neers but the inspectors as well. The Bureau is now called upon not only

to advise but to design and give cost estimates in connection with all state

institution water and sewerage utilities, and in several cases supervise

construction. This service has proven to be of such value that the assist-

ance of the bureau has been requested in connection with other institution

utilities.

Sewage treatment plant operation has been taken up and is being

developed along the same lines that have been followed in bringing water
purification plant operation to a high stage of efficiency. This is rapidly

becoming a major problem. Most of the larger cities as well as many of

the smaller ones are now installing extensive sewage treatment works.

The study and investigation of sewage and industrial waste pollution of

streams has been materially extended. Cooperative agreements have been
effected with the department of conservation and certain of the indus-

tries, of vital importance in the protection and improvement of the

streams as sources of water supply. The stream pollution problems re-

sulting from the rapidly increasing municipal and industrial development
of the state, are so complicated in character and far reaching in effect

that the study and control of these problems has become a major activity.

The maintenance of sound public health and economic stability in the
rapid advance of the state in municipal and industrial development neces-

sitates material and further extension of this activity.

In the face of limited personnel, every county jail and convict prison
camp in the state has been inspected from one to seven times with the
exception of the Hyde and Clay County jails.

Rules and regulations governing the sanitary management of jails

and prison camps have been left with prison officials and discussed with
them by the sanitary inspectors in detail. Twenty-nine county jails have



246 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

been improved in their sanitary management ; six have been provided

with new annexes ; three have been built anew ; two have been remodeled

;

five have been condemned; three of the condemned jails have agreed to

make immediately necessary improvements ; forty-four prison camps
have improved their sanitary conditions ; three new prison camps have

been constructed ; two are under construction ; four counties are planning

to construct new camps ; four camps have been abolished and with the

exception of Pamlico and Person, every county jail in North Carolina

comes up to the standard required by law.

The necessity for keeping a clean camp site, a safe water supply and
sewage disposal is always emphasized among the prison officials and to

their credit, let me say that they have been wholeheartedly cooperative in

bringing such sanitation about. Any number of conferences have been

held with commissioners relative to their respective county jails and
prison camps and it gives me pleasure to say that county commissioners

have constantly requested the Board of Health and its inspectors to

advise with them relative to their duty regarding the care of prisons and
the construction of prison camps and jails.

At a meeting of the Board of Health held April 19, 1927, Doctor

Tucker reported to the Board the action of the State Dental Society in

appointing a committee to confer and act with the secretary in arranging

for a course in Oral Hygiene to be taught in the teacher training schools

of the state. This committee recomended that a series of mouth hygiene

lectures be put on under the auspices of the State Board of Health in

all the teacher training schools of the State and requested the State

Superintendent of Public Instruction to incorporate such a course in the

curriculum of these institutions. On March 29th Mr. A. T. Allen, state

superintendent of public instruction, gave his approval to this plan and
expressed a deep interest in it. The plan was submitted to the North
Carolina Dental Society at its meeting in Charlotte, April 16, 17, and 18.

The following resolution evidences the interest of the Dental Society of

of the state.

Charlotte, N. C,
April 18, 1928.

WHEREAS, the Dental Society of the State of North Carolina real-

izes that diseases of the oral cavity cause alarming and frequent foci

of infection, the pathology of which in too many instances proves to be the

beginning of all the degenerative diseases of the human body, and

WHEREAS, the field dentists employed by the State Board of

Health have accomplished great good in educating the public regarding

the value of oral hygiene as a preventive measure against degenerative

diseases, and

WHEREAS, it is our judgment that the educational work of the field

dentists can be materially enhanced by inaugurating a course of instruc-

tion in oral hygiene for the teachers of the state, and

WHEREAS, such a course has already been approved and the desire

for it expressed by the teachers colleges of the state, and
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WHEREAS, the presidents of said colleges have already agreed to

give due credits to all of the student body attending such a course.

NOW, THEREFORE BE IT RESOLVED:
1. That the Dental Society of the State of North Carolina hereby

express its approval and appreciation to the State Board of Health for

its activities in preventing degenerative diseases through Periodical

Health Examinations ; the furtherance of Oral Hygiene ; and the univer-

sal demonstration of dental practice in the schools as an outstanding

preventive measure.

2. That this Society request the State Board of Health to direct its

Supervisor of Dentists and Oral Hygiene to give, personally such lec-

tures and courses of instruction to the teachers of the state as can be

hereafter agreed upon by himself, this committee, and the educational

institutions in which he, the supervisor, can procure desirable audiences

and classes.

Every effort will be made to put this new undertaking into execution

at the earliest possible moment.

In addition to this resolution a second resolution was adopted by the

Dental Society of the State of North Carolina, a copy of which was for-

warded to the State Health Officer.

RESOLUTION BY THE DENTAL SOCIETY OF
NORTH CAROLINA

WHEREAS, the Dental and Medical Professions have come to

realize that there is no way to control the alarming increase of degener-
ative diseases so well as through the discovery and treatment of many
foci of infection in their beginnings ; and

WHEREAS, in North Carolina these two professions are closely in

accord, harmoniously cooperative and maintaining the most cordial and
friendly relations, the one with the other ; and

WHEREAS, Dr. J. T. Burrus, President of the State Medical Soci-

ety, has so splendidly, thoroughly and unselfishly commended the Dental
and Medical professions of the state to the people of the state ; and

WHEREAS, his activities in cooperation with the Secretary of the

State Board of Health have done so much to cement, enhance and beau-
tify the friendly relations existing between Dentistry and Medicine, and
between the two professions and the people,

NOW, THEREFORE, BE IT RESOLVED:
That the North Carolina Dental Society hereby express its apprecia-

tion to the President of the Medical Society of the State of North Caro-
lina and to the Secretary of the State Board of Health, thereby evi-

dencing its purpose to foster the existing friendly relations and triple

opportunity for service to the state, which is so auspiciously and happily
existing between the Dental Society, the Medical Society of North Caro-
lina, and the State Board of Health; that a copy of these resolutions be
spread upon our minutes, and a copy be sent to the President of the
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Medical Society, a copy to the Secretary of the State Medical Society, a

copy to the Secretary of the State Board of Health, a copy to the Gov-
ernor of the State, and a copy to the press.

(Signed)

Dennis Keel,
Secretary-Treasurer North Carolina Dental Society.

The undivided and active cooperation on the part of the dentists of

North Carolina with the State Board of Health is splendid and one can-

not forego this opportunity of publicly expressing sincere appreciation

to them.

On May 6, 1927, the Attorney-General advised the State Board of

Health that the Governor had directed him to investigate the administra-

tion of the sanitary privy law by the State Board of Health upon resolu-

tion of the House of Delegates of the Medical Society of the State of

North Carolina adopted at its session in Durham April 20, 1927.

The Attorney-General advised that the investigation would begin on

May 12th. It covered a period of several weeks and was conducted most

thoroughly and fairly by the Attorney-General. The results of this in-

vestigation are reported in a letter from the Attorney-General to the

Governor, a copy of which letter is as follows

:

State of North Carolina

Department of Attorney General

Raleigh, August 26, 1927.

To his Excellency

Governor A. W. McLean

Raleigh, N. C.

Dear Sir:

On April 20, 1927, the House of Delegates of the Medical Society of

the State of North Carolina in session at Durham adopted resolutions

asking that you request me to proceed with the investigation of the ad-

ministration of the sanitary privy law by the State Board of Health "by
the summoning of such persons as have or may have knowledge of the

taking of graft by certain officers" of said Board. Following that, on May
6 you directed me to proceed with the investigation in the manner sug-

gested by these resolutions. You asked that the investigation "be directed

to the inquiry as to whether or not there has been any graft or other un-

lawful act or omission or commission on the part of any officer, agent or

employee of the State Board of Health in connection with the adminis-

tration and enforcement of the sanitary privy law."

I, therefore, proceeded within the scope and in accordance with these

resolutions and your request. The first hearing was held May 12, and ad-

journments were taken from time to time as the necessities of the situa-

tion required, the hearings consuming five days. I examined one hundred
and six witnesses. A stenographic record of the evidence was taken and
a copy of that record, containing three hundred and ninety-four pages,

is transmitted with this report. In accordance with the statute on the

subject, the witnesses were paid the same per diem and mileage as allowed
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witnesses for attendance in the superior courts. The cost of the investiga-

tion, amounting to $1,724.05, has been paid under authorization of the

Governor and Council of State out of the emergency appropriation.

Dr. Charles O'H. Lauginghouse, Secretary of the State Board of

Health and State Health Officer, Mr. H. E. Miller, State Sanitary En-
gineer, and the inspectors employed in the administration and enforce-

ment of the law were present at the hearings. So, also, were the members
of the State Board of Health and Dr. Watson S. Rankin, former, and for

a long time. Secretary of the State Board of Health and State Health

Officer.

On the first day of the hearing. Dr. John T. Burrus of High Point,

President of the State Medical Society, was present and sent telegrams

to the presidents of the various county medical societies, asking them to

give me any information they might have on the subject. I cannot too

highly commend the fine spirit shown by Dr. Burrus in his effort to aid

me.

The investigation was not upon charges and therefore, could not be

conducted as is a trial in court between a plaintiff or prosecutor and a

defendant. I first examined all the witnesses who appeared, seeking to

elicit any information they might have. I then permitted any person

present who desired to do so to cross-examine the witnesses. A number
of persons present availed themselves of this opportunity, and their activ-

ities in this regard were of service in eliciting information.

I subpoened such persons as seemed to have or thought they had any
information relevant to the inquiry. I permitted the witnesses to give their

testimony fully and completely, so that there might be full opportunity

of any revelation of criminal conduct within their knowledge. This course

of procedure was necessary because of the nature of the proceeding. From
time to time I would subpoena additional witnesses as their names would
be suggested or the evidence of those being examined would indicate the

advisability of doing so. I examined all of the sanitary inspectors then

engaged in this service under the State Board of Health.

It appears from the evidence that certain carpenters who had grown
proficient in the construction of sanitary privies would follow the in-

spectors from place to place. In some instances these men were recom-

mended by some of the inspectors to citizens who had need of carpenters

in the construction of privies. In one instance one of these carpenters

was brought from Hendersonville to Raleigh by an inspector on his car.

As a consequence, there was suspicion in the minds of some people that

there was some corrupt relation between the inspector and the carpenter

;

a suspicion that an inspector would favor certain carpenters, and by rea-

son of this favoritism, secure graft out of the work of the carpenters so

recommended. However, the evidence fails to show that there was any
such corrupt relation or that any of the inspectors were guilty of receiv-

ing graft.

The State Board of Health and its officers disapproved of any rec-

ommendation by the inspectors of any particular carpenter. On one occa-

sion information reached Mr. Miller that one of these inspectors working
in the Salisbury section was occupying the same room in a boarding-house
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with a carpenter. Upon inquiry from Mr. Miller, the inspector denied

that he was doing this. Pursuing his inquiries. Miller reached the con-

clusion that this inspector had been so occupying the same room for a

few days and nights with the carpenter. There was no sufficient evidence

of criminal conduct upon which a prosecution might have been based,

but Miller discharged the inspector, as he states, for not telling him the

truth about the matter.

I, therefore, report that as the result of the extended investigation

and hearings which I have had and conducted, no evidence has been elicit-

ed showing graft or other unlawful conduct on the part of any officer,

agent or employee of the State Board of Health in the administration

and enforcement of the sanitary privy law.

Yours very truly,

(Signed) Dennis G. Brummitt,
Attorney-General.

The above report from the Attorney-General was acknowledged by his

Excellency in the following letter

:

"On my return here I received your letter of August 26th, enclosing

result of your investigation of the administration of the sanitary privy

law of the State Board of Health, together with the evidence taken upon
the hearings.

Please accept my thanks for the very thorough and faithful manner
in which you have conducted this investigation. It is very heartening to

know that after the most exhaustive investigation made by you, you were

able to elicit no evidence showing any graft or unlawful conduct on the

part of any officer, agent or employee of the State Board of Health. I

am sure you agree with me that the administration of this most vital

branch of our government must be above suspicion.

With assurance of my most distinguished consideration, believe me.

Sincerely yours, Angus W. McLean, Governor."

Because of the heartrending reports which appeared in the press con-

cerning the flood in the Mississippi valley the following telegrams were
sent to Dr. C. W. Garrison, State Health Officer, Little Rock, Arkansas

;

Dr. F. J. Underwood, State Health Officer, Jackson, Mississippi; and
Dr. Oscar Dowling, State Health Officer, New Orleans, Louisiana, on
April 26, 1927, "What can North Carolina's Board of Health do to help

you.f'" Responses from these telegrams contained requests for men and
biologies such as smallpox vaccine, typhoid vaccine, diphtheria anti-

toxin, toxin antitoxin, and for health officers and sanitary inspectors. A
few days later the Surgeon General acting in cooperation with the Ameri-

can Red Cross requested physicians, engineers, and sanitary inspectors.

Two physicians and four sanitary inspectors were immediately dispatched

to the flood area. In addition, the health officer of Pamlico County, Dr.

D. A. Dees, and the health officer of Rowan County, Dr. C. W. Arm-
strong, together with Mr. Quint E. Smith, sanitary engineer of Concord,

and Mr. W. C. Stallings, sanitary inspector of Guilford County, volun-

teered their services and reported for duty in the flood area along with

the personnel of the State Board of Health aforementioned. It will be

of interest to the Conjoint Session and to the friends and relatives of

these officials to know something of how their services were appraised by
the authorities in the flood district.
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On June 17th Dr. W. A. D. James, the county health officer at Bel-

zoni, Mississippi, wrote a letter commending lyiessrs. Floyd and Stal-

lings, sanitary inspectors, in which he expresses gratitude to the Board
of Health for the valuable service these gentlemen rendered and to quote

from his letter, let me say it as it is written "I know that I have never

known two better men. They certainly gave us some worthwhile service.

They are industrious, interested in their work, and know sanitation, how
to deliver it and get results." Signed "W. A. D. James, M.D."

On June 21 the Exchange Club of Cleveland, Mississippi, passed the

following resolutions with reference to the work of Mr. B. F. Rowland:
"Whereas, the State Board of Health of North Carolina has been so

kind and generous to lend to Bolivar County the services of Mr. B. F.

Rowland, sanitary inspector, during the recent overflow and calamity

affecting our community ; and,

"Whereas, Mr. Rowland is a high-class gentleman in every respect,

and made many friends for the Health Department of our state, as well

as our sister state, North Carolina:

"BE IT RESOLVED, that the Cleveland Exchange Club of Cleve-

land, Miss., extend to the State Board of Health in behalf of the people

of Bolivar County their sincere and grateful thanks for the splendid ser-

vices rendered by the said B. F. Rowland, sanitary inspector, and to

assure them we shall always remember most gratefully and kindly the

spirit that actuated the said State Board of Health in coming to us in our

time of need:

"BE IT FURTHER RESOLVED, that a copy of this resolution be

spread upon the minutes of the Exchange Club and a copy sent to the

State Board of Health at Raleigh, N. C, and a copy furnished to the

press of the county.

"Done this the 21st day of June, 1927.

"R. E. Jackson, President,

"Geo. H. Webb, Secretary."

On June 21 the following letter was received from Dr. Hardie R.

Hays, A. A. Surgeon, U. S. P. H. S., at Indianola, Mississippi, in com-
mendation of the work of Mr. M. M. Melvin:

"In behalf of the people in the inundated section of Sunflower County,
Mississippi, I wish to express appreciation of the splendid services of

Mr. M. M. Melvin, who was sent to this department by your State Board
of Health.

"Mr. Melvin represented your State in a most complimentary way,
demonstrating to all the high degree of efficiency which characterizes your
splendid Board of Health.

"The people of this County are as one in their conviction that never
has a more rapid, worthwhile piece of work been put over than was done
under the direction of Mr. Melvin.

"We thank you for your liberality in sending him, and want you to

know that the people of Mississippi truly appreciate your State sending
their best to us.

"With best wishes, I beg to remain,

"Sincerely yours,

(Signed) Hardie R. Hays, M.D."
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Under date of June 1 Dr. Felix J. Underwood, State Health Officer

of Mississippi, wrote to^ the State Health Officer of North Carolina from
which letter we quote:

"Words fail me in expressing to you our appreciation of the splendid

assistance rendered through your well trained sanitary inspectors. I doubt

if there is a State in the Union that has sanitary men who equal yours.

"Very truly yours,

(Signed) Felix J. Underwood, M.D."

Under date of June 4 Dr. C. W. Garrison, State Health Officer of

Arkansas wrote the following letter with reference to Doctors H. A. Tay-
lor and Paul S. Carley and Sanitary Engineer W. H. Weir:

"Arkansas is indeed fortunate in your selection of men to serve us.

Doctors H. A. Taylor and Paul S. Carley and Sanitary Engineer W. H.
Weir have been with us for some time. Each of them has rendered a

service that has been invaluable and I hardly know what might have

come as a result of the flood in several communities had they not been

there to organize the work and combat the diseases that usually follow

in the wake of disaster. "Dr. Dees and Mr. Quint Smith, while not

directly from your department, have come I know largely through your

solicitation. My contact with these men assures me that the communities

to which they are assigned will be assured of protection.

"I congratulate you on having such a wonderful staff of workers,

and I feel particularly favored in being the recipient of their services.

(Signed) C. W. Garrison, M.D."

Doctor C. W. Armstrong was assigned to duty in northeastern

Louisiana directing a force of twenty-five workers including nurses,

engineers and sanitary inspectors. Dr. Armstrong's work covered a total

of forty-six towns and eleven parishes. In his report to the Louisiana

State Board of Health at the conclusion of the work, Dr. Armstrong
says:

"There has at all times been perfect harmony and the most cordial

cooperation between all members of the unit. The men have worked un-

tiringly with never a thought of complaint. The permanent employees

of the Louisiana State Board of Health who were absorbed into the unit

have given us the finest possible cooperation, and have shown us every

courtesy. We cannot speak too highly of your Louisiana men who have

been with us in this section. Any State should feel itself fortunate in

having the services of these men."
(Signed) C. W. Armstrong, M.D."

In conclusion the class of service rendered by these men is indicated

in the fact that after the subsidence of the acute dangers, while the

flood was at its crest, the International Health Board deemed it necessary

to assist financially and otherwise in the rehabilitation work of the pub-

lic health departments in the area involved. To assist in making such

work effective, the International Health Board took the lead in establish-

ing a school of sanitary inspectors to give intensive training for a short

while before being dispatched to individual districts throughout the

entire flood area. As chief inspector in this school of sanitary inspectors.
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the International Health Board requested the services of Mr. John A.

McLeod, one of the chief inspectors of the North Carolina State Board

of Health. Mr. McLeod took charge of the work and remained with it

until the beginning of the Christmas holidays. Numerous letters con-

gratulating Mr. McLeod upon his excellent work have been received

by the State Board of Health and many tokens of appreciation con-

cerning him have come to us. These letters are on the Board's files and

are looked upon as proof of the splendid work done by a splendid man.

To the great gratification of the Board, its policies and activities for

the year were largely and specifically laid out by resolutions passed by

the Medical Society of the State of North Carolina at its Durham Meet-

ing in 1927. The resolution regarding the investigation of the Board

has already been referred to and disposed of. With regard to the resolu-

tion of Doctors G. M. Cooper, S. E. Buchanan and R. S. McGeachy,

which urges the advancement of Public Health Training in Medical

colleges, it gives me pleasure to announce that Dr. W. C. Davison, Dean
of the Medical Department of Duke University, has this subject under

serious consideration and will undoubtedly give it due attention in formu-

lating the policies of the Medical Department of Duke University.

The attitude of President Myers with regard to periodical health

examinations, which was endorsed by the committee on the president's

address, has been the Board's "Pillow of cloud by day and its pillow of

fire by night" during the past year. Through the financial assistance of

the International Health Board a Bureau of Life Extension has been

inaugurated, which, under the direction of Dr. F. R. Taylor, has been

most energetic in furthering Periodical Health Examinations among both

the profession and the laity. Through his efforts, the efforts of Dr. J.

T. Burrus, the efforts of your State Health Officer and many physi-

cians in the State, and through the splendid cooperation of civic clubs,

women's clubs, parent-teacher associations, pulpit and the press, we feel

that much has been done to bring this most important subject before

the people of the State.

In addition we have an agreement with the Extension Service of

the University of North Carolina whereby this service in cooperation

with the Medical Society of the State of North Carolina and the Board

of Health will offer this summer a post-graduate course in physical diag-

nosis of both the sick and the well. This Extension course will be carried

on in Durham, Burlington, Greensboro, Winston-Salem and High Point.

After the completion of the course, providing it meets with the approval

of the physicians of the State, the University will continue the coopera-

tive plan with the Society and the Board of Health for a year or more.

The untiring energy and productive effort of Dr. H. H. Bass, our

State Director of the American Society for Cancer Control, has come

more nearly to bring the necessity for the early diagnosis and treatment

of cancer to the attention of the entire State than anything else that

has heretofore been accomplished with regard to this important problem.

The press has been unfailingly cooperative and helpful in all activi-

ties necessary to the furtherance of the prevention of disease. Here
and now, the Board of Health wishes to publicly express sincere and
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hearty thanks for such invaluable assistance. A resolution of deep appre-

ciation coming from this body to the press for its unfailing assistance

should be sent promptly to every paper in the State.

This report would not be complete if it failed to contain expressions

of deepest appreciation for the wholehearted and productive efforts given

by Dr. John T. Burrus, President of the Medical Society of the State of

North Carolina. His cooperation with the Board of Health in the furth-

erance of periodical health examinations, his tributes to North Carolina

doctors and dentists and all other activities in which the Board is inter-

ested has been all that could be asked for. He, with representatives of

the Board, has put this subject before physicians and citizens of nearly

every county in the State. He has been received with pronounced inter-

est and enthusiasm, and it is believed that the practice of priodical ex-

aminations is being rapidly expanded and the profession more em-
phatically appreciated by the entire citizenship of North Carolina.

Lastly, it is with a feeling of indescribable pride and satisfaction that

I am advising the Medical Society of the State of North Carolina that

every department of North Carolina's Board of Health is centered upon
cooperating with and assisting individually and enmasse, the medical

profession of this State. The medical profession can exist without the

Board of Health, but the Board of Health cannot exist without the

medical profession.

Pleading for your undivided cooperation and believing that it will

come wholeheartedly and sincerely, this report is closed with the as-

surance that your Board of Health is looking forward to the coming year

with confidence, with purpose, with enthusiasm, stimulated, heartened

and profoundly grateful for the coperation and consideration the Medical

profession has given it during the past year.

The Board of Health is moving into its new quarters on the corner

of Dawson and Jones Streets. Its doors are open to every physician in

North Carolina and it will consider the opportunity of serving any
physician in the State a very blessed privilege.

Dr. L. a. Crowell, Lincolnton: Mr. President and members of the

Conjoint Session: I am sure we have listened with interest to the Presi-

dent's address and the Secretary's report. We are proud of our North
Carolina State Board of Health ; we are proud of the work that it has

been doing; we are proud of the personnel of this board. But the State

Board of Health can do nothing without the cooperation of the public

and the profession, and I am sure after listening to this presidential

address and this report from the Secretary that the profession of North

Carolina will stand solidly behind anything that the State Board of

Health recommends, and I am sure if the profession of the state does that

then the people of the state will be behind the profession. I am very

glad, also, to know that the investigation of the Attorney General has

cleared up the question of graft by this board. The majority of the

thinking doctors of North Carolina never believed that there was any
graft, but there were certain classes of people over the state who might

have believed that. But that misconception has been cleared up.
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I move that copies of the President's address and the Secretary's

report be sent to the press. I should like to see them come out in the

Sunday papers.

This motion was seconded, and carried.

President Crowell: Sometime since after being elected president

of the State Board Board of Health I had the privilege of calling on a

member of Dr. Laughinghouse's staff. I had never visited the State

Laboratory of Hygiene, and I went there and was astounded at some

of the things that are going on. When I went in I saw on one of the

tables six or eight brains of dogs, that had just come in. I asked why
they were there and was told that they had been sent in for examination

for rabies. I thought that must be an unusual occurance, but I was told

that the laboratory receives six or eight every day and finds from one

to six positive every day. The problem of rabies is a very serious one,

and I should like to call on Dr. Shore to discuss this part of the Secre-

tary's report.

Dr. C. a. Shore, Director, State Laboratory of Hygiene, Raleigh:

The importance of rabies is not measured by the prevalence of the disease

;

compared to measles, say, it is insignificant. But its importance to us,

to us who work with it, particularly, is the fact that it is all absolutely

unnecessary. The 1600 to 1800 cases each year of persons who are bitten

by rabid dogs (or by dogs sometimes only suposed to be rabid, never-

theless necessitating treatment) are entirely unnecessary. With this one

disease we have an opportunity Avhich is absolutely unique—that is, the

opportunity of exterminating the disease. That, so far as I know, has

never occurred with any other disease of human beings. There are only

two diseases about which we can say we know enough to exterminate

them; one is yellow fever and the other is rabies. Yellow fever has almost

been exterminated, but yellow fever is not a problem in North Carolina.

On the other hand. North Carolina shares with Georgia the notoriety of

being the states in which there is more rabies than any other. I say

rabies can be exterminated, for that has been done in Norway and Swe-
den and Engand and other countries ; and it is difficult for me to think

that we can not adopt the same measures which have eradicated it in

those countries. We know that the problem centers in the dog—nojt

because the dog has it more commonly than other animals, but because
when he has the disease his desire is to bite. The germ is carried in the

saliva, and if we could keep the dogs from biting we could prevent the

spread of the disease. The way to do it is to restrict the liberty of the dog;
restrict him to the premises of the owner or, if the owner desires to let

him run loose, provide him with a humane muzzle. That was done in

England, and after twenty-two months not a case of rabies was found
in the whole country—England, Scotland, and Wales. Then the restric-

tions were withdrawn. That can be done in this state, although of course
unless neighboring states take the same action it would be slower. We
can continue vaccinating dogs, as we have been doing for many, many
years, but there is no use in using a dull tool when we have a sharp one

;

there is no use in bringing the disease down to only a few cases when
we can exterminate it.
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Not only should all doctors be in favor of this but also all lovers of

dogs, because this disease is a horrible one in dogs. All hunters, also,

and all lovers of animals should favor it. It should also get the hearty

cooperation of the farmers, because it would promote the raising of

sheep. There have never been any statistics gathered in this state dn.

the loss of livestock from rabies, but from other statistics I have been

able to get I have the distinct impression that the loss of livestock from

rabies is enormous—the loss in cattle, sheep, hogs, and horses.

This motion was carried.

Dr. James M. Parrott, Kinston: I would not have the dentists of

North Carolina think that our slowness to express our appreciation is

lack of appreciation, because it is not. Most of us are hungry right now
and are not thinking about teeth as much as we are about stomachs. We
have a great body of dentists in North Carolina, and I am profoundly

grateful for the high-class men in the dental profession. They are states-

men, Mr. President; I have had the honor and pleasure of knowing a

goodly number of the leading men in the dental profession in North Caro-

lina; and I am pleased. Dr. Tucker, to bear testimony to their high char-

acter and lofty thinking and skillfulness and statesmanship. I want you

and the dental profession of North Carolina to know that the doctors of

North Carolina appreciate the cooperation of the dental profession and
their kindly expression. I move that the President and Secretary of this

Society express to the dental profession by suitable resolutions, our

grateful appreciation.

This motion was seconded and unanimously carried.

Presidents Crowell: I think one other thing might be proper; that

is, to instruct the legislative committee to use its influence with the legis-

lature to carry out the recommendation of Dr. Shore about muzzling

dogs. I think we ought to instruct the legislative committee to work along

that line.

Dr. W. S. Rankin, Charlotte: I will so move, but in making the

motion I want to say just a word in the way of appreciation of this

splendid report of progress we have heard. It is with a spirit of pro-

found paternal pride, into which jealousy does not enter, that I look

back over by shoulder upon the succeeding administration and inspired

by the spirits of my great and honored predecessors. Dr. Wood and Dr,

Lewis, say to the officers of the present State Board of Health, in the

most sincere feeling, congratulations and God's blessing upon you.

I now move that this Conjoint Session instruct the Committee on

Public Policy and Legislation to lend its efforts in getting through the

recommendation of the Governor in providing for a larger activity on

the part of the State Board of Health in promoting periodic examinations.

Motion seconded and carried.

Dr. C. C. Orr, Asheville, moved that the matter of the prevention

of rabies be called to the attention of the Committee on Public Policy

and Legislation of the State Medical Society, which committee shall

endeavor to have laws passed in regard to the muzzling of dogs.

This motion was seconded and carried.

The Conjoint Session then adjourned sine die.
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SECTION ON GYNECOLOGY AND OBSTETRICS

Chairman: Dr. J. S. Brewer, Roseboro

THE HEMORRHAGES OF PREGNANCY
.

Dr. Seavy HighsmitHj Fayetteville.

When we think of hemorrhage we always think in terms of emergency

—emergency means prompt action. When pregnancy is assured and the

menses have ceased we expect, at least desire that there be no further

bleeding until after delivery and then only a moderate amount. The ques-

tion often arises, does menstruation continue during pregnancy? The
answer is yes and no. Before the ovular and uterine decidua unite at

about the fourth month, there is no anatomical reason why a discharge

of blood from the uterus may not occur. It is thought to be probable that

ovulation may persist throughout pregnancy, therefore^ menstruation

may continue up to the fourth month. After this period it must be re-

garded as unusual and exceptional.

Hemorrhage from the uterus during pregnancy does not occur to

any extent during a healthy gestation and should excite suspicion. It is

a signal for caution, both for the physician and the patient, especially

if it occurs after the fourth month. What then is the classificJat;ion of

the hemorrhages of pregnancy and how must we deal with each? They
may be named as follows: 1. Bleeding hemorrhoids, 2. Bleeding from
ruptured veins of the lower extremities, 3. Bleeding from distended veins

of the oesophagus, 4. Bleeding from gums and mucous membranes, 5.

Hemophilia, 6. Rupture of varicose veins of vulva and vagina, 7. Threat-

ened or incomplete abortion, 8. Ectopic pregnancy, 9. Rupture of veins

of the broad ligament, 10. Abrupto placenta, or accidental separation of

the normally implanted placenta, 11. Placenta Praevia, 12. Post Partum
Hemorrhage.

The first five of these are foreign to the genital organs and parturient

canal but may excite considerable bleeding. We will discuss them briefly

before taking up the true puerperal hemorrhages.

1. Bleeding Hemorrhoids: In pregnancy may cause considerable

hemorrhage. Ordinarily, the doctor is called with the statement that the

blood is coming from the vagina. Our first thought will be abortion or

placenta praevia, when with a good light, examination reveals the true

source of the bleeding. Ligate at each extremity of the bleeding point.

Turn out any clot and apply murcurochrome 4% then tie through sound
tissue with good sized catgut, taking in enough of the subjacent tissue

to give a firm hold. Leave a suppository of from 1/2 to 1 gr. of the
extract of opium in the bowel. Keep in mind that abortion and premature
labor is apt to follow operations about the rectum.

2. Bleeding from Ruptured Veins of the Lower Extremities: Is a
condition that often becomes very annoying in multipara. It can be very
greatly alleviated by having the patient wear a properly fitting abdominal
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supporter with the proper uplift to take the weight of gravid uterus

off the large veins in the pelvis and by wearing properly fitting bandages

or stockings on the limbs affected. If a vein of the leg should rupture

usually caused by direct violence, have the patient immediately lie upon

the back and elevate the limbs. The bleeding will then cease. Paint the

wound with mercurochrome 4% and apply sterile gauze compressed.

Keep patient in bed until the puncture is healed and apply supporting

bandage from foot to well above the bleeding point. Remember the worst

thing that could be done is to apply constriction to leg or thigh above the

bleeding point. No surgery for the removal of the vein must be done

until the pregnancy is terminated and the puerperal period is over.

3. Bleeding from Distended Veins of the Oesophagus: During preg-

nancy is a rare complication; yet, one that is sometimes trying and puzz-

ling. This occurs in a patient of relaxed fiber, often having varicose veins

in the vulva and extremities, with a history of gastro-intestinal dis-

tension and possibly previous spitting of blood from a source not clearly

known. Sometimes after excessive fatigue or a heavy meal the patient

experiences an irritation in the lower part of the throat, and will expec-

torate blood, its color is not arterial and usually is not excessive. Apply

cold locally and and have patient suck pieces of ice. If serious, UjSe

sterile horse serum or any other coagulent suitable for hypodermic medi-

cation. The dark color of the blood will distinguish it from that of gas-

tric ulcer, should she vomit any that may have been swallowed. Advise

and direct proper diet. Give mild laxatives. Administer those drugs which

act as vaso constrictors and increase the coagulating quality of the blood

as atrophine sulphate and calcium lactate.

4. Bleeding from Gums and Other Mucous Membranes: May result

from any cause that might extensively disintegrate the blood; as toxemia

—sometimes pernicious malaria and severe infections. There may be

oozing from the gastro-intestinal tract, bladder, or genital tract. Pur-

pura may often develop to an alarming extent. Observe the quantity

of blood extravasated; also examine under the microscope, some blood

from a vein, and if the red blood cells are extensively disintegrated and

hematin is present in flakes or crystals, the condition is evidently serious.

Treat toxema if present. In the absence of typical toxemia, regard the

intestinal tract as the probable source. (Treatment) Empty the urinary

bladder. Give copious irrigations of the entire large intestines by high

enema of sodium bicarbonate solution to which glucose may be added.

This should be done once or twice in the 24< hours. Give your patient

10 grains of calcium lactate by mouth every 3 hours. Many of these

cases will recover.

5. Hemophilia: The history of a bleeder should put the physician on

his guard. Study the blood by all available methods and inquire closely

for bleeders in the family. It may be found that she hasn't hemophilia,

but that some unusual previous experience of bleeding led her to think so.

Treat her according to the laboratory findings and clinical symptoms.

Carefully avoid toxemia. The best of hygiene, prenatal care is urgently

needed. Remember that in using remedies by hypo, the points of puncture

may bleed persistently and that there is danger of thrombosis and em-
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bolism. Especial precaution must be taken to avoid abortion or premature

labor and encourage her to believe that pregnancy may so improve her

general health as to give her at least transient immunity from her con-

stitutional danger. These cases are by no means hopeless, and, if ac-

curately studied and properly treated, the pregnancy may continue to a

successful termination.

6. Rupture of Varicose Veins of the Vulva and Vagina: Is of unusual

occurrence. It may result from a blow or fall or other accident, causing

considerable hemorrhage and can easily be mistaken for uterine hemorrh-

age. Careful examination with proper light and speculum will clear the

diagnosis. Treatment consists of ligating the punctured vein after picking

up the bleeding point with a hemostat. It may become necessary to

ligate on either side of the bleeding point. Patient put in bed and perineal

treatment given as in perineorrhaphy.

7. Threatened or Incomplete Abortion: (8) Ectopiic Pregnancy:
Threatened or incomplete abortion and ectopic pregnancy are two types

of bleeding during gestation which must be kept in mind. They must be

differentiated since their management are distinctly different. I will deal

with them briefly. They usually occur in the early months. A very concise

differential diagnosis given by De Lee which I will quote viz

:

ABORTION ECTOPIC PREGNANCY
1. Onset quiet with gradually inten- I. Onset stormy, with it regular and

sifying and regular pains in. lower colicky pains, sometimes few and ex-

abdomen resembling labor. cruoiating, localized on one side.

2. External hemorrhage profuse or 2. External hemorrhage slight or ab-

moderate with clots. sent and dark tarry fluid.

3. Symptoms or hemorrhage propor- 3. Symptoms of hemorrhags and

tionate to visible blood loss. shock much greater than visible blood

4. Discharge of parts of ovary. loss.

.5. Demons ration of ovum in uterus 4. Only a uterine decidua, no villi,

or empiy uterus and empty pelvis. 5. Finding a mass in culde-sac or

along side of uterus.

The management of inevitable abortion is emptying the uterus and
controlling hemorrhage. While actopic pregnancy calls for a laparotomy

as soon as diagnosis is sure.

9. Rupture of Veins of the Broad Ligament: Causes a concealed hem-
orrhage and may be serious. These veins in the latter months of preg-

nancy often dilate to the size of a finger or thumb. Rupture by a fall or

blow sometimes may happen. Symptoms are pain from the injury follow-

ed by faintness and shock and other usual signs of concealed hemorrhage.

The blood gravitates to the pelvis or between the folds of the broad liga-

ment, forming a hamatoma which may easily be mistaken for ruptured

ectopic pregnancy. The accident calls for prompt opening of the abdomen,
removal of the blood clots and the vein ligated on either side of the rup-

ture. The abdomen closed without drainage unless there is oozing that

cannot be entirely controlled when a pack or drain may be used. Patient

should have suflicient morphin administered to control uterine contrac-

tions.
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10. Ahrupto Placenta or Accidental Separation of the Normally Im-
planted Placenta : We were formerly taught that this was brought about

by some form of violence ; a blow, a fall or some undue muscular exertion

of the patient. Our present knowledge of the pathology of this condition

teaches us that toxemia of pregnancy is the main pre-disposing cause,

produces alterations in the blood vessels of the uterine decidua and pla-

centa, thus destroying the cohesive power of the afterbirth and uterine

wall. The exciting cause is violent contraction of the muscle or direct

violence at or near the placental attachment. Some of the most serious

cases occur without any clear history, and it is well to remember that

even when the placenta separate, little or no blood may leave the uterus

;

the entire amount coming in a gush later. The uterus is usually tense hard

and sensitive to pressure and remains tonic. It is impossible to palpate

the fetus or to appreciate its motions or to hear its heart beats. The
pain is usually referred to the uterus except at times, when it is indefinite.

Soon signs of hemorrhage are apparent, as fast pulse, air hunger thirst,

etc. The patient is anxious and sometimes frightened. Foetal movements
may be more violent or less perceptible than usual. Vaginal examination

may show no evidence of hemorrhage, with the cervix perhaps undilated

and the examining finger feels no placenta. There may be no essential

change in the consistence of the cervix noted. If no toxemia is present the

mother's condition may improve and end in a successful termination. In

such cases, vaginal hemorrhage gradually ceases and there is little if any
uterine sensitiveness. The patient may think she has a slight return

of menstruation. On the other hand, when a considerable portion of the

placenta separate, and especially at its upper part there will be little

or no escape of blood, but a gradual separation of the placenta in its

entire extent, in extreme cases. The child dies of asphysiation while the

mother is showing signs of weakness from blood loss. If the cervix is

soft and dilatable and labor proceeds, the fetus is followed by a quantity

of clotted blood. The separated placenta is found free in the uterus and
post partum hemorrhage is not infrequent. Severe shock usually follows,

emptying the uterus. The hygiene of pregnancy will do much toward
lessening this tragedy, by reducing toxemia, accidental trauma etc.,

during gestation. Teach parturient patients that genital hemorrhage
weakness and shock in pregnancy demand immediate medical attention.

The fact that moderate vaginal hemorrhage ceases when the patient lies

down, that she has little abdominal or uterine pain, and that she naturally

minimizes her own ailments in the effort to care for the family, fre-

quently results in the mother's death. Foetal mortality depends more upon
the extent of placental separation than upon the treatment carried out,

for if more than one third is separated, it is doubtful if the fetus will

live unless extracted by abdominal section as soon as signs of danger

develop. There are two methods of treatment—one sacrifices the child,

and may be carried out without much assistance or hospital surroundings.

The other calls for prompt abdominal and uterine section. In the first

treatment, the patient is narcotized with opium, then a firm tamponing
of the vagina with pledgets of cotton the size of a small hen's egg, wrung
out of antiseptic solution. The vagina is completely filled with this ma-
terial to the vulva, and a vulval pad applied held with a T shaped
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bandage. A large pad is placed above the fundus of the uterus and a

many-tail bandage is started from above, with firm pressure as it is ap-

plied over the abdomen and uterus. Give morphin until the pulse is slow

and the patient more less narcotized. Catheterize often and give a

diet that leaves very little residue. Watch for a bloody discharge at the

vulva. Developing uterine contractions is a favorable sign. Judgment

and experiences are necessary to know when to interfere with the pack-

ing. Remove it under antiseptic precautions when uterine contractions

become considerable and there is free hemorrhage. If the cervix is so

largely dilated that the membranes can be ruptured dilate the cervix com-

pletely, if necessary and immediately deliver by forceps or version.

But if dilatation is only partial and vaginal delivery would be attended

with considerable injury and violence, then retampon and continue the

narcosis. The development of expulsive uterine contractions is the time for

interference and emptying of the uterus. Be prepared to treat shock and

post partum hemorrhage. Completely empty the uterus with the gloved

hand, irrigate with hot antiseptic solution and firmly pack with 10% iodi-

form gauze. Hypodermic stimulation, intravenous transfusion or hypftder-

moclysis may be required. Those who favor the packing method, claim a

considerable percentage of recovery; the avoidance of major surgical

operation with its risks, and the more prompt recovery of the mother.

Foetal mortality is about 90%, and maternal mortality about 10 to 25%
by the tampon and narcotic method. Under abdominal uterine section

from one to ten of the children at or near term may be saved and when
things are favorable by early operation, maternal mortality should not

exceed 1 %

.

11. Placenta Praevia: In hospital practice, placenta praevia occurs

in about one in one hundred cases. Abnormal presentations are common,

occurring in 11.3 per cent of the cases. The death of the mother is due to

hemorrhage or infection. Indiscriminate use of tampons as well, too fre-

quenet examinations are attended with the risk of infection and hemor-

rhage—hence, "every physician should know that whosoever touches a

wound -first, seals the fate of the wounded" . . . Placenta praevia announces

itself by hemorrhages. The cause is any condition that makes unhealthy a

uterine decidua or ovular decidua or uterine wall. A greatly relaxed and

distended uterus often seen in anemic multiparae may predispose to pla-

centa praevia. Lack of development, repeated parturition with impairment

of the general health and pathological processes in the decidua are the

principal causes. If a patient suffers once from placenta praevia it does

not follow that it will again occur. Placenta praevia under modern condi-

tions is more dangerous than tubal gestation. The most characteristic and

usually the only clinical symptom, is painless bleeding after the sixth

month. The first sign may be only a staining, but watch, for this is mis-

leading. When you least expect it, the bleeding which will occur either as

an acute hemorrhage or as a slow bleeding, added to that lost at labor may
result in a fatal termination. Every case of painless bleeding especially

after the sixth month of pregnancy, should be considered as placenta

praevia until proved otherwise. The menace of a fatal hemorrhage at any

time confronts us. No vaginal examination should be attempted until the

patient is cleaned up as carefully as though she were in actual labor and
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the doctor scrubbed as for an abdominal section. Even then it is wise to

have ready all means to combat shock in the event of a profuse hemor-

rhage. Anatomically there are four varieties of placenta praevia: central,

partial, marginal, and lateral. Clinically, there are only two varieties

—

complete and partial. In the complete, the examining finger feels nothing

but placenta, and in the partial, the membranes or portion of the fetus is

felt, according to whether the membranes are ruptured. There is a radical

difference in the treatment of the two varieties. The outcome in the great

majority of the cases is entirely dependent upon the type of treatment

employed and of no other obstetric complication can it be more truly said

that the mortality is largely preventable. If the ordinary examination does

not establish the diagnosis and if no other explanation can be found for

the bleeding examination under anaesthesia is justifiable. Premature labor

may be excited but the risk to the mother is grave enough to warrant this

possibility ; and once the diagnosis has been made, immediate termination

of pregnancy is the only safe course. The gentlest manipulation should be

carried out on account of the ease with which the cervix and lower uterine

segment are torn. Always endeavor to avoid as far as possible blood loss,

infection, and to minimize trauma. Beyond these basic principles, no sin-

gle method of treatment is applicable to every case, and the procedure to

be adopted must depend upon the period of pregnancy, the degree of

cervical dilatation, the amount of hemorrhage, the type of placenta, and

the condition of mother and child. Two methods of treatment of complete

central placenta praevia must be considered. The conservative and radical.

More recently, the dilating bag is used. It may be gradually distended

against the placenta, compressing it between the bag and the presenting

part; or the bag may be carried through the placenta into the cavity of

the membranes and completely distended, thus compressing the placenta

more efficiently than the first method. Good results, in experienced hands

is obtained for the mother by this method. The child is usually but not

always lost. Success depends a lot upon using the largest sized bag that

can possibly be introduced. Gradually increase the pressure in the bag

by adding sterile solution every half to one hour. Catheterize first and

use light anaesthesia if needed, for insertion of the bag. Keep it in

place by a moderate tampon of ten per cent iodoform gauze, and when
slight hemorrhage occurs, add more solution to the bag. Prepare to deliver

the patient when uterine contractions are well developed for then the bag

has served its purpose. Even if her condition is critical anaesthesia may
be needed to some extent. Ether and oxygen is the one of choice. Hypo-
dermic stimulation will undoubtedly be necessary. Delivery should be as

gradual as possible. With the gloved hand immediately empty the uterus

entirely of its contents, irrigate with hot antiseptic solution and thor-

oughly pack with gauze. Close any cervical lacerations if bleeding is

noted, and insert a firm vaginal packing. A lacerated pelvic floor or per-

ineum can wait until the patient is better. Intravenous transfusion, hypo-

dermic stimulation, heat externally, raising the foot of bed, extreme eleva-

tion of lower limbs, inhalation of oxygen and heart stimulation may all

be necessary. Central placenta is especially dangerous in primipara in

whom the cervix is unusually resisting and dilates with unusual difficulty.

There is undoubtedly a growing tendency of obstetricians to consider a
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central placenta, a valid indication for abdominal cesarean section. The
majority now agree that the primipara at or near term with little soft-

ened and dilated cervix, in whom a central placenta previa is revealed

by a sudden sharp hemorrhage, is a clear indication for abdominal cesar-

ean section. In multipara there is a difference of opinion—some outhors

claim that delivery by bag and version is comparatively safe. The deci-

sion to choose cesarean section is influenced by the presence or absence of

septic infection. This may more often be inferred than demonstrated in

such a case, but experience shows that frequent vaginal examinations in

a case of placenta praevia and the introduction of gauze or other material

for tampon in the vagina, predispose to infection. If cesarean section is

done the development of infection can be hindered and offer prevented

by packing the uterus with ten per cent iodiform gauze, to be withdrawn
through the cervix and vagina later, or, if other indications favor, by the

performance of hysterectomy.

The safest procedure in partial placenta praevia is to rupture the mem-
brances and stimulate the uterus, thus Avedging the presenting part against

the placenta, which checks the hemorrhage greatly. Direct a pair of

dressing forceps through the membranes and tear them as completely and
extensively as possible, then give a tonic dose of strychnine for uterine

stimulation. May use small doses of pituitrin, but remember—the cervix

and lower uterine segment tear very easily. Vaginal delivery can be done

by forceps if necessary after labor has progressed. Some advocate the bag
in partial placenta praevia, but it has no advantage over the above method,

for its insertion is more difficult and more dangerous than the rupture of

the membranes. Where hemorrhage is so slight that the child is in excel-

lent condition, and rupturing of the membrances might cause it pressure

injury, the question arises whether a cesarean section would be better.

This should depend upon the relative proportion of the internal os and
cervix covered by placental tissue, the softened or unsoftened condition

of the cervix and the degree to which the cervix can readily or with

difficulty be dilated. Under favorable conditions, nine-tenths of the moth-
ers and one-third to one-half of the babies may be saved. When these

cases can be brought to the attention of the medical profession and the

laity in such a manner that they are reckoned as dangerous and as

important as other varieties of ectopic pregnancy, a further improvement
in mortality will follow.

12. Post Partuvi Hemorrhage: Strictly speaking, results from atony
of the uterus. The normal physiological processes by which this accident

is prevented, in normal cases, are : uterine contraction and retraction and
the formation of thrombi in the mouths of the vessels. While faulty man-
agement in the third stage is the most common cause

;
prolonged labor

with physical exhaustion or prolonged use of anaesthesia in the second
stage are also contributing factors. It is generally admitted that the weak
blond or red-headed woman who have slow labors tend to lose more blood
than their darker sisters. In addition, over distension of the uterus by
twins or hydramnios, the presence of tumors, disease in the uterine wall,

or the too rapid emptying of the uterus—as in precipitate labor or manual
extraction, have a contributing effect. To manage the third stage of labor

along the physiological lines and not interfere with them will do much
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to lessen blood loss. Don't begin anaesthesia too early in the second stage

for cumulative effect on the uterine muscle might contribute to atony.

Prolonged labor without rest and tumor masses in the uterine wall like-

wise predispose to atony. The smallest blood loss will result if the cord

is clamped close to the vulva, and no uterine manipulation employed
whatsoever to empty the uterus, until the signs of placental separation

occur: as; descent of the cord and vaginal bleeding and rise of the fundus

with change in the uterine body will indicate. Coincident with the expres-

sion of the placenta, give an ampoule of pituitrin. Remember that the

larger the amount of blood loss, greater is the tendency toward subsequent

atony—and that a slow but long continued bleeding is more often fatal

than a sudden loss checked and shock combated; therefore check post

partum bleeding however slight. Immediately upon the appearance of

hemorrhage after the placenta has been delivered, give an ampoule of

pituitrin, and supplement this with ergot or ergotol by mouth or hypo and

raise the uterus out of the pelvis by spanning the lower segment with the

thumb and fore finger and forcibly compress it against the aorta at the sa-

cral promontory, then with the other hand rub the fundus into contraction.

Absolute control may be had by this manipulation if carried on long

enough ; say one or two minutes by the clock, for the uterus will contract,

clotting occur and the bleeding cease. Crowding the uterus down into

the pelvis and constantly expressing clots, always increases the amount
of blood loss. It is far better should stimulation fail to cause contraction,

to place the gloved hand in the uterus and leave it there until contraction

does occur. Spirits turpentine in teaspoonful dose by mouth is said to

be of great value and to act more quickly than ergot. Personally, I have

not used it. If other measures fail, pack firmly with sterile gauze, the

uterus, cervix and vagina, which procedure will be successful, unless the

blood loss is so great that contraction and retraction cannot occur. When
contraction and retraction have occurred, the pack should gradually be

withdrawn to allow the uterus to clamp down upon the packing and com-

press the sinuses, for if not, the uterus will tire and good retraction will

not be obtained. I have always advocated elevating the patient's hips and

lower extremities by elevating the foot of the bed or delivery table seems

to me to be the right principle. It puts the arterial bleeding against grav-

ity, the veinous return flow is decidedly favored, anemia of the brain

overcome, the heart's action is supported, your patient is not so apt to go

into a faint and collapse. Remembering to put your patient in this pos-

ture often acts like a "pinch hit" at a crucial moment in the game.

Post partum hemorrhage sometimes is unavoidable. The cause may be

due either to trauma or from the placental site. Injury should be

sutured. Bleeding predisposes to more bleeding. One point to remember is

"that a firm blood fihn icill sometivies form at the placental site and the

uterus Tvill not contract until this obstruction is removed by manual
manipulation."

In closing I must say that our vital statistics show that our maternal

as well as infant mortality in obstetrics is much too high, especially those

due to accident and hemorrhage. It is a question of much concern to our

State Boards of Health. We should make a united effort to see if our

management of maternity cases, both prenatal and at delivery cannot be
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improved. I feel justified in saying that we have neglected our blood

chemistry in these cases. I see no reason why an obstetrical patient

should not have the same check on the conditions of their blood as to pres-

sure, quality and coagulating time as we would a patient for major
surgery for any other cause. In fact, an obstetrical delivery should be

considered as a major operation.

DISCUSSION

Dr. R. a. Allgood, Fayetteville: I just looked over Dr. Highsmith's

paper, Mr. Chairman, this morning for a few minutes. I just came in, so

I didn't get to hear his paper. I told Dr. Highsmith that I thought he had
covered the field of hemorrhage. There are a few little points that I just

thought I might stress along the lines of his paper, with just a few cases

that I have had in my own work.

A case proving that it doesn't necessarily have to have trauma to

cause a premature separation of the placenta. A patient about thirty-eight

years old, the tenth pregnancy, had been out in the yard picking some
beans, in the act of stooping, bending over, picking these beans. On the

way back to the house she had a severe pain in the abdomen. Her attend-

ing doctor was called. She was suffering quite a lot of pain and was very
restless. I saw her with him in consultation. She was suffering air hunger.
The characteristic thing about the uterus was that it was as hard as

marble, absolutely no foetal parts could be felt, no foetal heart sounds and
no intermittent contractions of the uterus. All told, the woman was suffer-

ing severe pain. We gave her opiates. There was no flow from the vagina,

no dilatation of the cervix. The next day, she began to have intermittent

contractions and was delivered of practically a full term bady dead from
the asphyxiation from the loss of blood. Following the baby was a quan-
tity of black congealed blood, showing that she had a concealed hemor-
rhage.

The other case, I was called into the country to see a colored woman
who had a history that she had taken a long ride on a truck. The history

was she was only two months pregnant, but by the examination I insisted

that she was five months pregnant, although the uterus was very hard
when I first examined her. In a few minutes, she began to have air hun-
ger. We gave her opiates and stimulants. There was no hemorrhage. In
a few minutes, the uterus was that of a seven months' pregnancy, and in

a few minutes she died. She died from a concealed hemorrhage within the

uterus without any flow on the outside, showing that you can have those
hemorrhages concealed, fatal hemorrhages, with no flow on the outside.

Naturally, we all know hemorrhage, as Dr. Highsmith has stated, is

one of the most serious complications of pregnancy. One of the things

that I think certainly aids the recovery following hemorrhage is a blood
transfusion. I would just like to say to those who haven't been accus-

tomed to blood transfusion, which has been done more in the last few
years, that blood transfusion within itself is not the serious part of it.

I feel that there is very little danger to a blood transfusion if carried out

with a reasonable technic, if your typing is correct. I don't think anyone
is justified in doing a blood transfusion without both grouping the donor
and cross-matching with the recipient.
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I think Dr. Highsmith has covered all of the points in his paper,

except I just thought I would like to bring out those cases that I had had
personally and had seen of concealed hemorrhage due to a premature
separation of the placenta, one with a fatal result to the mother, and the

other with a fatal result to the baby—the patient getting quiet later and
delivering a dead baby with the clotted congealed blood, black blood,

showing it had been there for some time, following after the baby.

HOW THE GENERAL PRACTITIONER CAN DO BETTER
OBSTETRICS

Paul Crumpler, M.D., Clinton, N. C.

In the beginning, I wish to say that I owe an apology for the title of

this paper. I do not presume to have any more knowledge about obstetrics

than the average general practitioner. I bring you nothing new in method
or discovery. In fact, the average general practitioner already knows
how to do good obstetrics. He is well trained, and, if he has practiced

long, he has had a vast experience, and has encountered almost every

obstetric emergency; therefore, whatever faults have been justly or un-

justly laid at his door do not arise from lack of knowledge, but from lack

of proper application of the knowledge which he already has. The pur-

pose of this paper is to emphasize some of the means by which this knowl-

edge can be put into practice, and raise the standard of obstetrics to a

higher plane.

More than two-thirds of the obstetric practice in North Carolina is

being done by the general practitioner. Therefore, whatever improvement

is made in method or technique must come through the general practi-

tioner.

A glance at our maternal statistics will show that improvement is

needed. In North Carolina in 1926, 718 women died in the puerperal

state, a death ratio of 8.7 per 1,000 live births. This is an increase of

nearly one per 1,000 in the last four years. Fully half of these deaths

should have been prevented. This is a grave charge to be made against the

medical profession of North Carolina, but the facts will substantiate it.

Not included in these figures is an immense amount of invalidism result-

ing from poor obstetrics. Our hospitals are filled today with these women,
and our surgeons are kept busy repairing the havoc produced at child

birth. The injuries thus sustained are frequent and far reaching, and who
can measure the suffering and deaths which are thereby produced.^

Now let us examine for a moment the maternal death rate in some
of our sister states. There are thirty-three states in the registration area.

The maternal death rate in this combined area is 6.6 per 1,000 live

births; 2.1 lower than North Carolina alone. Only four states in this

area, Florida, Wyoming, South Carolina and Mississippi, have a higher

death rate than North Carolina. In other words, twenty-eight of these

states have a lower maternal death rate than our own state. Florida had
the highest, 12.1 per 1,000, while Utah, for several years, has enjoyed
the distinction of Jiaving the lowest. New York, with its conglomerate

population of foreigners, and its sections of poverty, filth and squalor.
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has a death rate of 5.9, or about one-third lower than our own. Thus, it

would seem that our parturient women would stand twice as good a

chance of saving her life in Utah, and a third better chance in New York

State.

In 1926, there were 3,698 babies born dead in North Carolina. There

is, of course, no means of tabulating the hundreds of babies who are

crippled each year from intracranial injury at birth. The orthopedic in-

stitutions are filled with them. The institutions for the feeble minded are

overflowing with them, and each locality has its quota. The economic loss

from these unfortunates is tremendous, and the untold unhappiness to the

individual child and its family is unmeasurable.

Now, where is the cause for this obstetric dilemma. It has been the

custom heretofore to virtuously pass the buck to the mid-wife, and close

our eyes to our own faults. This can no longer be done. The mid-wife

is being supervised by our Health Departments, and fortunately, her

breed is decreasing. The mid-wife no longer makes vaginal examinations,

yet, 129 women died in North Carolina last year from septicemia follow-

ing child birth. These deaths cannot be laid at her door. I hold no brief

for the mid-wife. In fact, I claim that every woman, no matter how poor,

is entitled to the services of a doctor during pregnancy and labor. I

claim that she is far safer in the hands of the poorest doctor than in the

hands of the best mid-wife. But if we are to raise obstetrics to a higher

plane, we must face the facts squarely, and place the blame where it is

due. Frankly, I cannot lay any of my own obstetric fatalities or technical

blunders to the mid-wife, nor have I seen many such instances in the

practice of my colleagues.

Let us analyze for a moment the situation and see what are some of

the common causes of obstetric faults. What is the reason for this high

death rate.'' Why so many still births and these other uncounted living

dead who are crippled mentally and physically from birth injuries?

Where lies the reason for this host of half invalids with their aches and

complaints from their displacements, scars and lacerations.^ Why is ob-

stetrics in North Carolina on a low plane?

Being a general practitioner myself, and having had the experience

of the average general practitioner, I believe I know the reasons which,

to a great extent, cause this undesirable condition. Some general practi-

tioners dislike obstetrics, often doing the work merely to hold the family

practice. The sooner the job is done, the sooner a disagreeable task is

over. Such doctors seldom have that comforting feeling which comes from

a task well and faithfully done.

Others of us do not dislike obstetrics, but the stress of work drives

us. The office is overflowing; the pneumonia patient is to be visited; the

sick babies are to be seen; the families are expecting us and then the

obstetric call comes in. And right here, gentlemen, is where fully fifty

per cent of our obstetric faults originate. Under these circumstances, it

takes a man of patience and courage not to succumb to the urge of haste,

and hurried obstetrics is almost sure to be poor obstetrics. Haste is the

greatest single reason for that endless stream of surgical patients. It is a

factor in that large number of still births each year, and those uncounted

infant derelicts who are made so by birth injury.
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Hurried obstetrics is frequently deplored and often condemned, but

a great many of us are sometimes guilty of practicing it. In our haste we
are not apt to be very aseptic, neither are we apt to be accurate in our

diagnosis and technique. One hundred seven mothers died last year from

the accidents of labor. Included in this is rupture of the uterus. I have

seen a ruptured uterus follow the administration of four minims of pitu-

itrin. Pituitrin is one of the handiest accessories of haste. It is a most

dangerous drug, and we frequently caution each other about its use, yet

most of us use it. I have often wondered if our death rate would have been

higher if pituitrin had never been discovered. I have also often wondered

whether it is administered more frequently for the benefit of the patient

or for the benefit of the doctor. It is sometimes given when forceps should

be used. It is often given when nothing should be used. Its convenience

and ease of administration, and its rapid action makes of it a dangerous

accessory of hurried obstetrics.

It is a regretable fact, but nevertheless true, that there are doctors

among us who make it almost a routine to do manual dilatation of the

cervix in order to shorten the time of labor. Such doctors almost invari-

ably use the ungloved hand. Their patients in a few years find their way
to the gynecologist and the surgeon, or perhaps neglected, their infected,

torn and mangled cervix makes fallow ground for cancer.

Then, how are we to remedy our obstetric faults ? How are we to do

better obstetrics? Since the general practitioner does the vast majority

of obstetrics, the remedy must obviously come through him. We must first

cultivate an obstetric conscience, and get acquainted with the golden rule.

Obstetrics is a most arduous practice and is frequently poorly com-

pensated, but, when we accept an obstetric case, we obligate ourselves

morally and professionally to give freely of our time, patience and skill,

and render the best service of which we are capable. The doctor who does

not have the time or inclination for this would render a far greater service

by refusing all his obstetric calls. The parturient woman, be she rich or

poor, is entitled to the best medical supervision. She is the mother of the

race, and her condition, although ages old, is always new and should re-

ceive our most careful, painstaking, and patient effort, both for herself

and her expected offspring who is to be our potential citizen of the future.

We will have no better obstetricians and no lowering of the mortality

rate until the general practitioner realizes that it is a major surgical

condition requiring more prolonged preparation for the ordeal, an equal

aseptic technique and frequently as much operative skill.

The three things most essential to better obstetrics are prenataj

care, better technique, and better equipment.

PRENATAL CARE

If we are to lower our maternal death rate, we must have better pre-

natal care. In 1926, 311 women died in North Carolina from toxemia of

pregnancy, and convulsions—almost half of our total number of maternal

deaths. Nearly all of these deaths could have been prevented with proper

prenatal care.

The better class of people are waking up to the importance of this,

and the doctor who is lax in this, and who does not insist upon B.P.
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reading and frequent urinalysis will, in the near future, find himself with-

out the better class of obstetric patients. Every one of these 311 women
who died with eclampsia gave ample warning, either through the kidneys

or B.P. or both.

Every patient should be seen as early as possible in pregnancy, and
a thorough examination made. She should be informed that a frequent

urinalysis and a frequent B.P. reading is a strict duty between herself

and her doctor, and that the safety of herself as well as the future well

being of her expected offspring may depend upon this. She should be

advised that this is essential to the proper conduct of her case, and gives

us information through which we are often able to forestall serious

trouble and perhaps even death.

The written word is often more effective than the spoken word, and
every doctor who does obstetrics should have some small pamphlets
printed giving all the instructions which he wishes his patient to have.

Printed matter of this nature can be had from the various Health Depart-
ments free of charge, but are more effective when composed originally of

the personal instructions you deem best for your patients to have. Give
some thought to its preparation and put in it, in condensed form, the

more important things the prospective mother should know. Have your
name printed on them. It will create a closer relation between you and
your patient, and you will be many times repaid for your trouble

by the better cooperation of your patient, and better preparation

at time of delivery. Your patient will read and re-read your instructions

and frequently pass them along to her neighbors. I have seen my own
little booklets, soiled and dog-eared from use, in the homes of strangers

to me many miles from where they were presented.

The poorer and more illiterate class are the greatest problem in pre-
natal care, and much of our death rate comes from this class. This can
best be reached by the Health Department and the county nurse. I see a

great improvement in my own county in maternal and infant welfare
since the establishment of this work. There is a great improvement in the
quality of mid-wives, and there are fewer of them. Consequently, more
women are having the services of a doctor.

When the mid-wife is engaged in a case she reports this to the Health
Department. She is taught to have a urinalysis for her patient every two
weeks, either by a doctor, or, if the patient is indigent, by the County
Health Department. She is taught how to recognize the more obvious
threatened morbid conditions, and to call a physician at once when such
conditions arise. It seems to me that this is the only way to handle the
mid-wife situation, and furthermore, it extends a rudimentary prenatal
care to a class of patients which it is hard for the general practitioner to
reach.

The diet in pregnancy has long been a mooted question. Personally,
I think the normal healthy pregnant woman needs a full, well balanced
diet, consisting of fruits, milk, and vegetables. However, in all threatened
morbid conditions important modification of diet is, of course, imperative.

A blood pressure above 150, or even a trace of albumin, means tox-
emia. When this occurs the diet should be properly restricted and for
elimination I have never found anything to surpass the old, but valuable
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remedies—salts and cream of tartar. If the condition does not clear up

immediately the patient should be put to bed until it does. Ordinarily I

have found that there are few diseases which respond to treatment quite

to readily as these toxemias of pregnancy.

When labor begins it is a most comforting feeling to know that your

patient is albumin free, that her B.P. is within normal limits and that

she is non toxic. The consumation to be devoutly wished for is that all

women in the puerperal state may have this prenatal care, and then our

death rate will be reduced fully 50 per cent.

TECHNIQUE

There are few doctors who, with a little study and careful intro-

spection, cannot improve their obstetric technique. As was said at the out-

set, I believe that the general practitioner knows how to do good obstetrics,

but the stress of work, the hurry and impatience of the times and some-

times inertia and indifference makes of him careless of asepsis and in-

different to diagnosis. A technique cannot be good unless ample provision

is made for asepsis. Regardless of how unsanitary the patient or the

surroundings, no deviation should be made in the role of asepsis.

The practice of obstetrics frequently calls for the exercise of judg-

ment as well as skill, and if our judgment is not to be erroneous, we must

have a correct diagnosis of the conditions present. A mal-presentation, to

be properly corrected, must be thoroughly understood. Also if we are to

know when to intervene and supercede nature by the application of for-

ceps or other method of delivery, we must have a thorough understanding

of all the conditions involved, both for the benefit of the mother as well

as the child. Pelvic measurement is a most valuable adjunct to obstetric

technique, but it is infrequently used by the general practitioner.

No obstetric technique is complete without much attention to anal-

gesia. The woman in labor is entitled to have her pains alleviated as far

as safet}^ will permit. It diminishes shock and exhaustion, and robs

motherhood of its terrors. The kind of anaesthetic to use should depend

upon the patient, the condition present and the probable length of labor.

The most satisfactory method in my hands, especially with primipara,

and where time is to be a factor, is the Gwathmy method of rectal instil-

lation. It is simple, safe and effective, and lasts for three or four hours.

Good technique means asepsis, diagnosis, good judgment and anal-

gesia.

EQUIPMENT

The doctor's equipment is a pretty good criterion of the kind of

obstetrician he is. It is sometimes a good policy to throw away the old

dilapidated, unsanitary obstetric bag and buy a new one. If the instru-

ments are rusty have them plated or buy new ones. If we expect, ourf

patients' cooperation, we must ourselves be amply prepared, and show

our own belief in the germ theory.

For the physician's personal use, a gown and rubber gloves must be

carried, and for his toilet soap and a good scrub brush. Ample provision

must be made in the hypodermic supplies to combat possible shock and

hemorrhage. Every physician carries forceps and pituitrin, and with
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these should be included sterile obstetric sutures and a plentiful supply

of sterile gauze. In addition to whatever kind of anaesthesia he prefers,

a can of ether and inhaler mask should always be included. The well-

filled obstetric bag lends confidence to the doctor^ and in emergency, may
mean the saving of life.

In the field of obstetrics, the general practitioner can and should be a

specialist. The first requisite for this is to give to this branch of practice

the time and effort which its importance demands.

We must be persistent and thorough in prenatal care and cultivate a

technique which will include asepsis, diagnosis and good judgment,
thereby reducing trauma to a minimum and preventing infection. We owe
to our obstetric patients that they not only come through the ordeal with

their lives, but that they also retain their health and that their offspring

may come into the world without injury to mind or body.

DISCUSSION

Dr. J. F. HiGHSMiTH^ Fayetteville : Mr. President, Ladies and Gentle-

men: Dr. Grumpier came to me and said something about discussing this

paper. I was busy and I told him I would say a few words relative to the

conditions as the surgeon meets with them.

From the viewpoint of a surgeon and his relation to gynecology and
what comes to him, in the later years it has been my experience that we
have not seen so much gynecology following bad obstetrics as we did in

former years. Very few cases I see in the present day that come in with

a complete laceration. They usually have been repaired, but we do notice

many bad conditions of the cervix, lacerated cervices, and we do notice

a good many malpositions of the uterus, but these are conditions that the

patient ordinarily has not recognized.

When we think of the old-time procidentia and complete laceration

of the perineal body, it has been my experience that I have not seen so

much of that in the last ten or fifteen years as I did formerly.

I must congratulate Dr. Grumpier on this paper. It was very timely.

It showed great thought and it was rather shocking to see that in North
Garolina last year we lost 718 women, 8.1 per cent per thousand. I for

many years did general practice and I know what it means to be called

up in the early morning at three o'clock to go out and see a patient who
has puerperal eclampsia, down beside a swamp, and you go out and get

a little skillet and heat some water, come in and do the best you can and
deliver that patient and trust to th*" Lord to help you out.

I think this tremendous death rate is due in a sense to the times. The
doctor is busy. He doesn't get hold of himself as he did when he drove the

old horse. He is in that automobile burning gasoline on a hard road, and
he thinks he must get there in a hurry and get away in a hurry. Then
pituitrin comes in and that will help him to get by with it in a hurry.

There is the trouble. I believe that the tendency is to digress too far from
nature.

I remember when I was on the Board of Medical Examiners, the first

year they gave me the subject of obstetrics. I didn't know any obstetrics

except to trust to nature, but I got to studying my books the best I could
and decided that if the measurements were correct and if the presentation
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was correct, and that if you had a patient who had the prenatal attention,

with not a high blood pressure, good kidneys and a good subject, the

least that was done giving them plenty of time was best.

I had a great lesson taught me along that line when I was much
younger that I am now, with a patient who was a dwarf. She was

deformed. We didn't have the X-ray then and couldn't tell all about the

pelvic bones and didn't have the pelvimeter, etc. I was called to her home
in the country. There were about a half dozen old colored women around

the patient. It was on Sunday afternoon. All of them were offering their

suggestions. So I decide^! that the best thing to do was to apply forceps.

I attempted it, placed my forceps and I couldn't tell whether it was

an occipitoposterior, anterior or what, but I know the forceps kept slip

ping off and I couldn't get anywhere. I decided I had better cry for help.

I didn't send somebody for the doctor ; I went myself. I was afraid they

couldn't find him. I found him and took him out with me. He was a strong

man and weighed about 220 pounds, the late Dr. John H. Marsh. He and

I were practicing medicine together.

I knew he had the power to do anything he wanted to physically. I

told him I had tried the forceps but couldn't get by with it and couldn't

deliver here. I said, "I will give the anaesthetic, and keep her here. You
apply the forceps and do the rest." So we started. He placing the forceps

on and I giving the anaesthetic. He pulled and I pulled and we worked

as best we could and he couldn't get anywhere at all. I had a great time

keeping up with him. He had the patient going all around every which

way. After a while he gave up and decided nothing could be done. So

then we commenced to talk about a Cesarean section. I got one old col-

ored woman in the chimney corner and talked to her about it. He talked

to another one about it and they decided that they would wait a while.

So there wasn't anything else for us to do but to agree with them. We
wanted to do a Cesarean section. That word "Cesarean" you know was

the stuff.

We went back home that Sunday afternoon, without delivering the

patient. Monday we didn't hear a word. Tuesday we didn't hear a word.

Wednesday morning we were riding up the street and met a colored fel-

low from that neighborhood that I knew. He was in a buggy going along

the streets of Fayetteville. I said to Marsh, "I am going to stop that

fellow and find out what became of the Smith woman."

"Oh," he said, "she is dead."

Marsh stopped his horse and I got out of the buggy and called Connie

to one side and said, "How about that woman .^"

Connie said, "She is all right. She got along fine. She was delivered

the next morning about sunrise."

That woman had a deformed pelvis. Nature went ahead and molded

the child. This is an extreme case I am telling you about; it was extreme

from my viewpoint.

While I haven't done very much obstetrics since the days of pituitrin

and so forth, I do believe the obstetrician when he goes to see his case,

provided he has studied out that case and he knows the blood pressure and

he knows the condition of the kidneys and he knows his patient and has

taken the measurements and so forth, must not interfere until nature has
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had a trial. I believe when that is done, we will get this tremendous death

rate cut down from where it is. The remedy has been brought to lacera-

tions, but we have remedied one condition and lost out on the other.

I believe in the future, especially with this class of cases that are not

able to pay for attention of an obstetrician and which have run up the

mortality rate, time is not very far distant when hospitals will take over

all such cases, and be in a position to say to the general practitioners,

"We have equipment, we have nursing and we have obstetrical rooms and

all the paraphernalia necessary, come with your patient and look after

them and the hospital will render the very best service to help you out."

I mean this will be the rule of hospitals at large. The poor woman
with six or eight children who has not the time to take care of herself,

has had to be up that morning to cook the meal and get the husband off

to work and milk the cow and attend the garden and so forth, has not had

time to think about her condition and many times she goes into labor

without having had an obstetrician examine her. She might have placenta

praevia, a blood pressure of 240, an interstitial nephritis, there are lots

of things she might have. She goes into the possibilities of death and the

poor, busy doctor, worked down as he is, is absolutely up against it.

I would like to congratulate Dr. Grumpier on his paper, and I think

we all can learn a lot from it. If we practice it, humanity will certainly

be blessed. (Applause).

Chairman Brewer: Dr. Crumpler's paper is now open for general

discussion. We would be glad to hear from you, gentlemen.

Dr. a. B. Holmes, Fairmont: The timely paper by Dr. Grumpier

I have very much enjoyed. He covered, and certainly covered well, the

most popular as well as one of the most important subjects before our

profession today. I have nothing I can add to this paper, but there are a

few little points I would like to emphasize.

Obtaining better obstetrics in general practice is demanded not alone

by the medical profession, but the laity is awakening to the alarming

death rate we have been getting and is demanding better work. Frankly,

we must admit the personal equation of the physician plays quite an im-

portant role in the proper management of pregnant women. I have always

felt that winning the complete confidence, thereby securing the coopera-

tion of the patient, is half the battle. You then explain to her in a few

simple words something of the mechanism of labor, giving her a correct

idea as to what she may expect and assure her that each step will be prop-

erly taken care of. Let's get away from a lot of this mysticism in labor.

The prenatal care is so much the most important part of the case

that it cannot be too strongly emphasized. Let's make our examinations

and make them complete, examining every part and every organ in the

body. You will often find slight abnormalities, easily corrected, which

mean so much to the comfort and safety of your patient. Be sure and
know the size of the door through which you must bring this baby. H you
are not satisfied from your measurements, examine inside of the pelvis,

using an anaesthetic if necessary. If you are still unsatisfied, use your

X-ray machine. These three examinations will tell you all the necessary

facts. Don't forget a Wassermann. I promise you, you will be surprised at
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the number of positive tests that you will get. Make your blood pressure

and other examinations not once a month, but every two weeks. Keep out

of trouble, rather than get out.

Recently I have been having a non-protein nitrogen test made on all

borderline or suspicious cases. I find this a wonderful aid in determining

which cases of pregnancy must be terminated. If a case gives a positive

Wassermann and any slight kidney irregularity, be on the watch for

eclampsia. I recently had six cases of eclampsia. Each patient gave a four

plus Wassermann and evidence of a previous nephritis ; in spite of the

most urgent luetic and anti-eclamptic treatment, these women went into

convulsions. If eclampsia develops, I beg of you to give your patient the

best chance, use patience and conservative treatment and do not do a

Cesarean for no other reason than eclampsia. Do not try to hasten deliv-

ery of a baby through an undilated and unparalyzed cervix. If force must

be used, be sure the cervix is dilated and the head below it. Trying to

force a baby through an undilated cervix does more harm to the mother

and kills more babies than any complication of labor.

I hope we have gotten away from the habit of inducing labor in rela-

tively contracted pelves. Give these patients a test of labor and you

will be surprised at the number who will deliver themselves. If after the

test of labor, the head isn't engaged, do a low Cesarean.

The great bugaboo of obstetrics is sepsis. I think the greatest advance

in obstetrics in the last ten years, has been the teaching to keep the hand
out of the vagina. I don't think five per cent of my patients are examined
vaginally. If I cannot obtain through the abdominal wall the necessary

information, I examine through the rectum. Somebody criticized rectal

examination, saying it puts the posterior vaginal wall in contact with the

cervix. Doesn't it come in contact anyway as the head descends and
dilates the cervix.^ If there is infection in the posterior vagina, it natu-

rally comes in contact with the cervix. (Applause).

Chairman Brewer: Does anyone else wish to discuss Dr. Crumpler's

paper ?

Dr. W. p. McKnight, Greensboro: Mr. Chairman, I would just like

to ask a few questions about this proposition. I would like to ask Dr.

Highsmith if he can give us any statistics on the comparison of lacerated

cervices before and since the use of pituitrin. He tells us he has less

perineal lacerations to repair, possibly because the modern physician is

doing that repairing himself, but that most of his work now in gynecology

is along the line of repairing the lacerated cervix. I would like to ask

another question. Has the obstetrician anything to do with the malposition

of the uterus after labor? What can the obstetrician do to prevent pro-

lapses or retroversion or any other malposition of the uterus? I can't see

that he can do anything.

Then I want to say in behalf of pituitrin, while it is a dangerous drug

used indiscriminately, I believe pituitrin is really a boon to a great many
women in labor. I use pituitrin quite frequently, I confess. I try to be

conservative ; I don't use it in the early stages of labor, but when you

have a patient who is having slow, tedious, wearing-out pains, with the

cervix practically completely dilated, very soft, flexible, what harm can

there be in using a little pituitrin and giving her some real pains and get-
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ting through with the proposition? I don't believe there is any. I believe

there is more harm to the woman by letting her go on and worry with the

thing four or five hours when she could be through in twenty or thirty

minutes, by giving one-half c.c. of pituitrin.

Another thing I wish to ask is this : In all this examination of the

patient beforehand, if you find an occipitoposterior, if you could diagnose

a case of that kind before labor sets in, which you can not do, for there

is no such position, until the head rotates in process of labor? If you find

a breech-presentation before labor sets in, what can you do to correct

these? What can we do in any of these malpositions? I don't believe that

it is worth while doing all this examining and manipulating and worrying
the woman half to death before labor sets in, because you can't do any-

thing. You have got to wait until labor. You are not going to do a

Cesarean section before term. After you have manipulated and examined
and gone on until you find the baby can't be born, it is dangerous to do a

Cesarean at that time, because you are going to have a septicemia and
a dead woman.

Another thing in regard to pituitrin. I believe there are a great many
cases where pituitrin will save the use of forceps, in cases similar to what
I have just mentioned. I believe it is of less danger to the woman than
to use forceps, both from the standpoint of lacerations, and from sepsis.

I think we have got to use judgment in these cases and use the thing tha^,

seems best in a given case.

Dr. Geo. Johnson: I want to congratulate Dr. Crumpler on his

paper. It is one of the best I ever heard. I do not agree with him that a

poor obstetrician is better than a good midwife, because a good midwife
has the patience to watch and a good midwife knows when to call a good
doctor. I would like to add to his bag a 20-c.c. ampule of ten per cent

magnesium solution and a 20-c.c syringe and needle and use it

for eclamptic or pre-eclamptic patients. Magnesium sulphate intraven-

ously in eclampsia will control convulsions and it is a big help in

eclampsia.

Dr. Paul Crumpler^ Clinton: Mr. Chairman, I wish to thank the

gentlemen for their timely remarks. In reply to Dr. Knight, I wish to

also add that it is absolutely essential to have a correct diagnosis of the

condition if we are to do any better than the midwife, because if we are
to know which is the proper procedure, we must know the conditions

present. I sometimes use pituitrin myself, but I do not make it a routine.

PRELIMINARY REPORT OF PUERPERAL SEPTICEMIA
ANTITOXIN

Dr. George Johnson, Wilmington, N. C.

In presenting this paper, I realize that it is very difficult to properly
appraise the action of serum in these cases, and that the small number I

have had do not warrant any definite conclusions.

The antitoxin was supplied from the experimental laboratory of

Parke Davis & Company and there was no charge. They only demanded
a report of each case in which it was used. I understand that during the

past month it has been released for sale. The information I have about
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this antitoxin is rather meager, and so far as I know the results of others

have not as yet been published. I wrote the manufacturers hoping to get

other case reports, but they replied that they did not have any additional

information available. Through our chairman, Dr. Brewer, I find that I

am the only physician in this state using it.

The relationship of streptococcus to puerperal septicemia has long

been recognized. Pasteur (1), as early as 1876 isolated streptococci from

cases of puerperal infection, subsequently streptococci of the hemolitic

type have repeatedly been obtained from fatal puerperal infection. Lash
and Kaplan (2), in 1925 reported that filtrates of culture of streptococci

hemolyticus isolated from the blood of patients with puerperal fever

contained a toxic substance which injected intradermally produced in-

flammatory reactions. Heating destroyed this toxin hence the reactions

were specific and not due to the protein present.

It is claimed by Parke Davis & Company that when this toxin is

mixed with serum immunized with puerperal septicemia toxin that it is

neutralized, but that when the toxin is mixed with the serum of other

streptococci or normal horse serum, it is not neutralized, thus indicating

the apparent specific action.

The antitoxin is prepared similar to others. The puerperal septicemia

streptococci are cultured, and the toxin and live cultures injected into

horses, thus the serum contains both anti-bacterial and anti-toxic prop-

erties.

I have used it on five cases that I considered possible puerperal septi-

cemia. In all these cases it was used as a threapeutic and not as a prophy-

lactic measure.

Cas-e No. 1. Mrs. McM., referred by Dr. C. White, age 31, para v. admitted

to James Walker Hospital February 15, 1927. Eight days before, she had a manual

rotation and forceps delivery at home, on account of a persistent occipitopos';erior.

4 days after delivery she developed a liigh fever, no chill, but complained of

being sore all through the abdomen.

On admission to the hospital her temperature was 104 2/5, pulse 128, respira-

tion 28. Physical examination was essentially negative except for tenderness in

lower part of abdomen. The uterus was larger than it should be at this stage of

a puerperium, and more tender than, usual, but not acutely so. There were no

masses found on this or on any subsequent vaginal examination. The laboratory

report showed WBC 20,000, RBC 4,500,000. 65% haemoglobin, 90% polynuclears

and 10% lymphocytes. No malaria parisite found, urine negative except for faint

trace of albumin. Blood culture negative.

On the day of admission 20 CC of 1% mercurochrome solution was given in-

travenous. The patien.t was placed in Fowler's position with ice bags to the ab-

domen and supportive treatment. On February 18, 50 CC of anti-streptoccic

serum was given intravenously. The temperature subsided after this, and her

conditions improved. But she continued having evening temperature. On February

24 we gave 50 CC more anti-streptoccic serum and 50 more the following day

with little, if any imijrovement. The laboratory picture continued about the

same except the haemoglobin dropped to 50% on February 28. It was at this

time that we decided to give her 500 CC blood. This and the subsequent trans-
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fusions were given, by the Unger method. The haemoglobin was raised to 78%.

After the transfusion she continued having high fever a '.d chills. The fever on

March 7 going to 106 2/5. It was after this that we got our first positive blood

culture, although we had made blood cultures 3 times before. On March 8 we
gave magnesium-sulphate intravenouslj', giving 3 doses 10 CC each of the 10%
solution daily without any apparent benefit.

On March 11, the haemoglobin had dropped to 56%, so \^e gave her 500 CC
more blood. There had been a gradual decrease in the white blood count, and

at this time it was around 12,000. From March 11 to April 3 we simply kept

her on supportive treatment, trying to build up her resistence. During this

time we gave 2 transfusions of 500 CC each, when her haemoglobin dropped to

50%. On April 3, we began wiih puerperal septicemia antitoxin, giving her

10 CC in muscle on the 3rd, 6th, 10th, 15th ar.d 28th. Also with this we gave

steptococcus immunigen combined with 3 mimims twice daily graduily increasing

the dose. A transfusion was given April 13 and May 6. The transfusion on

May 6 caused a violent reaction. The night following she had a hard chill, tHe

j'.jext day she was jaundiced and had haemoglobin uria. For the next ten days

she had a rather stormy time and her condition was worse than the temperature

chart shows. After she cleared up from Ihis she steadi'y improved and on

June 6 was discarged. 4 months after she was discharged she developed a

necrosis of the third lumbar vertibrae! She was kejit in bed with the head of the

bed elevated and countertension on her head by weights and pulleys. After staying

in bed for 6 weeks she was allowed to sit up and was fitted with a long support-

ing corset. Her condition since then has been very satisfactory and she was

developed no other comi^lications.

Case No. 2. Mrs. E. Z., white, age 17, para 2, admitted to James Walker Hos-

pital on charity service June 28, 1927, complaining of pains in lower part of

abdomen. On, June 23 she was delivered spontaneously at home by a mid-wife.

Four days later she had a chill, severe headache, nauseau and vomited. Next

day she was brought to the hospital.

On admission her temperature was 103 4/5, pulse 120, respiration 28. Physical

examination was negative except tenderness in the lower part of the abdomen.

The laboratory report showed urine negative, WBC 16,000, 88% polynuclears,

12% small lymphocytes. Blood culture showed a growth of baci'lus coli,

probably contamination,. She was put in Fowler's position, ice bags to the ab-

domen. Ergotole drams one 3 times a day, tincture of digitalis mimmims ten 3

times a day, and hot saline douches. She made no apparent improvement under

this treatment. On March 30 she was given 10 CC of a 1% mercurochrome solu-

tion in.travenously. She did not get any reaction from this nor any apparent

benefit. On the evening of July 1st we gave her 10 CC puerperal septicemia anti-

toxin in muscle. The second day afterwards her temperature dropped to normal,

and did not go up any more. Two months after discharge she was in good

condition..

Case No. 3. J. H., seen in consultation with Dr. P. para 2, admitted to Com-

munity Hospital July 18 in labor. First baby delivered by Cesarian Section.

Began labor on the morning of July 16. Membranes ruptured on the evening of

July 16. On the morning of July 18 high forceps attempted in home by colored

physician under very unsatisfactory surroundings. He was unable to deliver her.

Brought to the hospilal that afternoon, condition poor. Cesarian Section was
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selected as oflPering best chance, although the foetel heart could not be heard.

The uterus was adherent to rectus muscle In the entire ler.gth of incision. This

was not separated. A packing was left in the uterus and the cervix, which was

removed the next day.

The patient was placed in Fowler's position wi'.h ice bags to the abdomen

and given supportive treatment. On the morning of July 20 she had a chill and

that evening she was given 10 CC puerperal septicemia anti'.oxin in the muscle.

Her condition gradually kept getting worse and on July 23 she died.

Case No. 4. Mrs. E. R., referred by Dr. W., white, age 27, para 2, admitted

to the James Walker Hospital September 12, 1927 complaining of high tempera-

ture and profuse vaginal discharge. On September 6, was delivered spontaneously

at home. Three days after delivery she began to have fever and a prlofuse

vaginal discharge. The discharge having a very foul odor. On admission to the

hospital she had temperature , of 103 3/5, pulse 124, respiration 24. Physical ex-

amination negative except for dental caries tenderness in lower part of abdomen

and profuse vaginal discharge. Laboratory, urine trace of albumin, WBC 14,000,

80% polynucleus, 20% lymphochytes, b'ood culture produced no growth. She

was placed in Fowler's position ice bags to the abdomen. Ergotole drams orie

3 times a day and 1 to 5000 potassium permanganate vaginal douches 3 times

a day. On September 16, as her condition seemed to be getting worse, she was

given 10 CC puerperal septecemia an.titoxin in muscle. Streptococcus immunigen

1/4 CC twice daily was given until discharged. On February 4 she reported that

she was in good condition and had no bad after effects.

Case No. 5. Mrs. McK., seen in consultation with Dr. G., white, age 31, para

1, delivered at the James Walker Hospital spontaneously on March 1st. Had

no troub'e during pregnancy except three days before delivery had slight

breeding from vagina cause unknown. Two days after delivery had a chill and

temperature up to 104, pulse 110, respiration 30. Complained of pain in back and

the lower right quadrant. Laboratory report, urinalysis negative. WBC 21,600,

93% polynuclears, 2% large lymphocytes, 5% small lymphocytes. Blood showed

a growth of bacillus coli, probably contamination.

The patient was placed in Fowler's position, ice bags to abdomen and

given supportive treatment. On. March 6 she was apparently no better. On
this date 10 CC puerperal septicemia antitoxin was given in the gluteal muscle.

The patient was very weak, nervous and having involuntarly stools. The pain

in her right side continued to be severe. On March 8 and 11 she received 10 CC
more antitoxin, in the muscle. During this time she was given hot saline douches,

and the vagina painted with 10% mercurochrome. On March 10 the laboratory

report showed a one plus pus cells in a catherized specimen of urine for the

first time. This continued to be present for the next two weeks. She was dis-

charged March 28 greatly improved. One week after leaving the hospital her

temperature flared up for two days, but since then she has had no further

trouble.

In two cases an urticaria developed about a week after administering

the antitoxin. In one case the patient was slightly nauseated the next day.

In all cases there was some soreness at the place of injection, such as you

would get from any antitoxin or serum. Other than this there were no

ill effects.
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Some of these cases may not have been puerperal septicemia, but you
cannot afford to wait for a positive blood culture to make your diagnosis,

unless other laboratories get better results than ours. I purposely waited a

few days before trying it in the last four cases to see if rest, posture and
ice bags would clear up a condition due to sapremia or pelvic lymphan-
gitis, and was watchful that other complications as malaria, mastitis, and
pyelitis was not the cause.

The antitoxin, if other reports substantiate it, should be used earlier

than I did.

Until further reports are published as to its usefulness, I intend using

it in cases of suspected puerperal septicemia.
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Dr. Ivan Proctor, Raleigh: Mr. President and Gentlemen: I am glad

to be asked to discuss Dr. Johnson's paper, because his subjects are

always interesting. I am also glad that the number of cases of septicemia

is being reduced, with the adoption of rectal examination, lessened

vaginal examination and other forms of prophylaxis and asepsis. They
are certainly being reduced in certain sections, and I believe the section

I come from is one of those. The men, I believe, are adopting more and
more each year what the obstetricians have favored for some time, and I

believe with the adoption of those means of preventing septicemia, we
will have a reduction in the maternal morbidity and mortality.

I have not tried the serum that Dr. Johnson has proposed here. I have

tried the ordinary antistreptococcic serum and with not very good results.

In order for a serum to attack the streptococcus in the blood stream, it is

believed that some substance must dissolve the capsule around the

organism so that the alexins and complements in the blood can attack

the organism and kill it. After this has been done, there is a liberation

of a specific endotoxin which in itself must be destroyed. Myer once

developed a serum which he thought met all the requirements. He did this

by injecting pure streptococci into an animal, taking the serum of this

animal and injecting that with additional streptococci into a second
animal. By this he thought he produced a specific antitoxin. But Aronson
demonstrated that the streptococcus was different from the typhoid ba-
cillus in the blood stream or in the body and it was not dissolved by body
fluids, but they were rendered inocuous by phagocytic and leukocytic

action only.

Accepting this view, we depend for the treatment of septicemia upon
the production of the leukocytosis, the hyperleukocytosis and additional

phagocytic action being produced by the injection of foreign proteins,

such as milk or one of the preparations, such as aolin, or whole blood into

the muscle and in addition to that, other forms of supportive treatment,

good diet, good nursing, sunshine and especially repeated blood trans-

fusions.
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This, I believe, is a conservative treatment today and probably the

best treatment for septicemia. That is pretty much the same technic

that is being used at the Polak clinic in Brooklyn now, and they report

better results than they have ever had before. Until something has been

worked out in the form of an antitoxin, that offers more than we have

been able to get in the past, and until Dr. Johnson, or some of the rest

of us, can follow out a larger number of cases, I believe that we had
better stick pretty well to the conservative treatment and not do patients

any harm by injecting solutions into their blood stream that might be

detrimental to the body. (Applause).

CHRONIC URETHRITIS IN ELDERLY WOMEN
Dr. Wm. M. Coppridge, Durham.

The frequent occurrence of of lesions in the female urethra that pro-

duce distressing and serious symptoms seems to emphasize the need of

more careful examination of this organ. The literature of urethritis deals

largely with venereal infections, malformations, caruncles and prolapse.

In a recent search for information concerning the non specific infections

I was surprised to find very few observations recorded.

In the past few years we have seen a number of women past the

menopause who presented the most distressing symptoms of frequency,

urgency and pain in whom we were able to demonstrate urethritis as

the causative lesion. The pathology has varied to some extent but all of

the cases have been relieved by comparatively simple measures. Most of

these cases were so thoroughly miserable and had been under various

forms of treatment so long that we were prompted to make a study of

the series. So far as I can find there is little or no mention made of this

type of case in the modern books of urology.

The structure of the urethra of the female is that of a musculo-mem-
branous tube lined with a mucus membrane which contains many mucus
glands and crypts. The glands are located largely in the anterior portion

of the canal. The two larger glands one on either side and called th'e

paraurethral glands or analogous to the prostate in the male. It is well

understood that gonococci and other organisms may be harbored in these

glands for many years. The urethra and adjacent portion of the bladder

are very rich in sensory nerve supply, in fact, the bladder reflex—that

is, the nervous mechanism concerned with micturition is probably largely

centered in this portion of the urinary tract. It is then easy to understand

that lesions in this location which produce constant stimulation of the

delicate nervous mechanism will produce severe frequency of urination

and tenesmus. In fact, in most of these cases there is an accompanying
nervous condition that may almost border on insanity.

The location of the urethra with reference to the vagina and rectum
makes it especially prone to infection. It is indeed surprisng that the

organ is not more often infected. The changes we have observed in these

cases appear to be due to chronic infection. The mucus membrane is

usually intensely reddened. The glands are not often enlarged on palpa-

tion but the orifices of the ducts are sometimes seen and are found swollen

and red. It is common to find small red nodules which bleed easily, scat-
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tered through the urethra. Quite a few cases showed warty growths just

within the urethra that were extremely vascular and exquisitely tender.

In a few cases true polyps has been observed. These are probably fore-

runners of caruncles. Of course we occasionally see such changes in the

urethra of younger women but it has been our observations that they are

more likely to be seen giving trouble in older women. There is also seen

a varying degree of prolapse of the mucus membrane in some cases. Going
along with any of these changes is an intense inflammatory process. Where
the condition has been of long standing and the inflammatory process

has reached the deeper tissues varying degrees of stricture may occur.

In most cases with any degree of inflammation there is some spasm which
often makes it difficult to accurately measure the degree of stricture

formation.

The cause of the pathological changes has not been entirely clear.

Of course it is always difficult to rule out gonorrhea. There is no doubt

that some of the cases we have seen had their beginning with gonorrheal

urethritis. In most cases of this series I do not think venereal disease

played any part. It is probable that a combination of factors bring about

the condition. The most important is likely impaired circulation. Most of

these women showed relaxed pelvic outlets with varying slight cystoceles.

Some leucorrhea was usually present. It is reasonable to assume that with

congestion due to relaxation and with an altered vaginal discharge which
with advancing years has lost some of its bactericidal action that the

urethra is rendered most susceptible to infection. The urethral glands in

old age have probably undergone some change of function and with their

ducts relaxed and open they are more likely to become infected. The
possibility of an old pyelitis or pyelonephritis must always be kept in

mind and ruled out. Mummer has observed such conditions and stressed

focal infection in tonsils and teeth as the cause. At any rate it seems true

that in elderly women such changes are much more liable to occur.

We have observed 46 cases in women of the average age of 58 who
presented symptoms of severe urinary disturbance both day and night

and in whom extreme degrees of nervousness existed. The duration of

symptoms has been from a few weeks to many years. Periods of improve-
ment with relapses are noted in many of the histories. Slight hematuria,

terminal in nature, was complained of in the more severe cases.

The examination of such a case requires the greatest care and gentle-

ness. The urethrae are exceedingly tender. Preliminary to such examina-
tion we employ a small cotton pledget on an applicator on which one
grain of cocain has been macerated and allowed to dissolve on the

moistened cotton. This is placed in the urethra and allowed to remain
about ten minutes. This usually gives complete anaesthesia for examina-
tion. The entire canal is then palpated for the presence of enlarged glands
or tumors. A sound is then passed into the bladder and some idea of the

calibre established. If there is evidence of obstruction or constriction the

urethra is gradually dilated until a number 28F urethroscope may be
passed. We generally employ Young's male urethroscope for this work
and inspect the entire length of the organ. If the catherized urine speci-

men is free of pus cells, it is almost sure that the lesion is in the urethra.

If any doubt exists a complete urological study may then be made at once
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or at another sitting. In the presence of severe urethritis we usually go

no further at first examination than to establish this fact and then treat

the urethra until the severe inflammatory process has subsided before

doing the cystoscopy and ureteral catheterization. These patients usually

stand instrumentation poorly and a too prolonged examination often

results in severe pain afterwards. No class of urological case appreciates

consideration of this kind any more than these elderly women.

In the treatment of these cases we continue to employ the cocain

pledget for anaesthesia. I believe that the most important thing in the

treatment is gradual dilatation. This does two things just as in the male

—it opens crypts and ducts allowing the medication to reach the parts

and secondly it improves the circulation of the inflamed parts. We then

employ silver nitrate 3-5 per cent on cotton applicators. Stronger solu-

tions of silver may be used as the treatment progresses. WheVi polypi

or granulations occur we usually touch these with the actual cautery

through the urethroscope. If there is much prolapse cauterization or

fulguration of the redundant tissue may be done, using the method of

Livermore. Since the pathology in these cases varies to such an extent

the treatment will necessarily vary but in a few words—dilatation with

the application of silver nitrate, the cautery or fulguration will give

results in practically all cases.

Cote and Smith at the Massachusetts general hospital published a

report on this subject in 1913. Nogues has studied the pathology in a

number of cases of chronic urethritis in women and from study of

autopsy specimens found slight changes in the epithelium with infiltra-

tion of cells directly beneath, a massing of leucocytes and in some places

areas of necrosis. Bizard and Blum think chronic urethritis in 60 per

cent of cases due to extension of infection from the vagina. Le Fur
stresses the importance of circulatory changes in the wall of the urethra

resulting from senility and refers to "chronic interstitial urethritis."

Pugh published a paper in 1924 on stricture of the female urethra and
emphasized the fact that stricture of the urethra is common in women.
Practically all of our cases showed stricture of some degree although none

of them were of calibre less than 16F. W. E. Stevens in 1927 carefully

tabulated the diseases of the female urethra and outlined treatment of the

various conditions.

The tendency today is to always look to the upper urinary tract for

causes of bladder symptoms. It is certainly true that by far the majority

of cases of cystitis have their origin in the lesions of the ureter or kidney.

These cases of urethritis are noteworthy exceptions. A few of our cases

had been subjected to complete urological studies several times and with-

out results. Several had various gynecological procedures performed in

an efi^ort to improve the drainage of the bladder or to stop the accom-

panying vaginal discharge.

I believe gynecologists as well as urologists will do well to inspect

the urethra more carefully. Those who may not be equipped to do ureth-

roscopic work themselves may often gain valuable knowledge by ordinary

inspection with the use of two sterile hair pins held in Kelly clamps, as

retractors. In a good light the urethra may be inspected in this way for

almost its entire course.

I
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The point I wish to impress is that urinary symptoms in elderly

women are very common and a certain number of cases are due to lesions

in the urethra which we have classified as "senile female urethritis."

Examination is not difficult and the diagnosis easily made. The treatment

is simple and the relief afforded the patient is gratifying. Recurrences

are common but repeated treatment will give results for years at the

time. We meet with no more grateful patients than these whom we are

able to relieve of such distressing symptoms by the employment of such

simple treatment.
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DISCUSSION

Dr. R. a. Ross, Durham: Mr. Chairman, Dr. Coppridge asked me to

discuss his paper. I didn't realize there wasn't any literature on this sub-

ject. I was able to find only two references of any moment at all in regard

to this particular topic and that occurred to me as out of all proportions.

The number of women who complain of frequent and painful urination

and the amount of literature on the subject don't agree at all.

I was fortunate enough to see several of these cases with Dr. Cop-

pridge and I do know that there is no type of patient who receives such

wonderful resuHs with so little effort. We are all familiar with the type

of vaginal irritation called senile vaginitis. It is my opinion this ureth-

ritis he speaks of is of the same nature. When you inspect it, you notice

there is a dry granular appearance of the urethra. The little spots are

hemorrhagic, and to my mind it is all a question of lymphatic and circu-

latory drainage. We do know we can improve trigonitis in disease of the

bladder by some plastic operation on the anterior vaginal wall to improve

lymphatic drainage, and by treatment locally. We do the same thing with

the urethra in these cases. He has outlined his treatment and that was
what he told in every particular. The tendency of the men doing genito-

urinary disease work is to think in terms of lesions high up in the urinary

tract, pyelitis, urethritis and strictures and stones and that type of thing.

There is a certain percentage of those things that do show up and proba-

bly that is the most frequent cause. Men doing obstetrics and gynecology
are probably more prone to think in terms of the bladder and trigonitis

and that type of thing. If you will examine the urethra routinely and
sound it, you will probably find it is not real stricture such as you have in

the male, but probably down to a seventeen or sixteen french sound you
will notice some stricture. The treatment is gradual dilatation, as he has

outlined, with the application of siver nitrate, and in that way the circu-
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lation is improved^ the low-grade inflammation killed out, the drainage

of the mucosa is re-established and you have a grateful patient with very

little output of effort and energy. (Applause).

Chairman Brewer: Dr. Coppridge's paper is now open for general

discussion.

Dr. C. O. Abernethy, Raleigh: I want to thank Dr. Coppridge for

bringing this thing to our attention. I want to stress one point he stressed,

that the stricture of the female urethra is probably not as prevalent as

it is in the male. We all know the reason for that.

I think this paper is very timely. Being an old, old man, having prac-

ticed medicine for a long time, I want to again put in a note of warning

about anaesthesia. For God's sake, quit using cocain in urethras.

Dr. F. a. Ellis, Salisbury: Mr. Chairman, Dr. Coppridge took the

subject up from the standpoint of elderly females. I am sure those of us

who do this work are confronted with this condition quite often in young

married girls. I have had quite a few cases that had this very distressing

symptom of frequency and pain on urination which is due to trauma fol-

lowing marriage. These cases respond equally well to touching with silver

nitrate. The technic that I use now in touching the urethra with silver

nitrate is not touching the lesion, but I insert the urethroscope into the

bladder and with an applicator dipped in silver nitrate, (I usually use

ten per cent, and get rid of the excess silver nitrate) insert that into the

bladder; withdraw the urethroscope and pull out the applicator. I think

that point is very important in that it touches around the vesicle orifice

which shares very commonly in this hyper-sensitive condition. So often

these cases in the early stage are cured by an examination; I mean
by an examination, simply looking into the bladder by means of a cysto-

scope, thereby stretching the urethra.

Chairman Brewer: Is there any further discussion? If not, I will ask

Dr. Coppridge to close.

Dr. W. M. Coppridge : Just one word I want to say about cocain in

the urethra. I didn't use it for the first year or two I was in practice,

but on one occasion while I was at the Mayo clinic I was surprised to see

the men up there using what I thought alarmingly large doses of cocain.

both in the male and female urethra. I spoke to them about it and they

said that they had worked on the problem and found that if you use

freshly prepared solutions of cocain, you will not get a reaction. Thej

use very large doses. I am still afraid of cocain in the urethra, but you

will notice I stated in the paper that I took a one-grain tablet and I know
my dose when I put it in there. I macerate that on a pledget of cotton, so

I figure certainly half of the cocain is taken up by the cotton, and even

if the patient absorbed all the remaining cocain that came in contact with

the urethra, I don't believe she could get over possibly half a grain, and

I don't believe an ordinary therapeutic dose of cocain is any less than

that. I have never had any bad results from it. I use one-grain doses in

the male urethra as well. It does a whole lot, I think, to get rid of pain

from urological examination, and I have been using it about eight years.

I have never had any symptoms of cocain poisoning from it, but I never

use over one grain. I use that freshly prepared; I mix it at the time I

use it.

i
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A REVIEW OF ONE HUNDRED AND FOUR CESAREAN
SECTIONS

Edmund S. Boice, M.D., F.A.C.S., Rocky Mount, N. C.

The situation as regards obstetrics at Park View Hospital is possibly

a little unusual in that all curettements and extensive repair work and all

Cesarean sections have always been referred to two general surgeons,

Dr. B. C. Willis and the writer, by the men doing obstetrics. We in turn

have attempted no deliveries except by Cesarean section, and then only

after a consultation with two or more practitioners not doing surgery has

decided that a section was the safest method. Thus the question of an
overzealous surgeon rushing into Cesarean had been eliminated. Indeed
we have been criticized more than once for holding out against Cesarean
when the indications did not seem to us to be sufficiently clear.

Undoubtedly a specialist in obstetrics would have delivered many of

our patients by the normal route, but there is no such specialist in our
community, and the general practitioners have compared their results in

certain conditions with the advantages of a properly performed Cesarean
section and have decided in favor of the latter. Certainly there would seem
to be no reason why a conscientious physician should relinquish his

patient and his delivery fee to a surgeon unless he thought it for the

best interest of the patient.

Even without an expert obstetrician, many of these Cesareans might
have been avoided, particularly in the eclamptics, if the patients had con-

sulted a physician earlier and so availed themselves of prophylactic treat-

ment. The majority of such cases, coming usually from the lower walks
of life, neglected this precaution and so presented an emergency when
first seen. On the other hand for every such patient sent in for Cesarean
the referring physician has carried many similar cases to a successful
normal delivery when given the opportunity to see them sufficiently early,

especially if hospitalization was possible. The situation with us has been
summed up accurately and concisely by Dr. Oren Moore when he states

that in certain cases "circumstances of environment, skill and knowledge
of the attendant, especial conditions of the patient, and a dozen other
factors have conspired to convert an indication for forceps delivery into

indication for Cesarean, either relative or absolute."

Up to date our total hospital admissions have been slightly over six-

teen thousand, the great majority being surgical patients. Owing to the
scarcity of bed space there have been very few obstetrical cases other
than those demanding some form of operative delivery. Thus a comparison
of Cesareans with deliveries by the natural route would be useless and
misleading. However, as the cases have come from a large number of
physicians doing active town and country practice the average per prac-
titioner is not great.

Of the 104 operations 47 were for eclampsia, 14 for pre-eclampsia,
18 for contracted pelvis, 12 for placenta praevia, 6 for premature separa-
tion of the placenta, and 7 for a miscellaneous variety of conditions to

be discussed later.

Dr. Willis has recently reviewed our operations for eclampsia and
pre-eclampsia. Twenty-seven of the eclamptics were white and twenty
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colored. Thirty-eight of the total number were primiparae. There were six

deaths among the forty-seven eclamptics, a mortality of 12.7 per cent.

Four of these deaths were apparently due directly to profound toxemia.

The fifth was also markedly toxic, had a systolic blood pressure of 256

and gave a history of eclampsia at a previous delivery. She cleared up

rapidly after operation and was on soft diet after the third day. On the

seventh day she suffered a left hemiplegia and died three days later.

The sixth case, a primipara, while equally as toxic as the others with a

blood pressure of 220 and a blood urea of 111, was apparently clearing

up when she died suddenly of what was thought to be an acute dilatation

of the heart.

In this group there were fifty babies, including three sets of twins.

Three of these babies were found to be dead at operation and forty-seven

were delivered alive. The three still-born infants included one set of

twins. These two mothers were extremely toxic and both died. Of the

forty-seven babies born alive nine died in from a few hours to a few

days. Six of the nine were premature but might have lived but for their

toxic condition. The total infant mortality is thus 24 per cent. If we
exclude the three already dead, and so not chargeable to the method of

delivery, the mortality is 20 per cent.

The fourteen pre-eclamptics were all primiparate. Their condition

was, in general, similar to the exclamptics except that there were no

actual convulsions. There was one death, a mortality slightly over seven

per cent. This patient, the only negress among the fourteen, had been

edematous for three weeks. She was markedly dyspneic, with a pulse rate

of 130 and a loud murmur at the apex. Her urine boiled solid. She was

operated under local anaesthesia and following operation was given pur-

gation, colon irrigations and sweats with no result. All fourteen of the

babies in this group survived. In none of these patients, either eclamptic

or pre-eclamptic, had dilatation occurred or labor set in.

In the eighteen cases with contracted pelvis the deformities varied

from the typical rachitic dwarf to the lesser contractions not necessarily

prohibiting delivery but of such degree that one or more dead babies had

resulted from previous labors. As would be expected, the majority

(eleven) of this series were negroes. All of these patients were discharged

well except one, a negress who died of sepsis. She had been examined

repeatedly by two negro physicians after the membranes had ruptured

and was admitted with a temperature of 100. Our mistake here was in not

doing a hysterectomy. In a later similar case, also a negress, the uterus

was removed and recovery resulted. A third case, a badly deformed rach-

itic negress whose white physician had made repeated efforts at delivery,

certainly should have had a Porro operation but her condition was so

critical we omitted it and drained instead. She survived not only this

unusual procedure but also a later destructive operation by a negro phy-

sician. A fourth case had been subjected to attempts at forceps delivery,

a clear indication for hysterectomy, yet she survived without it. The

infants in the last two cases were dead from the trauma of attempted

forceps delivery. The remaining sixteen babies lived.

All twelve of the placenta previa cases were discharged well. In one

case with profuse hemorrhage for eight hours before admission the baby
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was dead at operation. Two other babies were so weakened that they

lived but a short time. Only two patients in this group were colored.

The six mothers with premature separation of the placenta all lived,

but two of the babies were dead at operation and three others died

shortly after operation. Of the six mothers three were white and three

colored.

In the case of each of the remaining seven patients some different rela-

tive indication for Cesarean presented. The first was a nephritis with an

acute flare up of her kidney condition at about the seventh month. Her
urine showed an albumin four plus with blood and casts. There was
ascites, practically an anasarca, and she was very anemic. A Cesarean

under local anesthesia seemed to be the safest procedure, and this was
done. The baby died a few hours after delivery. The mother was dis-

charged improved but with her urine still showing an albumin four and
both blood and casts. The second case, a primipara of thirty-eight with

a normal pelvis but a very large baby, had resisted all efforts by both

forceps and version of two experienced physicians, and a Porro Cesarean

section was done as a last resort. The baby was dead from trauma. Here
more patience and less violent effort might have produced a different

result. The third patient, a small, frail, anemic woman of forty had gone

through one tedious very difficult delivery under the care of an experi-

enced obstetrician, suffering extensive lacerations. She was extremely

anxious for a living baby as well as to avoid tearing loose the repair work
which had been done, and a Cesarean with sterilization was accordingly

advised. Both mother and child left the hospital in good condition. The
fourth case was a primipara of forty years, very anxious for a baby.

After a long period of labor with no appreciable progress all pains

stopped and her physician advised a Cesarean. An intact cervix and pelvic

floor and a normal living baby resulted. In the fifth case a Cesarean
seemed advisable because of a marked stenosis of the cervix, the result

of a previous cauterization. The sixth patient's right kidney had been
removed for tuberculosis and tubercle bacilli had been found in the urine

from the left kidney. She was a primipara with a narrow pelvis, and
there was considerable doubt as to whether the baby would survive a

delivery through the vagina. She understood the risk attending further

pregnancies and so was particularly anxious that nothing should happen
to her baby. Following Cesarean with sterilization she left the hospital

in good condition with a normal baby. The last patient of this group was
a multipara, a hypertension case, who had already suffered a hemiplegia.

She was kept in the hospital for a month with the hope of getting her
to term but at the seventh month her condition became alarming and a

Cesarean with sterilization was done. Both she and the baby survived.

Of these 104 patients seven died following operation. Two Porro
operations were done and twenty-three others were sterilized either at

operation or later for various reasons, some of which have been mentioned.
Sterilization was never done without careful consideration and consul-

tation and only with the consent of both husband and wife. Seventy-two
patients were thus left who might become pregnant again. Two of these

have since died without further pregnancy. One has died of eclampsia,
one of puerperal sepsis, one of premature separation of the placenta, and
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one of post partum hemorrhage. An autopsy on this case showed the

uterine scar to be firm. Another patient died in labor with symptoms, as

described by the attending midwife, which would indicate a ruptured

uterus. Two have miscarried and two others are known to be pregnant

now. One rachitic dwarf had a subsequent destructive operation at term.

Sixteen have had from one to five normal deliveries and two have had a

subsequent Cesarean section.

In the absence of proof to the contrary the patient dying under the

care of a midwife must be considered a rupture of the uterus. In addition

to this there has been one unquestioned case of rupture. She was brought

to us from a town ten miles distant and survived a hysterectomy. We have

also operated successfully one other case of rupture following a Cesarean

done elsewhere. She was brought 18 miles to the hospital the day follow-

ing rupture and with the help of a transfusion survived a hysterectomy.

These two cases show that hemorrhage may be relatively slow unless

the placental site is involved, and therefore that the accident is by no

means always fatal even if immediate laparotomy is not possible. Inci-

dentally, we have operated three other cases of rupture at term, for none

of whom a previous Cesarean had been done. Two of these patients were

in the hospital at the time yet only one of the three survived. The other

two bled to death on the operating table while clamps were being applied

to control the hemorrhage. All three of these uteri ruptured into the left

broad ligament thus tearing the dilated uterine vessels, as compared with

the relatively avascular area involved in the giving away of a Cesarean

scar. We cannot subscribe to the old dictum of "once a Cesarean always a

Cesarean," but we do strongly advise that these patients be delivered in

a hospital with everything in readiness for an immediate labarotomy and

a transfusion if necessary. If there have been any symptoms following

a Cesarean which would suggest infection of the uterine wound a second

Cesarean should be insisted upon in the event of another delivery becom-

ing necessary. Certainly any uterine wall which has been involved by an

operative procedure whether Cesarean or not should receive consideration

during labor and no pituitrin. Possibly the judicious use of forceps may
help to ease the strain in some cases.

In all of our Cesarean work we have employed the classic abdominal

operation, except that in a few instances the uterus was not delivered

from the abdomen. Ether has been the anaesthetic except in a few of the

more toxic cases for whom local anaesthesia was used. Two of the seven

fatal cases were operated under local anaesthesia. We have forced fluids

in practically all cases, subcutaneously, by rectum (soda or glucose),

and by mouth, usually beginning subcutaneous saline on the operating

table. A number of patients have also received glucose intravenously.

Gastric lavage terminating with a large dose of castor oil has been the

routine in the toxic cases. Colon irrigations and sweating have seemed to

be of value in many instances. One point we would like to stress is the

importance of having a competent physician at hand to revive the baby
if necessary, someone who is not too easily discouraged and who is willing

to persist in his efforts for thirty minutes or longer.

Our immediate post operative complications have not proven serious

with the exception of the hemiplegia mentioned and the fatal case of
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sepsis. There were six other patients who developed evidence of mild

sepsis. One of these was the negro woman whom we operated for rupture

of the uterus. Four patients developed a phlebitis, one being bilateral.

There were thirteen slight wound infections and one case of wound rup-

ture which healed with a firm scar following secondary suture. One

patient developed a mild broncho-pneumonia, and another what was

thought to be a small pulmonary embolus.

It is frequently, and correctly, stated that eclamptics are poor surgi-

cal risks, and therefore poor subjects for Cesarean section. However,

very often version and forceps deliveries are major operations, and when

not performed by an expert may easily involve as much anaesthesia as

and more shock, trauma, and loss of blood than a Cesarean section in the

hands of a competent surgeon. Furthermore there must be considered the

aftermath of repair work often necessary, and the possible serious if not

fatal birth injuries sustained by the baby. In a recent paper Proctor has

stated that "Cesarean section in average healthy patients yields a mor-

tality of 3 to 5 per cent, while in eclamptic patients it is 20 to 30

per cent." Also that the conservative treatment of eclampsia by the Dublin

or Stroganoff technic gives a mortality of from 10 to 15 per cent. He
does not mention the mortality and morbidity among the infants but other

writers place both above that obtaining with Cesarean section. Presum-

ably the 10 to 15 per cent for eclamptics includes all eclamptics, the par-

tially or completely dilated multipara and those already in labor as well

as the undilated primipara not in labor. It will be recalled that our

eclamptic mortality of 12.7 per cent comes only from the undilated

patients not in labor 38 out of 47 of whom were primiparae, those in

labor and dilating being delivered by the normal route. Furthermore, of

the 57 patients not actually having convulsions only two died, a mortality

of 3.5 per cent, yet with few exceptions these 57 cases were far from

being "average healthy patients" for whom the mortality is given at from

3 to 5 per cent.

With a death rate such as we have shown plus the added considerations

of no birth canal damage, a lower infant mortality and no babies handi-

capped by birth injuries. Cesarean section has much to commend it to

the general practitioner not skilled in obstetric art and not equipped with

the experience and facilities for carrying out the Dublin or Stroganoff

technic. Opposed to these advantages there always remains the one real

unavoidable objection that the uterus may rupture at a future labor. If

this possibility is borne in mind and given due consideration at delivery

the incidence is not great, 2 to 3 per cent according to Williams, and the

mortality should be low.

DISCUSSION

Dr. R. a. Ross, Durham: It was my good fortune to hear Dr. Willis

read his paper on eclampsia over at Warrenton some time after Christmas

at a district meeting. At that time he had a very good discussion on it and
it was the consensus of opinion there that with everything considered,

undoubtedly he was entirely correct. His mortality and morbidity had
proved that fact. I don't think anyone in this Section who knows Dr.

Boice and Dr. Willis can accuse them of being overzealous in doing
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Cesareans. He says himself it was the best way out of a bad situation in

a great many of his instances^ and his mortality figures certainly show
that he was most fortunate in selecting this operative choice.

My opinion in regard to Cesarean eclampsia is very much like that

which Dr. Proctor brought forth in his recent article and Doctor Crump-
ton mentioned here in his paper earlier in the day. I do not approve of

Cesarean section for eclampsia itself. If you have a primipara with a

long, undilated, hard cervix, that is a different picture. If you have dis-

proportion and a living baby, that is a different picture. With that type
of thing, some think the quicker way you can deliver a patient the better.

I think that the local anaesthesia should be used more often. Eclampsia
is a condition which in itself will kill a person and added trauma and
anaesthetic will surely do it if you are not careful.

I use bags on most of my patients, and sometimes do a vaginal hys-

terotomy under sacral anaesthesia. By doing that you can deliver a patient

just as quickly in a great many instances as by Cesarean section and
with much better result.

The Doctor spoke of infant mortality and morbidity. The last three

cases of intracranial hemorrhage which I have had, and so diagnosed by
pediatricians, were—first, a forceps case; second, a normally delivered

patient, and the third, a Cesarean section for placenta praevia. So Cesar-

ean section itself is no sure prevention against intracranial hemorrhage.
Of course, it causes less trauma to the baby.

I was inclined to think probably he should have done craniotomy in

some of his cases or at least it would probably have been the thing I

would have done. His results, of course, have justified him in doing what
he did.

The question of placenta praevia, I think undoubtedly of all indica-

tions for Cesarean section, is one of the most outstanding. The only

cases of placenta praevia which I have lost were those on which I did

the old Braxton Hicks version. I did it with three fatalities. Dr. Rucker,
up in Richmond, doesn't do Cesarean in placenta praevia. The reason he

gets such good results, in my opinion, is the fact he induces labor two
weeks ahead of time. As we know, the longer pregnancy goes on towards
the termination of labor, the more danger we have from placenta praevia.

By inducing labor two or three weeks ahead of time, he can get the bag
in and make pressure against the placenta, and in that way prevent it

from bleeding. In centralis placenta praevia, there is no excuse for not

doing Cesarean section, provided the proper aseptic technic before deliv-

ery is taken care of.

I have enjoyed Dr. Boice's paper very much, and I think his low
mortality rate is most noteworthy.

Chairman Brewer: If there is no further discussion, we will ask

Dr. Boice to close.

Dr. E. S. Boice, Rocky Mount: Mr. Chairman, I haven't much more
to say. This sounded like a lot of Cesareans, but you must all remember
they are not Cesareans done by two obstetricians or two general practi-

tioners, but by two surgeons who have gathered up from a great wide
territory from a lot of doctors over a period of fourteen years, many
cases. As I say, we don't do obstetrics, and we are not discussing the pros
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and cons of things as the obstetrician is. But the general men, who, as I

say, are not skilled in obstetrics as the specialist would be, and who can't

carry out the complicated technic in eclampsia, have found they get

better results in certain cases—not all, understand—of eclampsia with

Cesarean. Remember I said all were undilated cases and not in labor, and
practically all of them primipara.

There is one point about what the Doctor said about Dr. Rucker. I

don't know him personally, but I understand he gets a very high infant

mortality in his work and, of course, that has to be considered in some
cases.

Chairman Brewer: The next paper is "Hemorrhage Into the Broad
Ligament Following Labor," by Dr. R. L. Pittman, of Fayetteville.

HEMORRHAGE INTO THE BROAD LIGAMENT DURING
AND FOLLOWING LABOR

By Dr. R. L. Pittman, Pittman Hospital, Fayetteville, N. C.

It is with no little embarrassment that I come before this eminent body
of specialists to discuss a complication which all of you see more often

than I do. I assure you that I was inspired in great part to do this only
when asked to do so by your exceedingly competent and capable chairman,
whom I could not refuse.

In presenting this subject, I am satisfied I shall not tell any of you
anything you do not know and shall not attempt to discuss it from the

viewpoint of the obstetrician except in a superficial way, on the contrary,

I hope to present to you especially the surgical management of the condi-

tion. As the title indicates we are dealing with accidental hemorrhage
into the tissues between the two layers of the broad ligaments. Having
only a limited experience in obstetrical work, mostly confined to hospital

cases over a period of seventeen years (17), naturally I have not had the

opportunity to study these conditions during their early stages when
bleeding is taking place with the associated symptoms of hemorrhage,
shock, etc. Even in my limited experience it has been my misfortune to

have several cases during delivery and early puerperium which undoubt-
edly suffered more or less bleeding into the pelvic tissues.

Remote Causes

:

Prolonged and difficult labor.

Very rapid deliveries.

Improper use of pituitrin as to time and dosage.

High lacerations of cervix.

Eclampsia.

Internal podalic version.

Induction of labor with bag, etc.

Whitridge Williams, in his collection, stated that 71 per cent of the
cases occurred during spontaneous labor.

Exciting Cause: From the character of the hemorrhage in such cases
the blood evidently comes from a ruptured vein or veins, and it would
seem most likely that the place of rupture is in the pampiniform plexus
of one side or other, this venous plexus being situated in the broad liga-
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ment, and formed by a junction of the ovarian and uterine veins. The

veins in this situation are normally without valves^ and so, even when
quite healthy, must be more liable than veins elsewhere to over-distention.

The mechanism of the production of the hemorrhage would seem to be

—

first, that the pressure of the child exerted on the upper part of the

vessels prevents the free return of the blood, and so causes them to

become turgid ; secondly, that, owing to the descent of the fetus, pressure

of a severe kind is also made on the distended part of the vessel or ves-

sels, causing rupture ; and, thirdly, that when this pressure is removed

free hemorrhage from the ruptured vein or veins occurs and will go on

until the tension of the effused blood equals that of the blood inside the

vessel. Fortunately the pressure restraining the hemorrhage is not usually

taken off till the child is born, and the development of the hematocele is

therefore delayed till after the labor is finished; but if, by cessation of

the pains or long intermissions, the fetus recede and pressure thereby be

removed, then, of course, the bleeding will occur before the birth, and may
become an obstruction to labor.

Symptoms and Diagnosis : In the writer's experience the condition has

been more commonly seen in multipara, though of course, it may occur in

any patient during labor. Usually we can elicit a history of a very difficult

labor with instrumental delivery or a prolonged labor attended by a

mid-wife, etc. In many instances these patients have no immediate signs

or symptoms that will indicate what is taking place until three or four

days have elapsed, when such a patient will begin to run a fever from

99-102 with practically no pain, depending of course upon the amount

of bleeding which has taken place and thereby producing symptoms by

mechanical pressure only. Such a condition naturally arouses the sus-

picion of the attending physician as to what really has happened to his

patient to present such a picture.

Just at this point I would like to say I haven't seen a great

many of these cases, and I find very few of them on record, but

some of the cases where they have a profuse hemorrhage during de-

livery, you will find an ecchymosis of the perineum and even a displace-

ment of the rectum to the opposite side, due to pressure. It is nothing

uncommon to notice a marked hematoma of the vulva on the same side.

That is due to the blood extravasation down by the side of the vagina

through the tissues to the point of least resistance and appearing around

the rectum and in the labia.

On bimanual examination of such a patient no laceration of cervix

or perineum is found, or if such a condition exists they are free from

infection and from excessive bleeding, the uterine discharge is normal in

every respect, and the uterus is usually about the normal size for such

a patient who has just been confined. In most instances the uterus is more

or less fixed with fullness of the vaginal fornix and thickening of the

broad ligament which is continuous with the lateral wall of the uterus,

and as far out as one can feel laterally. The extent and size of the mass

depends upon the amount of bleeding and organization of the clot. All

local and systemic symptoms are in direct proportion to the amount of

bleeding, the quantity of the blood absorbed, and whether or not infection

takes place in the blood clot.
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Termination: The termination of such a condition depends upon the
amount of bleeding and whether or not a pathogenic organism becomes
engrafted on same. If the clot is small and remains aseptic it is rapidly
absorbed with complete subsidence of all symptoms both local and gen-
eral, and the patient makes a rapid and complete recovery.

In larger hemorrhages the bleeding fills the entire space between the
two layers of the broad ligament, (which is practically always unilateral
dissecting upward and outward along the pelvic floor to the lateral ab-
dominal wall). The bleeding often reaches large proportions before con-
trolled by pressure created within this space from clotting of the blood.
Usually such an extensive hemorrhage can be felt through the abdominal
wall as soon as the blood has had time to clot, (usually three or four
days after hemorrhage has taken place) ; such a mass is hard, very firm,

fixed and usually follows the course of the broad ligament.

Usually these cases of such extensive bleeding with clot formation are
complicated by implantation of infection of the contents of the mass, pro-
ducing fever from 99-101 and the patient appears rather septic, with
profuse sweats, and rapid loss of weight and strength. Pain is usually
severe on palpation over mass.

Whitridge Williams, in his collection of cases reported a mortality of
56 per cent.

In the more moderate type of case, the blood clot can be removed
by an incision through the lateral wall of the vagina and the clot

is easily turned out and removed. I have had one case that I did
that in very successfully. As to the termination of such a case, it

depends entirely upon whether or not a secondary infection takes place
within the incision that has been made through the vagina, dealing with
the mass entirely as an extraperitoneal condition.

Operative findings: A large mass with base posteriorly is found and
extends from the wall of the uterus through the entire course of broad
ligament attachment, most often on the right side dissecting upwa,rd
underneath the cecum as high as the beginning of the ascending colon
with many adhesions to the small intestines, cecum, etc. Very often the
cecum itself is very much thickened and indurated. The contents of
such a mass is composed of organized blood clots, their appearance vary-
ing from a dark chocolate color to that of a very thick gelatinous mate-
rial; frequently upon opening into the mass encysted areas of pus is

found. Such cases require drainage which continue for an unusually long
time, due to the breaking down of the mass. It is impractical and often
impossible to remove all of the infiltrated tissues. The uterus, bladder and
deep pelvic structures often being firmly fixed in the newly formed mass.
It is inexplicable why, but, in every case of the massive type as described
above the involvement has been in the right broad ligament. It undoubted-
ly occurs in the left side also, at times, but in my experience it has been
limited to the right side only. To me this is most convincing that in the
beginning the condition is truly a hemorrhage with secondary infection
taking place later. If the condition was primarily an infection we would
naturally expect it to be bilateral as this is usually the case in most pelvic
infections.
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Treatment: When the hemorrhage is small, not accompanied by severe

constitutional symptoms and fails to produce a papable mass through the

abdominal wall and remains free of infection the blood clot will soon be

absorbed and the patient recovers with no serious results.

Many cases of moderate degree will recover without surgical interfer-

ence and should be treated by rest in bed, elimination and supportive

treatment of patient's general condition. The more extensive cases should

be operated upon especially if infection has taken place, with removal

of the mass as completely as possible, at times a complete removal of all

of the infiltrated tissues is impossible and drainage is usually required

for best results, as the following cases will illustrate.

Case No. 1. Mrs. T. J. L.,white, age 36, mother of six children, was admitted

to the Pittman Hospital, June 4, 1924, her baby was then five weeks old. Thisi

patient was accompanied to the hospital by her attending physician, who stated

that there was nothing unusual about the labor, o'.her than a very short and

severe second stage, delivery was spontaneous and patien.t got along nicely for

four days, when her temperature went to 102 with severe pain in the pelvic

region. Three days later a definite mass in the region of the right broad liga-

ment could be elicited. This mass continued to enlarge and become more pain-

ful accompanied by fever, chills, sweats, etc. Three days after admission ab-

domen was opened, a large mass was found in the right broad ligament, which

upon opening contained old organized blood clots with a small quantity of pus.

The mass was removed as completely as practicahle, drainage insiituted and

the patient made a rather prolonged but complete recovery.

Case No. 2. Mrs. J. A. N., white, age 26, mother of two children, was ad-

mitted to the Pittman. Hospital, November 6, 1925, her baby was then three

weeks old; patient had a very long and difficult labor; cliild was finally de-

livered by forceps, after patient had been in labor for eighteen hours. Shortly

after delivery the attending physician noticed the patient's pulse was very rapid,

125-140, skin pale, patient very weak and had the usual symptoms and signs

of shock. He treated her for the extreme shock, to his surprise the uterus re-

mained firmly contracted with no evidence of hemorrhage within the uterine

cavity. Patient responded to treatment for the shock and after reacting from it,

did nicely for about five days when her temperature wen'; to 103 where it re-

mained associated with chiils, sweats and marked secondary anemia. As these

symptoms continued a mass as described above formed in the right lower pelvis

corresponding to the location of the right broad ligament. One weeli after

admission the patdent's general condition had shown slight improvement and

operation was performed for the removal of the infected mass, drainage was

instituted and as all these cases convalescence was prolonged with con^siderable

drainage of thin milky pus, the patient eventually making a complete recovery.

Case No. 3. Mrs. M. N. T., ago 28, white. The following; case is reported as

conclusive evidence of trauma which may take place at any time to these blood

vessels and because of the rarity of the condition. This patient has three children

living and well, the youngest child two years old. Never attended by a physician

during confinement. Patient states that the last delivery was the most difficult,

in that, the pains were very severe and she was in labor about twenty-four

hours.
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On Bimanual examination, a painful mass tlie size of a large orange could

be made out in the region of tlie right broad ligament. Patient states she had had

more or less pain in the right lower abdomen since shortly after last confine-

ment two years ago. Upon opening the abdomen of this patient a mass was
found which filled the entire right side of pelvis, very firm and adheren.t with

many adhesions to small intestines. While separating the adherent intestines

the wall of the mass was ru])tured which was immediately followed by a severe

and fatal hemorrhage. At autopsy, upon dissecting out the sac it was found to

be an aneurysm of the right Tubo-Ovarian Artery.

You will note I have had very little to say about the preventive and
palliative treatment, dealing principally with the surgical management
of the more extensive and severe cases. I would not dare offer a sugges-

tion to any of you regarding the management of your obstetrical cases,

however, if you will allow me to express one thought, I would like to say
that all should be done to lessen the severity of labor, thereby, reducing
the possibility of complications to a minimum, and when pituitrin, for-

ceps, version or what not is resorted to in delivery it should always be
based upon sound reason for the good of the patient and not for the con-

venience of the physician.

Chairman Brewer: The discussion of Dr. Pittman's paper will be
opened by Dr. W. H. Moore, of Wilmington.

Dr. W. H. Moore: Mr. Chairman and Gentlemen: Searching for lit-

erature on the subject, I find that there has been very, very little written,

there having been less than twenty cases reported. It think it is a very
timely paper because we should recognize when such an accident does
happen, and be able to diagnose it and meet it when it does. The causes
of this, as he says, are always trauma. It is either due to laceration of the
cervix with forceps or to the improper use of pituitrin just before the
cervix is dilated, the prolonged pressure of the head on the engorged ves-

sels which are always present. Those are things that should be avoided,
if possible. The symptoms it gives are those of hemorrhage, if the hemor-
rhage is large, it should be treated as such. If the hematoma is small, it

gives no symptoms and is probably absorbed if left alone. But if it is a
large hemorrhage, it may extend up back of the kidney, as he explained,
or up the front of the perineum to Poupart's ligament and sometimes
down the side of the vagina to the vulva.

I noticed in one case reported, hematoma reruptured on the edge of

the vulva and drained in that way The patient if left alone with a large
hematoma, always becomes infected and in that infection you get a peri-

tonitis with the entanglement of all the pelvic organs and intestines and
may lose your patient. It has to be treated surgically then; it should be
before it gets to that stage.

If small and giving no symptoms it should be left alone and let it

absorb. I think the point he has taken here about the improper use of
forceps and the early use of pituitrin, surgical interference, is well
taken. It should never be done to get away and to save time. You should
always have the good of the patient and the baby in mind and use pitui-

trin only when the cervix is well dilated and never use forceps unless
indicated, and think of the patient always and not yourself.
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This is purely a condition that arises from trauma, and trauma

should be avoided by every means known to the obstetrician. I think

prenatal care will often avoid such trauma. If you have your pa-

tient in good shape, no edema, no high blood pressure, no toxemia, if she

has been taking exercises and has dieted properly, she is going to be one

who will go through labor without any trouble. I think prenatal care is

the best thing to practice to avoid such. Thank you. (Applause).

Dr. W. S. Cozart, Fuquay Springs : I think Dr. Pitman has given

us a wonderful diagnosis of a vague condition, and I am sure there isn't

an obstetrician in this hall who hasn't had such experiences, and who
hasn't often failed to make a diagnosis. I know of a few instances in my
practice that I can recall having cases that I was called back on; cases

where you find them with more or less shock, pain in side, and you can't

explain it. There is no hemorrhage into the vagina, no hemorrhage into the

uterus, but often you find a fixed mass in the side. Those cases I have

treated expectantly, but never with a diagnosis that I was satisfied with.

They made a very slow convalescence. After hearing Dr. Pitman's paper

I believe these cases were due to hemorrhage into the broad ligament,

which is certainly something new to me, and new to the most of us, and

is certainly a condition that is going to put me to thinking when I get

these cases (post delivery) with masses in the side, and are slow in con-

valescing. In my cases, if I can recall a possible etiological cause have

been due to the use of too much pituitrin and haste to deliver my patient.

Give them more time and less pituitrin and we will have less trauma and

hemorrhage into the broad ligament.

Chairman Brewer: Dr. Pittman will close.

Dr. R. L. Pittman, Fayetteville : Mr. President, I didn't want to

convey the idea every one of these cases was surgical. This paper was

trying to explain quite a number of cases that otherwise were negative and

had some complication producing fever but which was not found. The
examination of the patient is negative for several days and soon is fol-

lowed by a palpable mass. I think in the large majority of these cases,

even a mass of the size of a large hen's egg, feeling like that through the

vagina, or the size of a fist, if left alone and the patient is given pup-

portive treatment, possibly an ice bag to the side and kept in bed longer

than average time, the clot is absorbed. That has been my experience

with cases in the hospital that they would undergo resolution and during

the time the patient devolops rather marked anemia, but she recovers. It

is only the extreme cases that require abdominal operation.

I think in many of these cases (though the cases are not many, but

there is quite a number) it would be advisable to evacuate the clot through

the vagina, make it an extraperitoneal operation entirely. I believe if you

study your cases, you will agree with me that in quite a number of them

you have had a small hemorrhage between the layers of the broad liga-

ment following the difficult or prolonged labors. That will explain a
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number of fevers lasting over a week or ten days that subside with admin-

istration of treatment.

I thank Dr. Moore and Dr. Cozart for the kind discussion of the

paper.

THE DIAGNOSIS AND TREATMENT OF STERILITY

(Case Reports of Pregnancy)

Ivan Procter.. M.D., Raleigh^ N. C.

Dept. Gynecology and Obstetrics, Mary Elizabeth Clinic.

The subject of sterility covers such a large field that time does not

permit a full discussion. This paper will be limited to the activity of the

spermatozoa, the cervix and fallopian tubes, making mention only of

many other phases which are operative in the act of reproduction.

The failure of efforts to establish the reproductive function are fre-

quently due to the lack of knowledge of the physiology necessary for

impregnation. In addition the misunderstanding of the part played by
existing pathology and the failure to differentiate between the physiologic

and pathologic.

In listing the requirements for impregnation on the part of the male,

we name first, normal production of spermatozoa. Without normal pro-

duction the examination, study and treatment of the female is not only

useless but may even be detrimental to the patient and to prestige.

Normally, the male germ cells are developed in large numbers in

the testicles, stored in the seminal vesicles until orgasm, at which time if

there be no obstruction in the passages, several million sperm are ejacu-

lated. If a specimen is taken from a condom, or from the cervix and
placed on a warm slide, inspection through the higli power of the micro-

scope will reveal at once a half dozen or more actively motile spermato-

zoa. These sex cells will be seen easily crossing the field against any
current that be present. A single sperm will often cross the field in five

seconds. The presence of pus or bacteria are abnormal. There are varia-

tions in shape and motility of different sperm but any gross irregularity

in shape must be considered abnormal.

According to Macomber, there are 75 to 125,000 sperm present in

each cubic centimeter of normal semen with a total of 300 to 500 million

sperm in one ejaculation. Here is a valuable point in sterility—although

it requires only one spermatozoa to pierce and fertilize the ovum, any
gross reduction in the number of sperm ejaculated, goes hand in hand
with lowered fertility, due to the lessened number, and frequently to les-

sened vitality of the sex cells.

The passages through the vas deferens seminal vesicles and urethra

must not be obstructed. Neither must there be any reduction of sperm
vitality produced by contact with pus or chemical action during the exit.

It is believed that in the normal the sperm are ejaculated directly into

the cervical canal and that those that are to seek the ovum begin immedi-

ately upon their travel through the cervix into the fundus and fallopian
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tubes. If in the case of hypospadias or strictured urethra, the sperm are

deposited in the vagina, or dribble out after the organ becomes flacid, the

immediate injurious effect of vaginal secretion may so lower the vitality

that fertilization becomes impossible, (Huhner). At this point someone

may ask, "How then do we have fertilization when the sperm are ejacu-

lated only on to the vulva surface?" Usually in such cases the female

is unmarried or a virgin, and the chemical action of these vaginal secre-

tions are not so injurious as are those in the married woman. We rarely

see pregnancy follow coitus interruptus in the married.

The normal cervix either aids in the act of conception or it produces

one of the greatest obstacles and barriers to impregnation. The physiologic

cervical secretion is small in amount, alkaline in reaction, and crystal

clear. Microscopically it contains an occasional white blood cell but no

bacteria. Conditions of chronic hyperemia and low grade inflammation

change the secretion in color, amount and consistency so that it becomes

tenacious and plugs the cervical canal. This type of mucus will entangle

the slender spermatozoa, hinder its progress upward, and at times en-

tirely block the passage. The chemical activity of the pathologic acid

mucus lowers the vitality of the sperm and they quickly die.

Other causes tending to produce such disturbed conditions in the cer-

vix are trauma, frequently produced by dilatation and curettage. The
dilatation in itself may occasionally be beneficial if lacerations are not

produced but the curettage in the most of instances has no physiopatho-

logic grounds for its use. It has been proven by Curtis that the corporeal

endometrium does not harbor chronic infection, and why we should per-

sist in traumaticariy removing a normal endometrium in hopes that re-

placement with the same kind of tissue will aid in fecundation is beyond

our imagination. The body of the uterus plays practically no part in

fertilization except as a passage for the sperm in its progress to meet the

ovum. Our destructive curette may result in an atrophic endometritis

which inhibits the proper nesting of a fertilized ovum.

The so-called erosion of the cervix plays its part preventing concep-

tion by changing the reaction of the mucus, helping to produce an ab-

normal secretion through the admission of bacteria and the production of

chronic infection. There is no actual destruction of tissue as is indicated

by the term "erosion" but there is an over-growth of columnar epithelium

from the cervical canal which reaches down and covers the squamous epi-

thelium normally present on the vaginal portio. If we examine the cervical

mucus two hours after coitus and find normal active spermatozoa in good

quantity we can immediately eliminate the male as a cause and almost

entirely exclude the vagina and cervix. If the cervical mucus is free of

sperm or contains only dead sex cells we must then examine a warm con-

dom or bottle specimen. If this examination reveals normal spermatozoa,

either the male fails to deliver properly, or the cervical secretions are

inimical to the life of the sperm and the cause must be sought.

If after complete physical and laboratory examination of the male and

female we are unable to find a cause for sterility we must enter into a

careful study of the function of the fallopian tubes. How unscientific it

is for one of us to advise a dilitation and curettage when the necessary

male sex cell has not been proven normal and the very important patency
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of the fallopian tubes has not been established. If a uterine sound will

pass through the cervical canal, certainly the spermatozoa will. The fal-

lopian tube is a four-inch muco membranous canal connecting the ovary

with the uterine cavity. It is divided into four parts, the interstitial or

uterine, the isthmus or narrow portion, the ampulla or dilated part, and

the fimbria which is a turning outward of the lining membrane of the

tube. This fimbria contains the abdominal opening which is only two

millimeters in diameter while the uterine aperture is even smaller. The

tube has an outer layer of longitudinal muscle, an inner of circular mus-

cle continuous with the uterus. The mucus membrane is thrown into folds

or villi, and the epithelium is cilliated. It is necessary that we be familiar

with the anatomy of the tube in order to understand the results produced

by transuterine insufflation. All the work in connection with this test has

followed the able leadership of Rubin, and credit is due him for giving

us this great diagnostic aid.

The best time for making the Rubin test or transuterine insufflation is

seven days after menstruation, the patient having refrained from coitus

during that interval. At this time the endometrium is quiescent and the

tube not congested. The test is contraindicated in the presence of fever,

pelvic inflammation, salpingitis or purulent vaginal discharge. Strict

asepsis is absolutely essential. The injection may be made with oxygen,

carbon dioxide or air. We prefer not to use oxygen on account of its irri-

tability. The apparatus consists of a small tank of carbon dioxide, a re-

ducing valve, mercury manometer, water filter volumeter, intrauterine

cannula and nozzle. At the present time we have under construction in

New York a recording device similar to the smoked drum used by Rubin.

This will afford for study a pen and ink sketch of the activity of the fal-

lopian tubes during insufflation. The normal tube produces sufficient resist-

ance to force the column of mercury up to 100 m.m. when it drops ten to

thirty points and continues to fluctuate so long as the gas flows in. Ajn

increase in intra-abdominal pressure (produced by a brisk cough) during

the test is registered by a rise in the mercury. If the tubes are closed

there will be no rise. The gas may be heard passing in by auscultation

over the abdomen, provided there is no cervical leakage. In order to detect

this leakage we fill the vagina with sterile water. Shoulder pain on assum-

ing the erect posture is characteristic of patency. Fluoroscopic examina-

tion will demonstrate the gas intraperitoneal and is a positive proof of

patency. There are patients who have spasm of the circular fibers of the

tube which partially or completely obstructs it. Following the suggestion

of Meaker we have used antispasmodics prior to insufflation and produced
pneumoperitoneum where it had failed previously. Meaker reports several

cases of pregnancy following the post-coital use of antispasmodics in this

type of patient, and we have had one such experience. In certain cases we
believe the tubes to be temporarily plugged with mucus or the fimbria

closed by fine adhesions which causes an excessive initial rise in mercury
followed by a sudden drop when the obstruction is removed. According to

Rubin an initial rise of 100 m.m. or more followed by a drop with little

or no fluctuation, is characteristic of stricture. If the pressure rises to 200
m.m. and remains there it is positive evidence of obstruction.
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The treatment of sterility depends upon the diagnosis and it is not

only unscientific and detrimental to our reputation but unjustifiable to

recommend medication and surgical intervention without grounds for

either. It is also misuse of a patient's confidence to make them believe

they can or cannot become pregnant without facts to warrant the state-

ment.

The failure of the male to produce normal sperm in the absence of

infection or gross pathology, can often be corrected by improvement in

diet, rest, change of surroundings, outdoor living and exercise. A male
sterile from excessive coitus may quickly become fertile by the correction

of this error. Reynolds and Macomber have shown conclusively in white

mice that a deficiency in calcium always produces a state of lowered fer-

tility and even sterility. Blair Bell of Liverpool has rendered many
women fertile by adding calcium to their diet. An infection or obstruction

to the genito urinary tract should receive appropriate attention on the

part of the urologist. An old chronic prostatitis may be a cause of lowered

fertility in the male. The research of Macomber demonstrated that the

mating of male and female both of lowered fertility resulted in infre-

quent, or no conception, while the mating of two highly fertile adults re-

sulted in frequent conception.

Stricture or hypospadias must be corrected if the male fails to

deliver sperm on to the cervix.

A cervix, the seat of simple erosion, is best treated by radial cauter-

ization with the electric knife. Chronic deepseated infection of the endo-

cervix that destroys the sperm can be corrected and often followed by
pregnancy if we remove the glandular portion of the cervix and make a

new canal as devised by Sturmdoff.

Displacement of the cervix by anteflexion or retroversion does not

require treatment in itself if spermatozoa are found in the cervical mucus.

There maj^ be an associated stenosis however, which would require cor-

rection. The presence of small submucous or intramural fibroids may pre-

vent conception and their removal be followed by pregnancy. We have

two patients who have conceived after such myomectomy.

The fallopian tube obstructed by mucus, fine adhesions or kinking,

may be opened by pressure (not exceeding 200 m.m.) during transuterine

insufflation.

In the patient with the underdeveloped or infantile uterus we may
use endocrine therapy, ovarian and thyroid extract, but in all probability

in these women there is an associated lack of development of the other

organs of reproduction especially the ovaries which may account for the

sterility.

Cystic disease of the ovaries and also fibrosis to a certain degree may
be due to infection in the lower genital tract, especially in the cervix and
therefore early treatment of these conditions may prevent ovarian

sterility.

Summary of ten. cases of pregnancy following transuterine insufflation and

treatment during years 1924 to 1927. Ages of patients, 21 to 35.
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Menstrua'don normal in onset, frequency, duration and amount in all.

Duration of marriage, 1 to 6 years.

Previous Diseases:

Measles 10.

Mumps 3.

Scarlet fever 2.

Diphtheria 2.

Measles, mumps, scarlet fever and diphtheria 1. This patient conceived in

three weeks after transulerine insufflation.

Contraceptive, douche and condom used by 6.

Previous Operations:

D. and C. and Pessary, 2.

Appendectomy 1.

Dysmenorrhea 1.

Normal sexual desire 4.

Vaginal reaction acid 10.

Cervical reaction acid, 4.

Cervix eroded, 3.

Cervix chronically infected 1.

Uterus movable 10.

Retroposition 3.

Anteflexion 1.

Ovaries nega.ive to physical examination, 10.

Urine free from albumin and casts, 10.

Haemoglobin 70 to 90%.

Blood pressure, systolic 100 to 125 m.m.

Sperm in cervical mucus, 10.

Falliopian tubes

Patent in 6.

Spasm in. 2.

Stricture in 1.

Partial obstruction 1.

Four patients conceived without treatment after complete sterility study,
including transuterine insufflation.

Three cor.ceived in thirty days.

One in seven months.

Six patients conceived after examination and treatment.

Two in three months.

Two in seven months.

One in fifteen mon.ths.

One in two weeks.

Initial rise in mercury during insufflation 95 to 190 m.m. Treatment consisted
af alkaline douche, post-cipital antispasmodic, reposition of uterus with exercise
dilitation of cervix, thyroid and ovarian extract.

In conclusion, in order for conception to take place, there are four require
ments of the male and four of the female. The male:
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First, normal production of spermatozoa.

Second, no obstruction in the passages. •

Third, no lowering of sperm vitality during their travel through the

malle pg,ssages.

Fourth, normal delivery of the sperm.

The female:

First, normal reception of the sperm.

Second, no chemical injury to the sperm.

Third, normal production, of ova.

Fourth, No obstruction in the cervical canal, uterus or faliopia ntubes.

DISCUSSION

Dr. R. T. Ferguson, Charlotte: Mr. Chairman, Ladies and Gentle-

men: Before discussing Dr. Procter's paper, I am going to take the liberty

of passing around an apparatus I devised a few years ago for testing the

patency of the fallopian tubes. This is the simplest apparatus in use on

the market and the cheapest, and will do anything any other apparatus

will do. A great many doctors over the state have written asking for in-

formation about this, and for this reason I want to pass it around.

We are very much indebted to Dr. Procter for his valuable paper on

the subject of sterility. I have been very much interested in this subject

for the past six years and have made a great many tests. The fact is the

spermatozoon was discovered in the year 1677 by a German named
Hamm. The ovum was only discovered in the year 1827 by von Baier.

Up to the present time, no human being has ever witnessed the union of

the spermatozoon with the ovum.

There are many causes for sterility which Dr. Procter hasn't men-
tioned and which I can't mention because we don't know them. Because

we have performed a test and the patient has become pregnant a short

time following doesn't mean the test was the cause of the pregnancy,

because we all know there are many cases married ten to fifteen years

who haven't become pregnant before and without any treatment or test

or calcium, have become pregnant.

Dr. Procter has mentioned some of the causes of sterility. He has also

mentioned some of the contraindications. One contraindication I would
like to call attention to that he didn't mention is valvular heart trouble,

especially in the latter stages. I would hesitate to perform a patency test

in any patient with a bad leaking heart, also a patient with an advanced
emphysema, or, again, in cases with large tumors. The most important

of all is the case that might come to your office and be pregnant. The
performance of the patency test in case of a pregnant woman would
undoubtedly produce abortion. Of course, a patency test wouldn't be per-

formed on a patient if you knew she were pregnant. Unfortunately, many
cases come to us knowing they are pregnant and are deceitful. They*

want an abortion produced and they lie to you. They tell you they have
had their normal period, that they never missed a period. The reason we
have them come seven days following the period is they probably aren't

pregnant at that time. If the patient comes and tells you it is seven
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davs following her period, and she still hasn't menstruated and has

deceived you, you are liable to run into trouble and produce an abortion

where you didn't intend to.

I wanted to call your attention also to the fact that while these tests

properly performed are very simple^, there is an ultimate danger. I would
advise any man performing this test to examine his patient thoroughly

beforehand from every standpoint, examine the patient all over and don't

perform a test on any patient who hasn't been examined and whose con-

dition you are not thoroughly familiar with.

Of nearly 1000 cases I have tested, I haven't had any bad results, but

I have recently heard of one or two cases tested by other men that did

cause trouble, either from rupture of the tube or from an infection by
passing infectious organisms through the tube into the peritoneal cavity.

In any case that has had a recent infection in the pelvis, you are liable

to have trouble by forcing infection into the peritoneal cavity. I want to

warn men who are doing this test or who are going to do it to be very

careful of these cases. You may cause considerable damage to a woman;
if you rupture a tube, it means an immediate operation.

Dr. Procter's paper has been very timely. Dr. Procter always gives

us good papers. Every meeting I have ever attended where he has pre-

sented a paper, he has always given us a good paper. I enjoyed the paper
very much, and merely called attention to a few things Dr. Procter didn't

mention.

Dr. George Johnson, Wilmington: Mr. President, there is one point

that I especially wanted to emphasize for the men trying this out. That
is, if you have a patient with any symptoms or any indication of a pre-

vious pelvic condition, lay off with the tubular insufflation. I have had one

very bad experience with it. If your patient gives a negative history and
you can find nothing at all on the pelvic condition and you feel she i\S

free from even a low grade pelvic inflammatory condition, even at the

present or in the past, I feel it would be well to go very slow in stirring

up future trouble.

Dr. E. M. Locke, White Rock: I would like to ask how long this

work has been done. I remember seeing Dr. Reuben Peterson at t^he

University of Michigan make this test about five years ago, and I won-
dered if this work had been done since Dr. Peterson's work.

Chairman Brewer: Is there any further discussion? If not. I will

ask Dr. Procter to close.

Dr. Ivan Procter, Raleigh: Mr. Chairman, I want to thank all the

gentlemen heartily for discussing this paper. The writer always gets more
out of a paper like this than anyone else ; he learns a great deal in study-
ing a paper up and then he learns from the discussion. As to the time of
this work, as I stated in the paper, it was done between 1924' and 1927.

These cases that were reported have all been handled during that time
but the work has been going on for six years or more.

I want to stress a point Dr. Ferguson brought out, that tubal insuffla-

tion is not treatment. Maybe someone misunderstood me in the paper. I

just stressed that as part of the examination and that some of these preg-
nancies followed examination—four of them followed examination only.

As Dr. Ferguson says, we have people who have been married five or ten
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years with nothing done and they become pregnant. It is possible one of

those individuals, or both, were temporarily sterile or non-fertile. They
may have had a state of lowered fertility. Fertility I believe, changes,

maybe from one year to another, with particular individuals. It (insuffla-

tion) is not a treatment, although we may get good results at times follow-

ing the examination. If the tube is plugged with mucus, or a fine adhesion

obstructs and the obstruction is removed, possibly in that way it is a

treatment.

I am glad Dr. Ferguson brought out about these cases that come for

abortion. It is my policy to whenever possible see patients on two or three

occasions and not do the tubal patency test at the first visit, this being

the outstanding thing in the minds of people posted on this subject as the

only thing to be done or the important thing.

What I wanted to bring out was that insufflation is only part of the

examination, and if we do this test seven days after menstruation, with no

coitus in the interval, then we are pretty safe, unless some patient, of

course, is lying to us, as the Doctor brought out.

There is one thing particular that I wanted to bring out ; that is a

report of two cases in the American Medical Journal where this test was
done following a dilatation and curettage. In both cases, the patient died

within a few hours. What the explanation was, I don't know, air embolus

or something else. These cases were reported just a few months ago, and

I would like to warn against the tubal patency test following curettage.

As to the iodized oil injection, we do that but we don't do it routinely,

only in cases in which we find positive obstruction. We want to locate the

point of obstruction in those cases. For men who are doing salpingostomy,

the operation of opening the tube, it is often a great aid in deciding upon
the type of patient that is fit for such an operation. I don't see that it

gives us any more information in the average case than does the ordinary

air or carbon dioxide injection.

The object of this paper is just to stress the importance of a thorough

and complete study in cases of sterility, to examine every single act and

organ that comes into reproduction, the male as well as the female. Up
to the past few years, I believe, the male was rarely considered as a

necessary element in the act of conception. He is just as important as the

female, and the examination to be of any particular service must be

thorough and complete.

THE RESPONSIBILITY OF THE PUBLIC IN THE MATTER
OF MATERNAL AND INFANT MORTALITY

By Dr. J. S. Brewer, Chairman, Roseboro, N. C.

During the past eight or ten years much has been written and said

about the maternal and infant mortality rate in the United States and it

has been repeatedly compared to the rate of certain European countries,

much to our discredit. While the accusation has not been directly made,

the implication has been that the apparently higher mortality rate in this

country rests primarily upon the medical profession. Now I believe that

this implication is unjust and unfair and that a careful analysis of the

many influences that affect the conduct of pregnancy and labor in the
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United States will disprove it. A careful observation of the attitude of

the pub'ic, the layman, if you please, toward pregnancy and labor will,

I believe, establish that a goodly portion of the responsibility in the

matter rests upon our citizenry as a whole.

Our maternal and infant mortality rate in the United States, even

here in North Carolina, is, I think, we all agree far too high. But when
one considers that the collection of vital statistics and the recording of

deaths in different countries of the world varies considerably and that

there are certain geographical and climatic influences that affect life,

health and disease the statement that we stand about fourteen from the

top in the care that we give pregnant women in the United States is I

believe open to question. However that may be, one cannot escape the con-

clusion that here in North Carolina, for instance, many mothers and

babies are lost annually, who ought to be saved. No doubt that we as a

body of physicians do not render the full service of which we are capable,

but I do not believe that our faults cover the whole field of responsibility

in the matter. It is my purpose, therefore, to point out certain fallacies

in the attitude of the public toward pregnancy and labor, which I believe,

favor a high maternal and infant death rate among us.

Child bearing has for so long a time been looked upon as an entirely

normal and physiologic affair that the idea that it borders closely on the

pathologic and in an apparently increasing number of cases in actually

pathologic seems hard to get across to the lay mind. We have inherited

from our forebears a sort of complacent attitude toward pregnancy and

labor and one not infrequently sees evidence of it cropping up in the

public mind to this day. The husband who would immediately seek medi-

cal advice if he had an attack of indigestion sits calmly by and sees the

wife go through the throes of early nausea and vomiting with the hopeful

thought that it is an entirely normal and physiologic affair. The head-

ache and edema of late toxemia occasion more interest and perhaps a little

anxiety. The old black mammy midwife is consulted and she says she was
that way and then satisfaction reigns again. They think all is well. And
this despite the fact that the medical profession and public health agen-

cies have been preaching prenatal care for a generation. Doctors have
done their best to inculcate the idea of prenatal care for every woman
into the mind of the layman. This effort is not confined to those who
practice obstetrics but is made by men in every branch of medicine. Who
among you does not occasionally have a woman of seven or eight months
gestation come in, referred by the occulist to whom she went because of

headaches? There are yet some who are so indifferent that no train of

symptoms, no matter how pronounced, occasions interest in them and
medical advice is not sought until the woman is thrown violently into

the throes of eclamptic convulsions. I can not believe that these conditions

are the result of ignorance for the truths of prenatal care have been scat-

tered so thoroughly and blazingly that he who runs may read. It seems to

me more a matter of indifference and an unwillingness to accept newer
knowledge contrary to the traditions of the past. In this connection it is

well to remember that the public attitude toward medical knowledge goes

hand in hand with that toward religion. The war about evolution is not yet

over and there are those who don't believe the hereditary laws established
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by the monk Mendel, nor in the efficacy of diphtheria antitoxin. They
would make facts a matter of belief. The public attitude toward doctors

and medical knowledge is not yet far removed from superstition, mysti-

cism and quackery. Witness that today 130 years after the memorable
work of Edward Jenner there are sections of North Carolina where the

incidence of small pox is now so great as to cause alarm.

I next call your attention to the fact that the layman fails to use dis-

criminating knowledge toward the conduct of labor. It is frequently ex-

pected that the remote practitioner will use in the home the elaborate
methods of the best men in the best hospitals. Mrs. A. meets Mrs. B. from
the city whose cousin in New York was delivered by Dr. C. in a lying-in

hospital by version under ethylene anaesthesia without fear or pain. Im-
mediately she returns to her doctor in a town of 500 people and demands
that she be delivered in like manner. Mrs. B. neglected to tell her that

Dr. C. in New York was assisted by three internes, a skilled anaesthetist

and several nurses. Again Mrs. A. reads in the Ladies Home Journal of

the wonders of twilight sleep or ether-oil rectal anaesthesia and immedi-
ately she demands this of her doctor when he arrives on the scene and
finds complete dilitation and the head on the perineum. The article she
read did not mention that these agents are to be administered at the stage

of two or three fingers dilitation. Obviously the general practitioner can
not carry into the home the advantages and relief of the maternity hos-

pital. And the layman seems to have the idea that labor is a process that

can be terminated at the will of the medical attendant without jeopardy
to the mother or child, which of course is not the case. Many are the

weary hours the doctor spends while some anxious relative parades the

room beseeching him to terminate a normal labor as if he just sat there

enjoying the sufferings of the parturient woman.
Dr. Greer Baughman of Richmond says, "I am rather of the opinion

that impatience on the part of the mother, family and doctors kills more
mothers and babies than poor obstetrical judgment." I believe that im-

patience on the part of the doctor is a normal mental reaction to the

frequent demands by the family that he interfere and terminate labor.

A full appreciation by the patient and relatives of the knowledge and
skill of the physician in the conduct of labor would eliminate fully ninety

per cent of the haste and unwarranted interference on the part of the

doctor.

Another thing is the cheapness in which human life in infancy is held.

There seems to be a widespread disregard of the value of infant life.

Many times when I have been begged to interfere without justification I

have been told that it didn't matter about the baby, "Rush it on, if the

baby is lost we will excuse you." This attitude is difficult to explain.

Perhaps it is an economic problem. The infant earns nothing and costs

much. Maybe it is because so many of these little fellows are merely
accidents in the gratification of human passions. I urge a keen apprecia-

tion of the life of the unborn child. Coming as he does without volition

of his own he deserves the right to be safely born.

One of the chief causes of poor obstetrics is poverty and this applies

particularly to the South and its rural districts. In the large cities of the

North and West the medical schools, municipal clinics and hospitals and
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philanthropists amply care for the charitable obstetrical cases. But here

in North Carolina, for example, what public provision has been made that

every woman shall have the care of a medical attendant during confine-

ment? So far as I know this problem has had little public recognition and
the matter has almost been wholly left to the altruism of the medical pro-

fession. Altruism is a fine thing indeed and I am glad that in no other

composite body of society does it exist so largely as in our profession, but

we may as well hesitate to consider the fact that the medical profession in

North Carolina, be it ever so willing, will never be able to unselfishly

meet the needs of every poverty-stricken pregnant woman within our

borders. And it is not just that we should do so. This is a burden that

ought to be borne by society as a whole and I make the statement without

fear of future contradiction that until the public as a body politic makes
some manner of provision to lighten the burden of the charitable obstetric

patient on the physician that we shall not see the day when every woman
can be assured medical services during confinement. The solution of this

problem is not within the confines of this paper and I only leave the

thought with you for what it is worth.

When we come to think of it the public has largely failed to recognize

its duty to the poor man in the case of sickness. We have made provision

to educate him. We spend vast sums to punish him and his if they stray

into crime. But little of the public money goes to care for the indigent

sick and this applies not only to pregnancy and labor but to sickness

generally. There are many obstetrics cases that in the every nature of

things cry out for hospital confinement and by all the teachings of Chris-

tianity and economy of life and health they ought to have it. But there

are not sufficient hospital beds for them and if there were they could not

under the present system pay the bills. Obviously it is impossible that all

kinds of obstetric abnormalities and emergencies can be met and handled
by a lone attendant in the home with any hope of low mortality. The
resources of modern surgery are none too good for the woman who has

an ectopic gestation or an appendicitis but to go to all the trouble and
expense of a major surgical procedure just because the woman is going
to have a baby does not seem to be sound economic practice.

The public has largely left the establishment of hospitals in North
Carolina to the medical profession. Those who have engaged in this

endeavor have wrought well. But how much broader the service rendered
if the public had met and solved the problem ! Where would we be today
in the matter of public education if it had been left to the few pioneers
and their boarding schools of a quarter of a century ago.'^ And yet that

is what has been done in the matter of hospitals. There are millions

of public money to spend for schools, hard roads and fine court houses,

but little for public health and the care of the unfortunate sick. Yet
I believe that the establishment and maintenance of hospitals for the

masses is just as much a public duty as is education, good roads or fine

jails.

And lastly I call attention to the attitude of skepticism with which
every advance in obstetric knowledge is viewed. While a few may accept
with intelligence the evidence of our increasing knowledge the public as

a whole in prone to view with apprehension any departure from the usual
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in obstetric practice. It is not yet a hundred years since physicians were

persecuted and driven from the church because they dared to relieve the

pains of labor by the administration of chloroform. This because they

were in conflict with the Biblical statement that "in pain shall the woman
bring forth her young." Physicians have even been charged with mercen-

ary motives in their campaign for prenatal care. Many advances have

met with skepticism and even derision on the part of the masses they

were designed to benefit.

The important problem before the profession and the public is, how
is maternal and infant mortality to be reduced. The answer is education.

Education of the profession to every advance in obstetric teaching. In the

profession the bug-bear to advance in obstetric practice has been the idea

that nothing should be taught that can not be practiced by the general

practitioner in every home. This erroneous conception in medical teaching

is happily disappearing and the instruction of almost every obstetric

clinic is now open to any practitioner, whatever his situation. Education

of the public toward an appreciation of the possible seriousness of preg-

nancy and labor and of the often life-saving service of modern obstetric

care and surgery is a far more difficult problem. To this end we must
enlist the aid of every physician, whatever his specialty, of every public

health agency and every intelligent woman who receives obstetric care.

So impress upon each of your patients the importance of these things that

she will not be content until every pregnant woman in her neighborhood

engages and receives proper medical care. And let us as physicians strive

to impress upon the public that there is a christian duty in the problem
of charitable sickness and to awaken the public conscience to the end that

not another court house or jail will be built in your county or mine until

the opportunity of hospitalization is available to the poor as well as the

rich, when needed. And finally, let us accept any proffered legitimate aid

that has for its object the promotion of a better and safer motherhood,

whether it be state or federal. Senator Reed to the contrary notwith-

standing.

DISCUSSION

Dr. G. H. Macon, Warrenton: Mr. Chairman, this is the most com-
mon sense paper that I have heard at this meeting. I notice Dr. Brewer
didn't mention the infancy and maternity nurse. We have one down in

Warren County and we are making great progress in reduction of infant

mortality. She is teaching the midwives, having classes, and she is giving

them instruction as to how to proceed. Quite a number of cases down
there, as in all counties, never consult a physician. Our nurse has taught

these midwives the symptoms, that is, when a case is not doing well, and
exactly what to do. So we have made great progress in reducing infant

mortality in Warren County in the past three or four years.

She is also addressing the civic clubs, soliciting the aid of physicians,

holding baby clinics, and we are makng great progress along that line.

Our infant mortality has been reduced considerably in the past three or

four years on account of our nurse, and a cooperative medical profession

in Warren County.
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Another factor the speaker brought out as causing a high infant mor-

tality in the state is the interference by the timid physician. I say timid

on account of the fact that anxious relatives insist on the doctor doing a

great many things which according to his best judgment he should not

do. This is a big factor, I think, in the high mortality we have in the state.

If we would use our own judgment and do as we want to do, the outcome

would be quite different I am sure.

Dr. a. B. Holmes, Fairmont: Mr. Chairman, I think this paper, not

alone from a scientific standpoint, but from a humane standpoint, presents

a proposition in our state today in the line of obstetrics, and I would like

to suggest this Section extend a rising vote of thanks to our Chairman for

his paper. I make that in the form of a motion.

The motion was seconded and carried unanimously by a rising vote.

(Applause).

Dr. G. H. Macon: I would like to further add that this is a paper to

give to the press. It is a splendid paper and I think the public should be

informed along the line of Dr. Brewer's thought, as brought out in this

paper. If there is any way to give it to the press, and there is, I would

suggest this paper be given to the daily press, because it is so interesting,

especially to the public at large.

Chairman Procter: I am going to take the liberty of appointing Dr.

Macon, who is First Vice-President of the Society, a committee of one to

take that matter in hand and have it attended to and delivered to the

press.

Dr. Brewer's recommendation there brings up the fact about having

jails and court houses and so forth, and no hospitals. I think if we can

get the committee that was appointed this morning to influence the legis-

lature enough to pass Dr. Templeton's motion and get across a bond issue

of $50,000,000 for public health, maybe we can get some hospitals. I, too,

don't see any reason why the lawyer should have court houses any more
than the doctor should have hospitals.

I will turn the meeting back to the Chairman.

(Chairman Brewer resumed the chair).

Dr. Macon: I hate to be on my feet so much. This paper to my mind
should be unnecessary in North Carolina. I am very much enthused along

this line. I think I was one of the main factors in obtaining a county

nurse, and I have watched her with a great deal of enthusiasm and the

results she has gotten with the or^e hundred per cent cooperation of the

physicians of Warren County. Of course, we are one hundred per cent,

and we all get along wonderfully well, and we are all working along for

one great end, that is the reduction of infant mortality, especially in

Warren County.

Chairman Brewer: Gentlemen, I would like to say I thank you very
heartily for your kind expression of regard for my paper. I certainly do
appreciate it. As Dr. Macon brought out, I would like to say I do recog-

nize the wonderful work of the infancy and maternity nurses that is

being done. We have one in the county in which I live, and she is doing
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a splendid work^ but the things that I brought out in my paper are really

my convictions about the principal cause of poor obstetrics, particularly

in the rural districts of the country. The physician, in most instances, ac-

cording to my observation, does the best he can under the circumstances.

The circumstances are so doggone poor that nobody can get by with good

obstetrics under the conditions that some of the men who are practicing

medicine in North Carolina have to labor under.

The next business before the Section is selection of a Chairman for

next year. I am going to appoint Dr. Procter and Dr. Boice and Dr.

Pittman to get together and bring in a nomination of someone for Chair-

man for next year. This will take only a few minutes.

The committee retired and prepared their recommendation, upon

their return suggesting Dr. George W. Johnson, of Wilmington, as Chair-



SECTION ON PUBLIC HEALTH AND
EDUCATION

The meeting convened in the Ladies' Card Room of the Carolina

Hotel, Pinehurst, North Carolina, at 2 :20 o'clock, Tuesday afternoon.

May 1, 1928, Dr. C. C. Hudson, Greensboro, Chairman, presiding.

Chairman Hudson: The Public Health Section will come to order.

As Chairman of the Section on Public Health it is the custom for us to

deliver an annual address, and I have chosen as my subject, "The Im-
portance of Closer Cooperation of the Practicing Physician with the Pub-

lic School Health Program,"

THE CHAIRMAN'S ADDRESS

THE IMPORTANCE OF CLOSER COOPERATION OF THE
PRACTICING PHYSICIAN WITH THE PUBLIC

SCHOOL PROBLEM
Dr. C. C, Hudson,. Health Officer, Greensboro, N. C.

We believe that few practicing physicians realize the value of the

public school to the profession, and the possibilities for good offered by a

closer cooperation with our educational authorities. For a number of

years our educational leaders have realized the bad effects of certain

diseased conditions upon both the mental and physical development of

their pupils and have tried to find a solution, but very few places are

doing more than scraping the surface of this enormous medical problem.

This problem has never secured the attention from the medical profession

which it merits.

The school health problem of North Carolina is a tremendous one.

During the school year 1926-27 the total school registration was 818,739.

Every year more than 200,000 children enter the first grades. Most of

the children entering the first grades have not been examined since baby-

hood and many of them were cared for at that dangerous period by un-

trained midwives. It is safe to assume that most children entering school

have not received the medical attention which should have been given.

We do not know exactly how many children in our schools are diseased,

but from examinations which have been made, we can estimate about the

size of our school medical problem.

Dr. Thos. Wood of New York estimates the percentage of defects

found among school children as follows

:

Heart Disease IVg to 2%
Tuberculosis 5 to 10

Orthopaedic defects 5

Defective Vision 25

Defective Hearing 5

Enlarged and Diseased Tonsils 30

Malnutrition 25

Defective teeth 50
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Dr. S. Josephine Baker in her book entitled Child Hygiene, gives the

following percentage of diseased conditions found among children of

preschool age:

Hypertrophied tonsils 26.3%

Defective Nasal breathing __ 23.1

Malnutrition - , 19.2

Pulmonary disease 1.12

Organic heart disease .66

Orthopaedic defects 1.12

Nervous diseases -— .66

Defec^ve teeth 72.6

The National Society for the Prevention of Blindness estimates that

12 per cent of all school children are suffering from some form of eye

disease vt^hich should be under the care of a physician. If we made a low

estimate of the amount of disease among these children, we would find it

about as follows

:

Total children 818,739

Heart disease (1%) 8,187

Tuberculosis (infected and underweight 3%) 24-,.561

Malnutrition (other causes 14%) 114,619

Visional disturbances (10%) 81,873

Diseased and enlarged tonsils (25%) 204,685

Defective hearing (3%) 24,561

Orthopaedic defects (3%) ._... - 40,935

Mental disease (1%) ._.._. ___- 8,187

Dental defects (40%) 327,495

This does not include much other medical work which should be done

in the schools such as smallpox vaccination, innoculation to prevent ty-

phoid and diphtheria, many cases of skin disease, hernias, circumcisions,

an occasional appendicitis and many diseases such as intestinal parasites,

malaria, pyelitis, cystitis, overfatigue and improper feeding which will

be discovered among the more than 100,000 who are malnourished. When
one stops to consider the size of our school medical problem and the

enormous handicap under which many children labor in an endeavor to

secure an education, one cannot help but wonder why more orga-'nized

medical work has not been instituted.

For several years the State Health Department and the State Depart-

ment of Education have given considerable attention to school inspection.

The present state law is designed to secure the examination of all chil-

dren in public schools every three years. The law provides for the exami-

nation of the children by teachers, and then provides that the parents

of children found to be diseased, shall bring them before a medical man
for examination. Any parent, by sending a written notice to school, may
prevent the medical examination of his child. This should certainly be

changed so that if there is objection to examination at school, the parent

shall be required to have such examination made, and the card filled out

by the family physician. Another weakness of our present law is that it

does not require any special training course for teachers who are to make
these examinations. It would seem highly desirable that she, at least,
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should have been given a course of instruction before being requested to

pass upon the things that a well trained medical man may have difficulty

in deciding. We need her cooperation, but she should be trained for this

work. We believe that these examinations are too important for any lay

person to decide. To have them made by a nurse is certainly far from

ideal. Some of these examinations really require medical specialists to

render a decision, and, whenever possible, they should be made by a

medical man. This is the only way that most diseased conditions can be

discovered. Medical men often hurry over these examinations and miss

many important conditions.

What are we doing? During 1927 officers of the State Board of Health

including cooperating County Health officers, examined 104,638 children,

dentists 60,000 and nurses 259,862. It is likely that many of these were

duplicate examinations. The children in two or three other cities in

the state were examined and probably a few children were examined by

private physicians cooperating with local parent teacher associations.

From the corrections reported we would judge that we are hardly touch-

ing the problem excepting the dental work. During the year dentists

employed solely by the State Board of Health gave 33,522 treatments

and 17,860 other corrections were reported. Even making a big allowance

for treatments made by physicians and not reported, we would judge that

a' very small part of the children who should have medical care are receiv-

ing it.

During recent years the National Congress of Parents and Teachers

has begun a movement to have every child given a careful examination

before it enters school and to have all defects corrected. The children are

also vaccinated and given toxin-antitoxin when necessary. In some places

this work has been performed by the practicing physician, either by
having the children come as private patients to his office, or in groups

at the school, the work being done either voluntarily or on a part time

basis. After the diseases are discovered an effort is made to have them
corrected. We believe this to be one of the best movements which has

been started for the promotion of good health among school children and
one which should be encouraged in every way by the physician. It gives

him an opportunity to find a large number of diseased conditions which
should be given medical care. It also gives him a good contact with both

the patient and the mother after their interest has already been aroused.

Practicing physicians should examine more groups of school children

in the communities in which they live. By doing this they are rendering

a distinct service to the community and also to the profession. They would
find many cases for themselves and their brother physicians to treat.

Where there are several physicians in a community they should work
together to obtain the examination of all children in that community.

The family physician is always consulted about any disease found
among his patients, either by a school physician, a nurse, teacher or other

physician. He is often approached in an effort to make his disagree with
the previous examination. Many parents when told that a diseased con-

dition exists, deliberately go from one physician to another, until they

find someone, off his guard, who tells them what is desired. The best
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results are secured when the patient is gotten into the physician's office

and the mother is painstakingly told just what is the trouble with the

child, and what is needed for its correction.

The physician should encourage parent-teacher associations and teach-

ers to invite him to give short talks on various health topics. In this way
he can gradually educate his community as to what really constitutes a

good medical care. Parents will then be more inclined to call the physician

when needed, rather than use every remedy suggested by anyone in the

neighborhood.

Physicians occasionally assume an antagonistic attitude toward school

physicians, nurses, teachers or a brother physician who examines a group

of school children and suggests that some of them may be suffering from

eye strain, overfatigue, diseased tonsils or other diseases. When those

advised come to see such a physician to have the disease corrected, the

examiner is sometimes criticised for finding a diseased condition which

really should have been found years before. It will probably be many
years before all children will be taken to the family physician at regular

intervals for a careful examination and all diseased conditions corrected.

The practicing physician should appreciate the efforts of nurse, teacher,

or school physician, to have a diseased patient come to see him, and in-

stead of feeling that another is encroaching upon his work, should wel-

come the assistance which has been rendered, even though he may disa-

gree as to the diagnosis.

CONCLUSIONS

1. Only a small part of the 818,000 school children in North Caro-

lina are given an annual examination by physicians.

2. There are probably 350,000 or 400,000 diseased conditions exist-

ing in this large group which should be found and corrected if our school

population is to grow up healthy.

3. The examination of school children is distinctly a work for the

physician if anything like all defects are to be found.

4. As most of the work of correcting the diseased conditions found

among school children will come back to the practicing physician, he

should take a more active interest in finding these conditions, and to this

end he should,

(a) Assist in every way possible the local Congress of Parents and

Teachers to examine all children entering school for the first year.

(b) He should cooperate with his brother physician to secure an an-

nual examination of all school children in his neighborhood.

(c) He should give sympathetic assistance to the nurses and teachers

in securing corrections of diseased conditions.

(d) He should give practical instruction in hygiene to gatherings of

boys and girls, parents or teachers whenever this is possible.

(e) He should be very careful when examining a patient brought him

by a parent who is very anxious to have him give a different opinion from

one which has been given by another examiner.

Our dental friends are going far toward giving our children healthy

teeth. I have never heard a practicing dentist criticize a school dentist.
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They know that if the children are taught proper care of their mouths,

when those same children are older and continue to have decayed teeth

and other diseased conditions which need dental care, having been prop-

erly trained, they will know where to get the service.

If we physicians hope to eliminate quackery, to teach the public what
constitutes good medicine, and above all, to make our people strong and
healthy, we must lose no opportunity to reach the boys and girls of our

public schools and so train them that they will always have that faith

in us as physicians, which has always made the practice of medicine a

glorious profession.

We need all the assistance which the teacher can give to this work and
she should be required to take a course of training which will, at least,

partially fit her for this important work.

Chairman Hudson: The next paper on the program is "The Prophy-
lactic Use of Convalescent Measles Serum," by Dr. Clyde M. Gilmore, of

Greensboro.

THE PROPHYLACTIC USE OF CONVALESCENT
MEASLES SERUM

Clyde M. Gilmore, M.D., Greensboro, N. C.

Measles, also called rubeola, is one of the most ancient, as well as

the most universal, affliction of mankind. It is, and has been, for cen-

turies, the most widely prevalent disease in every country and climate.

This disease comes to us out of the remote past; it's origin reaches back
perhaps into unknown antiquity. It occurred in epidemic form through
Asia and Europe, A.D. 610, and probably long before. The disease was
at first confused with smallpox and scarlet fever, being differentiated

from smallpox by the description of Rhozes, A.D. 900, and from scarlet

fever by the brilliant articles of Sydenham in 1665.

A history of the various treatments advanced in the nearly fourteen

hundred years in which medical men have wrestled with the problems of

this disease, would require the enumeration of a long list of drugs, and
many weird and ridiculous combinations, long since discarded. It is suffi-

cient to say that no remedy has stood the test of time, and that up until

eleven years ago we knew little more about the prophylaxis and treatment
of measles than did our predecessors of five hundred years ago. It seems
tragic that this, the most universal of all diseases, hould have withstood,

to the last, all the assaults of modern science, when practically every other

malady has, in one way or another, yielded to the rapid advance of medi-
cal knowledge. Even yet we are not sure that we have found the causative

organism.

In 1917 Tunnicliff^ reported having obtained a constant culture of a
gram positive micrococcus or diplococcus, which, after experiments-
extending over the period from 1917 to 1926, she seems to ha;ve estab-

lished as the causative organism of measles. Ferry and Fisher^ in 1926,
and Duval and Hibbard in 1927^ have partially confirmed Tunnicliff's

findings, but the majority of workers have so far failed to isolate the

organism, and many still believe it to be a filterable virus.
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Using the micrococcus of Tunnicliff as a basis, Tunnicliff and Hayne^
recently immunized goats and produced a serum that is both antibacterial

and antitoxic in character. Using this goat serum as prepared by Tunni-
cliff, Halpern*' this year, (1928) immunized fifty children who had defi-

nite exposure to measles in the wards of Cook County Hospital. His re-

sults, published this month, show that sixty-three per cent of the patients

were entirely protected, while the remainder had a very mild form of the

disease. It is quite likely that this goat serum will soon be available in

commercial quantities.

Working concurrently with, but independently of, the above named
American physicians, Coronia of Italy has succeeded in isolating a mi-

croorganism which he regards as the causative agent in measles, and
which resembles in many respects, the organism of Tunnicliff. With this

organism as a basis, European workers have produced in the sheep an
antitoxic serum which has apparently given good results, although still

in the experimental stage.

The use of human convalescent blood serum for the prevention of

measles in infants was first suggested by a German physician, Weiss-
becher, in 1896, but it was not until 1916 that Nicoli and ConseiF of

Paris put this suggestion to practical use, and reported favorable results.

In the same year Park and Zingher reported good results in their series

of forty-one cases at the Metropolitan Hospital, New York City. Deg-
witz, of Munich, has probably done more than any other to standardize

the preparation and use of convalescent serum. In the three years, 1920
to 1922, he reported more than one thousand cases, with successful re-

sults in eighty-five per cent (85%) of this series. In 1926 Park and Free-

man^ published their results in fifteen hundred (1500) cases, and to them
is due the credit for mucli of the recent interest of the profession regard-

ing the control of infant mortality in measles.

A method strongly advocated by ReitscheP^ should be of great interest

to the members of this Society who have not the advantage of the well

equipped laboratory so necessary for the preparation of the serum. With
this method the whole blood of adult convalescents is used, preferably

healthy members of the same family. Into a syringe containing 5 cc. of 5

per cent sodium citrate, 20 to 30 cc. of blood is drawn and immediately
injected into the gluteal muscles of the child to be protected. Reitschel

reported favorable results in 39 cases. His method has been tested and
approved by several writers, especially Townsend^*^ of Boston, and Mac-
Namara^'^ of Australia. There have been no reactions or other ill effects

from the use of the blood. This method can be used by any physician, no
matter how far from the laboratory, and I am convinced that infant mor-
tality in the rural districts of our state could be greatly reduced if sus-

ceptible children under three years of age, who are known to be poor
risks for the disease, were thus protected.

Following the above mentioned articles, interest in this disease was
greatly stimulated so that within recent months many original and prac-

tical papers have appeared, dealing with the prophylaxis of measles.

These authors have not yet agreed on the bacteriology of the disease^ but
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out of twentj'-nine articles^- abstracted by the writer from current Amer-

ican, European and British literature, all writers but one agree on the

following conclusions

:

1. Whole blood, citrated blood, or serum from a measles convales-

cent when drawn within seven to sixty days after the febrile period will,

when injected intramuscularly in children who have been exposed not

more than six days previously, absolutely prevent the disease for a limit-

ed time, in a majority of cases, and will cause a mild attenuated form of

the disease in those not entirely protected.

2. That no reactions follow the use of the convalescent whole blood

or serum.

Early in February of this year the physicians of Greensboro were

faced with the problem of a rather severe epidemic of measles. At the

request of Dr. C. C. Hudson, City Health Officer, the President of the

County Society called a meeting of local members of the Society to con-

sider means of controlling the epidemic, and to work out, if possible, a

program that would reduce the usual mortality among infants. After a

lengthy discussion, a committee for the control of the measles epidemic

was appointed, consisting of the following:

Doctors Anna Gove, Ruth Collins, H. R. Parker, W. P. Knight, and
the writer, the latter being made chairman.

After consulting with Dr. Hudson,^^ and some correspondence with

Dr. Wm. H. Park, whose work in New York City has already been men-
tioned, the Committee adopted the following report which was mailed to

every local physician, and which was also given publicity through the

press and the public schools.

FIRST: That every case of measles should be under the care of a

physician, especially if the disease occurs in a child under three or four

years of age, as more than 70 per cent of all deaths from measles is of

children under three years of age.

SECOND: That all physicians handling measles cases should co-

operate to secure immune serum for use in protecting children under three

years of age. This serum should be secured from healthy adults or older

children who have recovered from measles, and should be taken between
two weeks and three months from date of eruption. The City Health
Officer will cooperate with the physicians in securing this serum by con-

trifuging it, labeling it with the physican's name, and then keep in the

ice box for his use, or the physician may send the names of his patients,

with address and telephone number, who will be suitable donors, to the

health office, and they will be notified when to come to have the blood
taken, under the Committee which was appointed for this purpose.

THIRD: From 5 to 10 cubic centimeters of serum should be given to

the exposed child before the fifth day after exposure, if it is to be entirely

protected but the serum modifies the disease and lessens the danger of

pneumonia and other complications, if given at a later date after expos-
ure. If a case of measles develops in the home, the serum should, there-

fore, be given on the second or third day after the eruption of the first
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Through the courtesies of the officia's and attending physicians of the
North Carolina College for Women, and of Guilford College, we were
able to immediately obtain a good supply of the blood for serum. Each
donor was carefully examined by two physicians; a Wassermann was
made on each, and from 100 to 300 cc. of blood was taken from each of
the convalescents. The blood was drawn through a 16 gauge luer needle
into a 50 cc. syringe containing 2 cc. of 25 per cent solution sodium
citrate. This was deposited in a 500 cc. Florence flask, and a 0.3 gm. of
chinosol was added to each 500 cc. of blood as a preservative. The bottles

were then put in the ice box and allowed to settle, and the serum pipetted
off. The remaining blood was then centrifuged and yielded still further
serum. This serum was then pooled, and several cultures were made from
each lot for sterility. The finished product was then sealed in vials of

6 cc. each; labeled and kept on ice. In a short while 195 doses of the
serum were thus prepared. This was distributed to local physicians as

fast as made. The demand could not be wholly supplied due to so many
difficulties in securing donors. The dose recommended was 6 cc. of the
serum for children under three years of age, the dose to be increased for

larger, or older children. The time of administration was suggested as

before the fifth day after exposure if complete protection was to be ex-

pected, while serum given after the sixth day would tend to produce a
mild form of the disease.

RESULTS OBTAINED: To date accurate data has been returned
on seventy-eight (78) cases. Most of these subjects were constantly
exposed to active cases of measles in the home. Of the seventy-eight, 64
per cent, or fifty patients, were entirely protected. Twenty-five were re-

ported as having a very mild type of measles, and three had ordinary
measles, but these three received serum after the eighth day of exposure.
Of the twenty-five who had been exposed more than seven days, twelve
developed the disease, while of the fifty-three who had been exposed less

than eight days, but more than four days, only sixteen developed mild
measles. None of those who had serum in the first seven days after expos-
ure were classed as having ordinary measles. No deaths and no serious

complications were reported in any of the seventy-eight cases. It is our
belief that the remainder of the reports would be essentially the same.

REACTIONS: Two reactions were reported, each consisting of an
angioneurotic oedema of the lips, both occurring in the same family, and
each cleared up within twenty-four to forty-eight hours without serious

trouble.

We believe that the infant mortality of the present epidemic has been
definitely reduced over that of former epidemics, due, not only to the use
of the serum in infants who were poor risks, but also to education of the

public to the fact that the disease is often fatal in children under three
years of age. There was no mortality, and no serious complication in any
patient given the serum, which is remarkable, considering the fact that
it was usually the poorest risk who received the serum.

In the City of Greensboro there were reported eighty cases of measles
in January, 493 in February, 1,335 in March, and 625 in April, a total
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of 2,533 cases, with a mortality of seven deaths, or one death to every

362 cases, a percentage of slightly more than one-fourth of one per cent.

The generally accepted mortality is one to two per cent.

CONCLUSIONS

1. Convalescent measles serum is a rational, established, and safe

means of controlling the mortality in measles epidemic.

2. It is an agent of real value in saving lives, particularly among
children under four years of age.

3. If given before the seventh day after exposure, it will prevent the

disease in fifty to seventy-five per cent of those immunized.

4. In those not completely immunized, the disease is much milder

and complications are greatly lessened.

5. The serum may be satisfactorily prepared when the facilities of

a well equipped laboratory are available.

6. When the preparation of the serum is not practicable, cytrated

whole blood may be used with equal success.

7. Seventy-eight cases are herein reported with good results in

all but three cases.

8. Two peculiar but harmless reactions are reported. These being

the first and only reactions reported in the literature to date.
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13. This work was instigated at the request of, and wi_h the full cooperation

of the Health Department of the City of Greensboro, and our lasting grati-

tude is hereby expressed to Dr. C. C. Hudson, City Health Officer, and

Mrs. F. H. Craft of the Ci :y Health Laboratory, without whose aid the

work could not have been possible. Our thanks arc also due the other mem-
bers of the Committee for the Control of the Measles Epidemic in Grfeens-

boro.

DISCUSSION

Dr. C. a. Shore : It is, of course, a fine thing what the city of

Greensboro has done. Unfortunately, the problem is not one which at

present can be handled by a state laboratory. There is no hope of obtain-

ing enough human convalescent serum for state distribution, but it is

something which a municipality can do.

There is one point in the paper which is of interest to every physician.

The assistance of a laboratory is not essential, for instead of the serum,

he may use the whole blood—from a convalescent case in the same family,

preferably—as mentioned by Dr. Gilmore.

I might also emphasize the great value of the serum in those cases

where the disease is not prevented but where it is modified, because in

those cases a permanent immunity is established by means of a very mild

disease. No permanent immunity is established by the injection of the

convalescent serum when the disease is entirely prevented and probably

the immunity is of only short duration. Of course, absolute prevention,

even though the immunity is short, is of extreme value in those cases

which Dr. Gilmore speaks of as poor risks. (Applause).

Dr. John Hamilton, Wilmington: I should like to ask Dr. Gilmore

what his experience has been with the duration of the immunity con-

ferred by the use of convalescent serum.

I appreciate the good team-work that the profession had in Greens-

boro. In Wilmington we didn't have as well organized team-work, al-

though we furnished our pediatricians with a list of adult convalescent

patients and a considerable amount of immune serum was used, with good

results. I do not have the definite information which will enable me to

quote statistics, but I do know that we had uniformly good results. In one

or two cases that have come to my attention we did have measles occurring

in the persons that were immunized some six or eight weeks after they

had received the convalescent serum, but I do not know what conclusions

might be drawn from the meager information that I have.

Dr. W. C. Davison, Duke University Medical School: I think Dr.

Gilmore is to be congratulated on this collection of serum and having the

serum available for so many patients there. I think it is too bad that Dr.

Gilmore's paper couldn't have been given in the genei'al session, because

I think if the matter were brought to the attention of the men practicing,

we could obtain a much larger supply of convalescent serum than is

usually possible.

The first time a large supply of convalescent serum was made avail-

able was two years ago when William H. Park of New York heard of it

at Berea College. He collected about forty-five gallons of serum and dis

tributed it on a wholesale basis.
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Last year we Iiad the good fortune, from our point of view, of having

an epidemic of measles in the army camp near Baltimore. Due to the

cooperation of the medical officers and the convalescents, we were able

to get a satisfactory supply from the men in the army camp. But ordi-

narily if the men in practice would cooperate with the county health

officers and persuade the parents or the patients themselves to give some

of this to them, I think they could build up a satisfactory supply. That

is the basis we are working on at Durham at the present time, through the

cooperation of the men in practice.

I think there is one very important point in the use of convalescent

serum, that is the routine of a thorough examination before that serum
is used. I know two cases of syphilis that have developed by the indis-

crimiate use of serum from supposedly healthy donors.

Dr. Hamilton brought up the point with regard to the duration of the

immunity. We had two hospital epidemics in measles and the shortest

period was five weeks. Others did not develop measles until they were
exposed the second time after seven weeks from the time we had given

them the first dose.

I was interested two years ago in Alliance, West Virginia. Children

immunized of one epidemic were apparently immune to a second epidemic

which occurred eighteen months later. Whether that is a coincidence or

not I do not know. I don't think the immunity would last much more
than five weeks.

I think we can build up our supply of serum for distribution. I think

it will keep about two years. I have used it after it was kept on ice for

two years.

Dr. F. R. Taylor, High Point: Dr. Gilmore brought out the point

that most of the cases received complete protection if the serum was
given in less than six days. If given after eight days, there apparently
wasn't very much protection and they were likely to develop ordinary
measles, but if given between six and eight days after exposure, a mild
form of measles was developed. That brought two questions to my mind.
Does that mild form of measles give the usual active immunity often

lasting against measles, and can you depend on its being mild to the

extent where it is really more beneficial to give it between the sixth and
eighth day than earlier in order to get a permanent immunity to measles
and obviate a serious attack later in life?

Chairman Hudson: I will ask Dr. Gilmore to close the discussion.

Dr. Clyde M. Gilmore: I thank these gentlemen for this discussion.

The Doctor's question as to the duration of immunity has been answered
satisfactorily, I hope, by Dr. Davison. We have not had the work going
on long enough to answer from our own experience, but from a review
of the literature, it seems that from three to eight weeks is the extent of

protection expected.

As to Dr. Taylor's question about the active immunity, it has been,
I think, rather definitely concluded that the modified form of the disease

which occurs in patients who have had the serum too late to prevent it
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altogether confers as active and as permanent immunity as an ordinary

case would, and it should be freely used in this connection to prevent

the complications and for the comfort of the patient.

Dr. F. R. Taylor: Would you consider that preferable to giving com-
plete immunity earlier.^

Dr. Gilmore: Depending, Doctor, on the type of case. I would not

in the child under three years of age who is a poor risk and whose mor-
tality rate would be high, but since there is very little or no mortality di-

rectly from measles after seven or eight years of age, I should think that

the modified form of the disease with permanent immunity afterward,

would be most satisfactory.

In closing, gentlemen, we want to remind you that this is only one of

the many activities of the Health Department of the city of Greensboro

and that it may be considered a part of the work of our very efficient and
very capable Health Department of which all the doctors of our town
are justly proud, and that without the aid of Dr. Hudson and of Mrs.

Floyd Craft who is in charge of the City Health Laboratory, the work
wou.d not have been possible. (Applause).

Chairman Hudson : The Chair hopes to be pardoned for making one

suggestion in regard to the modified type of measles following the use of

convalescent serum. It was quite interesting to see how mild the symptoms
were in these cases. The patients developed a slight fever, perhaps 99^4
or 100, had a little malaise for three or four days, and then had a very

mild eruption with no cough and no loss of appetite. There were no other

symptoms excepting a slight fever and the eruption. The eruption usually

lasted two or three days, then disappeared, and the children were entirely

well.

INTRODUCING DR. F. R. TAYLOR

We have a new unit in the State Health Department, and I thought

that we could not do anything better this afternoon than consider the

work of this new Life Extension Unit, so I asked Dr. F. R. Taylor, who
is director of the new unit in the State Health Department, to discuss the

Life Extension Unit of the State Board of Health, so that we would all

be acquainted with the work of this organization.

It gives me great pleasure to introduce Dr. Taylor to you.

Dr. F. R. Taylor, High Point: Mr. Chairman, I have no formal paper
at this time. I thought it would be better just to talk this matter over

with you and have a discussion of it, because there are a number of fea-

tures in it that are new to all of us and I need your advice and criticism.

The reason for the organization of this unit, I think, is fairly well

known to all of us, namely, the steadily increasing death rate from degen-

erative diseases in middle life, chronic circulatory diseases, chronic kid-

ney diseases and cancer. Certain epidemic diseases are under fairly ade-

quate control at the present time. Typhoid, summer diarrhea of babies^

diphtheria and smallpox we have no right to permit to exist in our com-
munity. Certain other epidemics we have no adequate means of controlling

at present, notably, pandemic influenza and pneumonia. But these degen-

erative diseases are increasing in their mortality rate pretty steadily

every year. They are increasing out of proportion to the increase in popu-

i
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lation, and up until very recently we have not been aroused to the situ-

ation sufficiently to deal with it in any adequate way at all. We have been

aroused to deal with another great disease that we have no specific means

of preventing—tuberculosis. Our mortality has dropped fifty per cent

in the last twenty years, forty per cent in the last ten years, in this state.

Why? Not because we have vaccine, not because sanitation is as fully

developed in the control of tuberculosis as it is in the control of typhoid,

but because the medical profession and the people have become aroused

to fight this thing with every possible resource in their power.

We know the need of early diagnosis of tuberculosis. We are preach-

ing it from the housetops ; every doctor knows it ; the people know it.

That is the why of these results, but the mortality from chronic circu-

latory diseases today in our state is practically identical with the mor-

tality from tuberculosis twenty years ago, and we have not become

aroused to fight that as we have tuberculosis.

Cancer, in theory, is always curable, when it can be removed com-

pletely surgically. In practice, it is rarely found in that stage. We have

got to handle the cancer problem on this basis of public education, arous-

ing the public to fight it. But with these chronic degenerative diseases,

it is not enough to preach the recognition of early subjective symptoms
and to send the person as soon as he feels sick at once to his doctor.

That will not solve the problem. He has got to go to his doctor before he

feels sick. Otherwise, we haven't got anywhere. This can only be done by

periodic health examinations. It is the only possible way.

Periodic health examinations on a large scale will, of course, depend
on the wholehearted cooperation of the medical profession and the public.

Already in this work I have seen ample evidences that the public is ready

for this work. The medical profession is ready for it in certain sections.

In other places, it doesn't seem to be ready for it. It isn't primarily the

doctor's fault that they are not ready for it. We are thinking and we are

acting as we have been trained to think and act. The medical schools

haven't taught this work; it is new to us.

Back in 1861, old Dr. Horace Dobell in London tried to put the idea

over. He recommended it to the British Life Insurance Companies, but

nothing was done about it for forty years. He had a thoroughly modern
viewpoint.

I believe that the best way to get this idea impressed on the minds of

men who haven't become aroused to it is by a two-fold work, and by
preaching to the public. Of course this work is taken to the medical pro-

fession first in any community, and then, like it or not as we may, we
have always been more or less driven to some of our best work by the

public, and when the public makes a sufficient demand on the doctor, the

doctor is going to have to meet that demand.
A woman who is very alert and progressive, and especially active in

parent-teachers work in another county, remarked to me once that they
had two good doctors in their town, and that if she should get sick with
typhoid or pneumonia, either one would do anything to save her, but if

she should go into the office and ask for an honest-to-goodness examina-
tion, saying she had no symptoms, they would laugh at her and ask her

why she came in. I explained to her that they had been thinking and act-
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ing as they had been taught to think and act, that they were not to blame
in the matter ; it was simply a necessity for all of us to get aroused and
work out the best methods of handling this thing, and that I believed the

best way to deal with the situation was to get about a dozen of that

doctor's best patients and go to him separately, one at a time, and ask

for these health examinations ; then he would become aroused to the fact

that here was a real opportunity.

What is a health examination? It is a thorough, comprehensive, gener-

al examination. It must in some ways be rather particularly thorough.

We are not looking for something in the health examination ; we are look-

ing for everything, anything, and we usually do find something or other.

We rarely find a man a hundred per cent physically well.

Sir James McKenzie once remarked that in our great medical centers

and teaching hospitals we do everything just exactly wrong. He said he

meant by that that we take the man who is dying and put him under the

best man we have got, perhaps a world's famous professor of medicine,

but any senior undergraduate medical student can handle the man who
has slight symptoms or none, and he said we ought to do exactly the

opposite. It may be a bit extreme. Probably none of us who had loved

ones who were dying would care to turn them over to a senior under-

graduate, but the underlying fundamental truth in the thing is this

:

where the symptoms are obscure, slight or even absent, as a general rule

it will take greater skill to find out the trouble that is existing in that

individual than it will in many dying persons. In a poor fellow dying of

typical lobar pneumonia with an entire lobe of a lung consolidated, or

more than an entire lobe, it is easy enough to make a diagnosis of his

condition, and a senior undergraduate who couldn't do this had better be

kicked out before he is turned loose on the public. If he makes a diagnosis

and doesn't know what to do for it, the textbooks will tell him, but no

textbook will tell him what is the matter with John Smith on a definite

date when he comes into his office. He has got to work that out for him-

self, and the more obscure the symptoms, the more careful and pains-

taking his work must be.

I don't say this with the idea that the specialist has got to make all

these health examination. I don't believe it for a moment. In the demon-
stration work that we have done, we have already proved, I think, that

our contention that the family doctor who will make a thorough, careful

examination is the ideal man to make it, is correct. Why? He knows a

great many things that the occasional examiner won't learn. He knows
the financial, the domestic, and other burdens under which his people are

laboring. If a man has no digestion at all because he can't sleep and he

can't sleep because of certain worries, what good is it going to do to give

him a few drugs? It would temporarily allay a few symptoms. The thing

is to help him adjust his life.

We must not, however, think the family doctor knows his patient so

well that he doesn't need to give him a careful examination ! That is the

thing that has got to be preached from the housetops to the medical pro-

fession, Just because I haven't got a cancer or a chronic kidney disease or

a chronic heart disease today is not the slightest indication that I may
not have any one of them next year, and my physician doesn't know next
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year that I haven't got one of tliose things just because he knows that I

haven't got them this year, or didn't have a few months ago when I had

an examination myself.

That brings me to another point. It is absolutely sounding brass and

clanging cymbal for us to go out and preach this thing if we don't practice

it ourselves. If we don't think enough of it to have these examinations

ourselves, we might as well quit right now, because it isn't a matter of

subjectve symptoms; the test has got to be made to catch the early cir-

culatory disease, the early cancer, the early kidney disease. Diabetes is

another one. It hasn't increased in its death rate ; it has decreased in

mortality because of modern diatetic and insulin treatment. It is, how-'

ever, still killing people for lack of health examinations and discovering

the condition earlier.

In a health examination, some sort of blank is practically essential.

To the best of my knowledge and belief, there is no perfect blank m
existence today. The standard American Medical Association blank has

certain gross imperfections, but it is, I believe, the best thing in print,

and it is probably going to get better soon. One side of the blank is en-

tirely history ; an intelligent health client can fill it out for himself. The
opposite side is physical examination, and a few simple laboratory tests.

Queston No. 16 in the history is the biggest stumbling block in the

whole blank. I suppose if this entire section would sit up all night trying

to devise a worse way of putting that question that there isn't enough

intelligence in this entire organization to discover it. I wrote that senti-

ment in somewhat different language to Dr. Dodson, and he was kind

enough to reply that he thought a change would be made in the next re-

vision. "What are your social, religious, political connections or associa-

tions?" Of course the obvious answer is, "It's none of your business."

That is about the only answer you can give to the question. It is put in

there from the standpoint of mental hygiene, but if you will ask a man
whether he is a slave to his work and gets no outside recreation, gets

nothing to relieve his mind, if he is like a man that I recently examined
who said he has worked sixteen hours a day, not six days a week !bnt

seven, for the past thirty years, something needs to be done for that

man if it is possible. In his case, I don't know whether it would be pos-

sible to convince him that he needed a change.

Question No. 23, the family history, goes into parents, brothers and
sisters, and leaves out the obviously valuable additional data of husband
or wife or children.

On the other side (this happens to be one of the old blanks) there is

a lot of chest measurements, expansion, and so forth, which is just a

trick. That has been cut out of the newer blanks. Then in the physical

examination the neck is left out, other than a mere mention of superficial

glands, referring presumably to lymphatics. Of course, thyroid is one of

the most important things in health examination, and that should be

added.

These blanks may be had free by any physician in the state who will

write in to the State Board of Health in Raleigh and ask for them.

In conclusion, we want to ask ourselves what we can expect from
periodic health examinations, what we can hope for. Is this worth while.

^
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The greatest health organization on the face of the earth says that is^ and
is cooperating with our State Board of Health—the International Health
Board of the Rockefeller Foundation. Many life insurance companies
say that it is to the extent of being willing to spend millions of dollars

in promoting the work. What are the actual figures ? The various health

agencies in New York tell us that while the figures vary, they vary within

certain narrow limits, and the actual difference in mortality figures is this

:

that in a periodically examined group (we are advocating an annual
examination for everyone except babies, who need it more often), the

mortality varies somewhere from eighteen to twenty-four per cent less

'than the mortality in an unexamined group. Don't you see what this

means .^ It means not that we will be a hundred per cent successful in this

work, probably not that we will be fifty per cent, although none of us

would have dared twenty years ago to assume that we would be fifty

per cent successful in cutting down the death rate in tuberculosis without

the discovery of some specific remedy. It has been done. But granting

that we shall be between eighteen and twenty-four per cent successful,

if this thing can be put on in an earnest and widespread scale, it is

bound to mean the saving of thousands of lives in our state. Other states

are interested. Private agencies of New York have been doing this thing

for a long time, but no State Board of Health has taken it up as a depart-

ment of its activity thus far, I believe, except our own.

A man in New York said to me when I was up there, "We knew you
had good roads down in North Carolina, but we didn't know you were so

far ahead of the rest of the country in your public health work." It made
me feel proud of being a North Carolinian. It made me feel humble when
I realized the size of the task that confronts us, but we believe, and I

think the whole country is coming increasingly to believe, that this is

literally the next progressive step in preventive medicine and in the saving

of human life wholesale, and it is up to us to make this thing work in this

state. Thank you very much. (Applause).

DISCUSSION

Chairman Hudson: I would like Dr. McCain of the State Sana-

torium, to discuss this paper.

Dr. p. p. McCain: I agree with Dr. Shore that this subject has been

fully presented by Dr. Taylor. I am especially delighted that Dr. Taylor
has charge of this part of the State Board of Health work. I don't think

in the South we have a man more suited for this position than Dr. Taylor,

and more capable of making it a success.

We constantly see the need of this work. Of course we have a great

many patients coming in to the Sanatorium for examination. All of them
come to find out whether or not they have tuberculosis. We examine about

1500 outside cases a year, and only about one out of four has tubercu-

losis, but we find that something is wrong with practically all of them.

In emphasizing the fact that the public at large needs to have a

periodic checkup, we have had an experience just within the last two
years among the medical profession in one of the cities in this state in

whch we found four doctors in one city, who presumably were in good
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health, who came to us for examination and we found that they had mode-

rately advanced tuberculosis. They hadn't had any symptoms of tubercu-

losis until they came to us.

If doctors can go ahead and develop tuberculosis in a moderately ad-

vanced stage without being conscious of having it, or a stage in which the

disease has gone too far to be cured, we don't need anything further than

that to emphasize the importance of these examinations being needed gen-

rally. If doctors can develop moderately advanced tuberculosis without

knowing it, men who are supposed to know the symptoms of the

disease, the early signs of the disease, how much more likely it is for the

laymen to develop disease, and I speak of tuberculosis just as an example

of other chronic degenerative diseases which can also occur the same way.

I think it is one of the greatest steps that the State Board of Health

has taken in a forward way.
Dr. C. F. Strosnider, Goldsboro: This is a subject of tremendous im-

portance to every citizen of our state. The people are ready for this pro-

gram. The big problem will be to get the medical profession prepared to

take care of the work as it will present itself.

I began this work in my home town about three years ago. Quite a

number of my patients would call up every year, some of them twice a

year, for what they call a thorough examination, and you would be sur-

prised, Mr. Chairman, at the number of people who are coming in from

the rural districts and saying, "I want a thorough examination." They
mean a complete examination, of which Dr. Taylor has spoken.

I was attracted to this work by a moderately high blood pressure

found in making life insurance examinations, that is, finding the applicant

around twenty-five to thirty-five years of age having what we call a

moderately high blood pressure, from 130 to 145.

After thinking this matter over for about six months, I began using a

certain test which practically every men in here has used; the kidney
function test. I have found that most of these patients had a deficient

elimination, and by the mere cutting down of the concentrated proteins, of

meats, cheese and shelled peas and beans, you will find that in ninety-nine

per cent of these cases the blood pressure will drop back to normal and
will remain normal so long as they stay within the limit of the percentage

of elimination.

This is a little foreign to the subject, but it is of such great impor-

tance I feel some men would like to have a little help along that line.

I find, furthermore, that after a sixty-day check that the percentage

of elimination, after you have had them on this diminished protein intake,

of the kidney will increase.

The public is ready for this examination, and the big problem of our

director will be to get our physicians to see the importance of it and to

take hold. I feel that they will fall in line as they have always done, and
will take hold of the work and make a success in this line of work, and
it will be a great star added to the crown of our great profession in this

state. (Applause).

Mr. Drummond, University of North Carolina: The University of

North Carolina is planning to carry out its plan of postgraduate medical
instruction this summer, working in cooperation with the North Carolina
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Medical Socety and the State Board of Health, along the line of periodic

health examination, namely, in offering a short course in physical diag-

nosis. We have already secured an instructor from Washington University,

who is an associate professor of internal medicine of the Washington
University. He is coming for a period of six weeks, and we have organized

a circuit of ten groups in the Piedmont section of the state. The classes,

as usual, will meet once a week, and the instructor will meet his group of

not more than six or seven doctors to discuss and to conduct clinics and to

help the members of the classes in any way with the process of health

examination work.

The University is prepared to continue this plan if it meets with the

approval of the physicians, namely, by appointing an instructor for a

period of a year, perhaps, so that that instructor might be available in

any section of North Carolina for this type of instruction.

We hope that those of you who are in the Piedmont section this sum-
mer will avail yourselves of this opportunity. Thank you. (Applause).

Chairman Hudson: I will ask Dr. Ta3'lor to close the discussion.

Dr. F. R. Taylor, High Point: Mr. Chairman, I certainly appreciate

all the discussion we have had and the very kind remarks that have been

made. Possibly you would like to know a little bit about the actual work
that has been done since I took this work up about three months ago. The
first thing I did was to go to New York and cisit certain health centers

there and certain individuals who are particularly interested in periodic

health examinations. I have talked to the following medical societies

—

county medical societies Guilford, Davidson, Forsyth, Randolph, Rowan,
Alamance, Caswell, Durham-Orange, Rockingham, and also the Eighth

District Society.

I have interviewed quite a considerable number of individual doctors

in Guilford, Davidson, Forsyth, Rockingham, Randolph, and Stokes,

and especially in the rural sections.

I have held health clinics in the following places : Pleasant Garden,
Asheboro, Thomasville, Lexington, Denton, Danbury, and Ramseur. I

held one or more clinics in each of those places.

I have talked to eleven single Parent Teachers Associations ; one

combined Parent Teachers Association ; one district Parent Teachers

Association; one ministers' association; interviewed three newspapermen;
talked with eight civic clubs ; one women's club ; attended two special

meetings, one in Charlotte and one in Raleigh ; talked to one church

group; six colleges, have written an article for Hygeia on the subject;

talked to two high schools; one hospital staff meeting; one dental society;

had a conference with Dr. Bass in Durham, in connection with coordinat-

ing the cancer work with this; talked to one county teachers' meeting;

two graded schools; gave one courthouse talk; gave a talk to the hygiene

class at Duke University, and gave one radio talk.

I want to stress the idea that health examinations are of value at all

ages. Of course, a baby needs them much more often than once a year.

We are not concerning ourselves primarily with infant work. That is a

separate department.

Dr. Hudson has emphasized the value of medical inspection and

examination of school children. Every now and then you see something
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perfectly tragic as a result of the neglect of that. A little fellow, for

example, a short time before I gave up practice, was brought to me for

a mental examination. He was supposed to be feebleminded. His only

complaint was that he was spending his fourth successive year in the

same grade. I put him through certain tests—one was to lay out seven-

teen coins in a row and have him count them. He would get up to eight or

nine and then he would get confused. Then I would let him forget the

coins and ask him to simply count, and to my surprise he could go to a

hundred as well as I could. We would come back to the coins and I let

him touch each coin with his fingertip, and I couldn't make that boy make
a mistake. Of course he wasn't feebleminded ! But the tragedy of the

thing was that for all practical purposes, here was a boy who had three

years of his life wiped out, all because he needed a pair of glasses. Things
like that ought not to be allowed to exist.

What about our fine, strapping young adults who are apparently

healthy and claim they never had a sick day in their lives ! That is a group
we can speak on with absolute authority because that is a group on whom,
as far as our young men are concerned, health examinations have been
conducted at one time in this country on an adequate scale. Back in 1917
and '18 this country got a shock from which it has never recovered, and
from which I hope it never does recover, when it learned that approxi-

mately one-third of its young manhood was so defective physically as to

be unfit for military service.

That answers the question as to whether they need these examinations

or not. However, it is in middle life that the great toll of these degener-

ative diseases is taken. That is the most productive period of life.

We have done a lot to protect our child life, but from the standpoint

of the state, it is a frightful tragedy to develop a citizen and train him
up to the point where he is ready to make his greatest contribution to

society, where his family, his community, and his state need him most, and
then just at that moment to have his life snuffed out. That is the thing

we are trying to fight. (Applause).

Chairman Hudson: The next paper on the program is "The Preva-
lence and Diagnosis of Bacillus Abortus Infection in Man," by Dr. John
Hamilton, Health Officer, Wilmington.

INCIDENCE AND DIAGNOSIS OF BRUCELLA ABORTUS
INFECTION IN MAN

John H. Hamilton, M.D., Wilmington, N. C.

The incidence of Brucella abortus infection in man has been a matter
of conjecture since the close kinship of this organism to Brucella meli-

tensis, the causative factor of malta or undulent fever, was recognized by
Miss Alice Evans in 1918. This interest was quickened by Keefer when
in 1924 he reported the first case to be recognized in this country. Up
until February of 1927 only 20 cases had been reported. During the past

year about 175 additional cases have been recognized. The more we have
looked for the infection the more we have found.
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Brucella abortus is the causative factor of contagious abortion in

cattle, sheep, and hogs. The infection is primarily of these domestic ani-

mals and secondarily of man. The organism is a short slender poleomorphic

rod with rounded ends sometimes so short as to appear coccoid. It is gram
negative, non motile and no spore forming. It does not ferment sugars.

Microscopically and culturally it is identical with Brucella melitensis.

They cross agglutinate with each other's immune serum and may be dis-

tinguished only by the agglutinin absorption test. Brucella melitensis

causes a disease in goats comparable to that caused by Brucella abortus

in cattle, sheep, and hogs. There is clinical and laboratory evidence that

Brucella melitensis is more virulent than Brucella abortus and that the

porcine strains of Brucella abortus are more virulent than the bovine

strains. However, the kinship of the organisms is so close that some
authorities consider them to be identical. It is therefore not illogical for

epidemiologists studying Brucella abortus infection in man to use the data

found in the study of Malta fever or undulent fever.

Contagious abortion in cattle, sheep, and hogs is a very widespread
disease. There is probably no state nor community where it does not exist.

There is no published data which would indicate the percentage of in-

fected animals in the country. Various estimates have been made of the

incidence in domestic animals. In Michigan it is stated that 65 per cent

of the dairy herds are infected and in New York 30 per cent. In other

communities the rate is estimated as low as five per cent. The fact is,

however, that the organism is widely disseminated. Since its pathogenicity

for man has been proved, its distribution in human kind is of concern.

To date cases have been reported in the literature or by personal com-
munication as follows: California 22; Connecticut 68; District of Colum-
bia 1; Iowa 38; Maryland 2; Michigan 24; New York 27; South Dakota
1 ; Utah 3; Virginia 1. Perhaps to this list may be added ten cases from
Wilmington on whom we have secured positive agglutination reactions. So
far we have not convinced ourselves of the infallibility of our tests. This

widespread distribution of recognized cases should not be accepted as a

distribution of infection but rather as a distribution of investigators who
are looking for infected persons.

Little data are available to indicate the prevalence of Brucella abortus

infection in man. In this country McAlpine and Mickle of Connecticut

did agglutination reactions on 10,000 human sera sent in for Wassermann
tests. Of this number 67 agglutinated Brucella abortus in dilutions of

1-100 or more. These were regarded as indicative of an infection rate of

0.67 per cent. Hardy in Iowa did agglutination tests on 783 specimens of

blood sent to his laboratory for the Widal reaction. Of these, 68 speci-

mens from 38 patients were reported as giving positive reactions with

Brucella abortus. In Copenhagen, Kristensen made agglutination tests

for Brucella abortus on 1,373 specimens of blood submitted for the Widal
test. In 89 cases the reaction was so marked as to be considered specific

according to the usual sero diagnostic procedure. While these data do not

throw much light on the problem they do indicate that the condition is

prevalent. Hardy concludes that abortus infection in Iowa presents a

health hazard comparable to that of typhoid.
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Age distribution of reported infections is as follows : Under one—
;

1 to 2—0; 2 to 5—^^0 ; 5 to 10—2; 10 to 20—3; 20 to 30— 11 ; 30 to 40—
11; 40 to 50—10; 50 to 60— 1 ; 60 to 70— 1 ; Over 70—0. If we draw on

the experience with Brucella melitensis infection, we get from the report

of McCulloch, Weir, and Clayton, the hospital admissions in ratios of per

thousand population over a period of five years was for children 18.4;

under 20—39.3; 20 to 25—54.9; 25 to 30—31.3; 30 to 35—29.7; 35 to

40—31.0; 40 and over—50.9. They report one case in a new born infant

as probable intra-uterine infection. This evidence of childhood immunity

is strengthened by experience in veterinary medicine. It is a well estab-

lished fact that the young of cows are practically insusceptible to infec-

tion until they approach sexual maturity. In fact, one of the methods of

eradicating the infection in a herd is to build up the immunity of the

calves by feeding milk bearing large quantities of the organism.

Of the Brucella abortus infections reported in this country for which

we have adequate histories available, 31 were males and 9 were females.

Brucella melitensis infection in Malta for a five year period in ratios per

thousand was—officers: 131.5; non-commissioned officers and men—41.1;

women—88.2. It would therefore seem that the sexes are about equally

susceptible.

The seasonal incidence of melitensis infection was not definite. There

are too few reports of abortus infection to draw any conclusions at

present. Where live stock breeding has a seasonal tendency it is probable

that human infection will have some relation to the season of parturition

of animals. This is likely because of the fact that the organism is much
more numerous in the milk just before and just after parturition.

In Malta the disease had a tendency to occur in cycles or epidemics^

although it was endemic at all times. The time between waves varied from
five to eight years.

The influence of climate is entirely a matter of speculation.

In the cow, Brucella abortus is found in the blood, in the uterus, and
in the placenta. The portals of exit are the milk and the urine. The organ-

ism has not been recovered from the feces. The infectious agent is trans-

mitted to man by milk, dairy products, and meat. The organism may be

demonstrated in great numbers in milk. Not infrequently as many as

10,000 per c.c. are found. The organism is not destroyed by acid fermen-

tation, therefore, is found in butter and cheese in which it may retain its

visability for at least 140 days. The apparent accidental infections of

meat handlers adds clinical evidence that the organism is carried by the

flesh of infected animals. Ingestion of uncooked or rare meats would of

course be a hazard. Man has also become infected with Brucella melitensis

by the inhalation of urine saturated dust. Goat dust fever is not an un-

common disease in Mexico. Contact infection in man is rare if it occurs

at all. In Malta, the disease occasionally followed venereal infection so

closely that this mode of transfer was considered possible, especially so

because of the large number of organisms passed in the urine of patients.

Infection of nursing infants has not been noted. Laboratory infections

are rather frequent.
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Clinically the disease in man presents a wide variety of types. For
the sake of convenience rather than of clinical accuracy, these may be

roughly grouped as ambulatory, malaria-like, simple continued fever, un-

dulent fever, the rheumatic fever type, and the malignant type.

The ambulatory type of patient usually presents nothing more than

complaints of malaise, headache, pains in the joints, neuritis, etc. He
is usually suspected of malingering or psychoneurosis. Shaw reported

that 15 per cent of 525 employees of the naval dock yard in Malta showed
melitensis agglutinins in their blood. A study of the history of 22 of the

highest titre men revealed that ten gave no history of any previous disease

which would suggest undulent fever.

The malaria-like type has been reported by numerous workers. A chill

is followed by a high fever—104 to 105—and a drenching sweat with

marked weakness or prostration ; then follows a varying period of quies-

ence and another chill.

Simple continued fever seems to be the most frequent type. Shaw in

the Reports of the British Commission found that simple continued fever

to be from four to five times as prevalent as the undulent type. He states

"To sum up then the following considerations appear to warrant the belief

that a closer relationship exists between many cases of simple continued

fever and Mediterranean fever and the bond is a common causative factor

or factors. 1. The undue prevalence of simple continued fever as compared
with garrisons in other warm climates. 2. The constant association of

Mediterranean and simple continued fever prevalence. 3. The simultan-

eous disappearance of Mediterranean and simple continued fever in the

course of the last twenty years. 4. A similar reduction of simple continued

fever prevalence has occurred during the second half of 1906 in Malta in

connection with a reduction of Mediterranean fever prevalence." The
duration of the simple fever type may be from a few days to four weeks.

It may be the beginning of the chronic or undulent type.

The undulent or relapsing type has practically monopolized the liter-

ature. It is more spectacular and offers abundant opportunity for clinical

and laboratory study. With this type we have a wave like temperature re-

sembling relapsing typhoid. The condition will continue for months and
even years.

The rheumatic fever type closely resembles the disease with which

it is compared. Brucella abortus has been isolated in pure culture from

the synoval fluid of such patients.

The malignant type is described by Stitt as follows : "In a certain

proportion of cases, instead of having a somewhat insidious onset we have

the type of a severe acute infection in which the temperature assumes a

high degree from the beginning of the disease reaching 103 to 105°F.

Such cases may show vomiting and early diarrhea. Soon there sets in a

typhoid state with rather marked cardiac involvement as shown by an
irregular pulse. At times such malignant types may set in where the case

has previously been running an ordinary course. These malignant cases

not infrequently show a broncho pneumonia. The tendency to assume the

typhoid state, the high temperature and the marked cardiac weakness

are the chief features of the malignant type. ... If the case does not

end fatally, convalescence may set in following a crisis, or the case may
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assume a sub-acute or chronic form." The more common complications are

pneumonia, orchitis, hyperpyrexia, and heart failure. There may be hem-

orrhage into the skin and mucous membranes and hematuria. Shaw reports

that he saw no interruption of pregnancy in women with melitensis but

that lactation was diminished or stopped. Carpenter's study of material

from women who had aborted and from aborted foetuses failed to demon-

strate Brucella abortus.

There are several signs or symptoms that are common to all types.

The fever, whether in the ambulatory, simple continued, or undulent type

has a distinct tendency toward morning remission with elevation in the

afternoon. Chills and chilly feelings and drenching sweats are frequent.

Headache generally occurs. Gastro-intestinal symptoms are common. We
may have nausea with or without vomiting. There may be constipation

or diarrhea with frequent alternations between these conditions. However,

obstinate constipation occurs more commonly. Generally there is pain and

tenderness around the costal margins with slight enlargement and ten-

derness of the liver and spleen. Arthritic pains often occur, occasionally

with enlargement of the joints. Neuralgic pains are common. Skin erup-

tions are not common. In some cases this is so pronounced as to simu-

late typhus fever. It is probable that many of the cases of so called

endemic typhus are Brucella abortus infections.

The blood picture is generally described as a moderate leucopenia

with a relative increase in lymphocytes. Some workers report a moderate

leucocytosis, while others report they have found no deviation from the

normal.

There are few diseases that are so dependent upon the laboratory for

identification. The laboratory diagnosis may be made by blood culture,

urine culture or agglutination tests. Blood culture and urine culture diag-

nosis are slow because the organism grows slowly and poorly on artificial

media on first isolation and early transfer. Liver infusion media are

probably best. Isolation is favored by partial anerobiasis. Huddleston

recommends replacing ten per cent of the air with carbon dioxide. It is

unsafe to report "no growth" until after one week or more of incubation.

One gains the impression on reading the literature that the blood culture

method is easy and infallible. Our experience would create a different

impression. Others have had the same experience. For contaminated cul-

tures, guinea pig inoculation offers the best hope for isolation. After the

organism is isolated, it must be subjected to microscopic examination,

fermentation and seriological tests

Positive agglutination reactions may be obtained on many patients

with negative blood cultures. The agglutination test requires little time.

Unfortunately its interpretation is less certain than that of cultural

methods. Since Brucella abortus and Brucella melitensis cross agglu-

tinate with each other's sera and also that of B. tulares and since there

is a tendency toward spontaneous agglutination every test should be ade-

quately controlled. Patient's sera vary greatly in their agglutinating

ability. One patient from whom Brucella abortus was isolated by blood

culture failed on several tests to agglutinate in higher titre than 1-10.

Generally the titre runs high. Occasionally as high as 1-5000. There is a

tendency toward a pro-agglutination zone. One patient is reported whose
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blood would not agglutinate in dilutions lower than 1-350 and aggluti-

nated from that dilution to 1-2000. These characteristics make necessary

a considerable number of dilutions carefully and painstakingly prepared.

Agglutination titre varies inversely with the density of the antigen. In-

activating the serum at 55° C. for thirty minutes will destroy non-specific

agglutinins. Methods of performing the test differ, as do the interpre-

tations of the agglutination titre. We have adopted a definite agglutina-

tion in a 1-100 serum dilution using a No. 2 barium sulphate standard for

antigen density as a minimum reaction to be accepted as evidence of

infection. This is probably too high to detect all of the cases. We feel,

however, that in pioneering investigation it is better to miss some of the

cases than to include false reactions in the study.

Intradermal injection of killed organisms is widely used as a skin

test in Europe but has not found favor in this country.

To summarize

:

1. Brucella abortus is a widespread infectious agent primarily of

domestic animals, secondarily of man.

2. In man it causes a disease principally of adults with equal dis-

tribution among the sexes.

3. This infectious agent is conveyed to man by milk, dairy products

and meat.

4. Clinically the disease may be ambulatory, malaria-like, a simple

continued fever, undulent fever, the rheumatic fever type, or the malig-

nant type.

5. Clinical diagnosis is difficult.

6. Laboratory diagnosis may be made by blood culture, urine culture

or agglutination test.

In conclusion we would like to urge physicians to submit to labora-

tories blood for culture and agglutination test from all patients with

fever of uncertain etiology. This is desirable for a better understanding

of the clinical and public health importance of Brucella abortus infection

in man.
DISCUSSION

Dr. W. C. Davison, Durham: This paper is of great importance. As

Dr. Hamilton has pointed out, human infections are probably much more

common than is ordinarily supposed but they were not recognized. The
example of the state laboratory of Iowa could be well copied by board

of health laboratories not only of cities and counties but also by the labor-

atories of the state. Every specimen of blood which had been sent in to

the Iowa laboratory for a Widal test was examined for agglutination with

bacillus abortus. In this way last year eleven unsuspected cases of undu-

lent fever were detected. If this procedure were done routinely in several

laboratories a ranch larger number of cases of undulent fever would prob-

ably be found in North Carolina, as well as in other states. Great care

should be exercised in doing these agglutination tests in order to avoid

laboratory infections.

As Dr. Hamilton says, although the case fatality rate is not high, the

patients who have this disease are ill for months, and it is, therefore, of
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extreme importance from a public health point of view. Volunteers have

demonstrated that undulent fever can develop from drinking the milk of

cows infected with bacillus abortus.

Chairman Hudson: The next paper on the program is "The Practi-

cal Application of the Binet-Simon Test/' by Dr. Wesley Taylor^ of

Greensboro.

THE PRACTICAL APPLICATION OF THE BINET TEST

By Wesley Taylor, M.D.

A great many educators in this country have gone on the assumption

that all school children could and would progress equally satisfactorily,

provided only that they are given suitable opportunity along proper lines.

Such an idea is utterly absurd. It is not a question of opportunity—or of

adaptation of method—or of environment. Rather it is a matter of intelli-

gence, and we meet every grade of intelligence imaginable, ranging from

idiocy to genius.

Since school attendance became compulsory, retarded and backward
children have become a problem of paramount importance. Before en-

forced attendance was inaugurated, the feeble-minded and unwilling

pupils remained idle at home, now they sleep in school. The teacher is

frequently uncertain as to whether such a one is timid, lazy, innately bad
or merely dull, and at best he has but little idea what to do with these

misfits. A teacher's estimate of a child, however, is better than that of a

parent and often better than that of the average doctor. The reason for

this is simple—teachers do not have the prejudices of the parents and
they see more of the child than does the school doctor.

We are very prone to over-estimate the retarded child, especially if

he is vivacious, cheerful and shows interest. Many teachers, when asked

about backward children in their classes have denied that they have any,

when a test will reveal several of very inferior grade. Anyone who is

familiar with the deaf knows that vivacity and attention are more often

the result of impairment of hearing than of superior intelligence. Another
thing, the exceptionally bright child is usually under-estimated. To begin

with, he is likely to be found among children older than he is and he

therefore suffers from lack of worldly experience. Contrasted with this

is the retarded child who seeks the companionship of children much
younger than himself. Either condition will furnish sufficient grounds to

enable one to forecast with considerable confidence the outcome of an
intelligence test. Bashful and timid children and children who have poor

home training are materially under-estimated, regardless of innate bril-

liancy.

If the inferior ones are held back until they do the work expected of

them, their parents complain. Such children soon find themselves thrown
with younger and less experienced children whom they are likely to

regard as inferiors. They then begin to show off and set a bad example,
as well as becoming a source of mischief. If, however, they are promoted
with their classes, they flounder along beyond their depths, do little, if

any, of their work and lose all interest. They hold back the others, are
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a handicap to their fellows and a nuisance generally. By far the greater

part of those who play truant and run away from school belong in this

class. They constitute one of the most serious problems which the average

teacher has to meet.

It would seem logical that a system of instruction should be devised

wherein a child could pursue the subjects to which he is adapted and at a

rate which is normal for him, be that rapid or slow. It seems unfair to

the child of limited capacity to expect it to absorb learning at a rate

which nature has made impossible. If he is to receive any education at

all, it should be shown as much consideration as any normal person and

not be asked anything unreasonable.

Experience seems to indicate that there are nearly as many children

of superior intelligence as there are of those we class as feeble-minded.

And it is also an injustice to hold the precocious youngster to the pace

set by the retarded ones, yet that is the tendency of our present day
method. It is the old story of the slowest ship in battle line setting the

pace and limiting the efficiency of the more speedy and higher class of

dreadnaughts. Many superior children fail to gain the promotion which

they deserve, be it from lack of observation on the part of the teacher or

from their own lagging ways. Besides, there is an unusual tendency for

genius to lose interest when satiated by material unworthy of its mettle.

Terman is authority for the statement that from one-third to one-half

of the school children of the United States fail to make the progress

expected of them in school. Ten to fifteen per cent are retarded two years

or more and five to eight per cent of them are retarded at least three

years. Over ten per cent of the enormous outlay which we make each year

for instruction ($400,000,000.00) in 1920) is expended in teaching chil-

dren much of what has already been taught but which they have failed to

learn. The average teacher does not seem to be able to appreciate the rea-

son for most of these failures. In fact, it is a rare teacher who can prop-

erly estimate the intelligence of a child. Intelligence is usually confused

with learning, especially since teachers have heretofore been compelled

to reply on tests of information, rather than of intelligence.

Efforts were made for a great many years, but without success, to find

some way of measuring intelligence, which could be used by anyone and

with results which would be uniform. The methods tried were too complex

and the results obtained were not practical. In 1890 a Frenchman, named
Alfred Binet, inspired by the Commissioner of Education in Paris, set

to work to find some efficient aid in this field. For fifteen years he worked,

with varying success, aided at times by other interested educators. His

purpose was to test the native intelligence and not not to estimate school

knowledge or home training. He wished to know, "How intelligent is this

child .'^" What the child may have already learned was of value only in so

far as it showed his ability to learn more.

He assembled an enormous number of questions with which he pro-

ceeded to test some 200 apparently normal children between the ages of

3 and 16. The tests were arranged in the order of their supposed diffi-

culty. He noted the proportion of correct answer and the ages of those

whose answers were satisfactory. If the ability to answer a question in-

creased satisfactorily as age advanced, the question was deemed practical.
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When from two-third to three-fourths of the children of any given age

were able to answer correctly, the question was assumed to be a test for

this particular age. If, however, the question could not be answered by a

progressively increasing number of children, as their age advanced, it was
discarded as impractical.

In this manner, he was enabled to find questions suitable to measure
the intelligence of school children. In 1905 he published his first draft of

the subject. It was very crude and unsatisfactory. The experience which
was obtained by using these tests, however, resulted in a revision of the

whole question by Binet, in 1908. in which the age comparison was finally

adopted. This revision has been fairly satisfactory. Had Binet lived, there

is no doubt that he would have completely perfected his method. As it is,

it is regarded today as the most important discovery, from a practical

point of view, ever made in the history of psychology.

It has been found necessary to adapt this system to the American
child, and as time goes on it will probably be necessary to make further

modifications, in keeping with our national cultural changes.

Many persons who have not been familiar with this test have been
very frankly disappointed in it, when it was first explained to them.

Most of them had expected something complex and something mysterious.

Its greatest virtue is its absolute simplicity and the common sense of its

methods, which give it almost universal applicability. It is especially

superior because of the strikingly uniform results obtained by different

persons testing the same subject.

The purpose of the Binet test is, as has been stated, merely to ascer-

tain the general level of intelligence and to accomplish this in a methodi-
cal manner and according to a standard which is uniform and compre-
hensible. His definition of intelligence is, "The sum total of those thought

processes which consist in mental adaptation." His tests are designed to

display power of memory, ability to comprehend, to reason to compare

—

experience in time and orientation—mathematical ability—ability to asso-

ciate concepts—facilities of apperception—wealth of ideas—ability to

meet novel situations, and practical knowledge of common things. There
are also several problems designed to test one's patience and one's concen-
tration.

An essential of any satisfactory intelligence test is that it permit any
average or normal child to measure up to its chronological age. The Binet
tests possesses this requisite. It has some short-comings, however. It does
not cover the entire mental range. It tests only the general intelligence.

The emotions and the will are not even sounded. Points of unusual weak-
ness or of especial strength are not uncovered. It will not serve as a guide
for the teacher. It tells nothing of the why of intellectual defect. That
must be determined by other means. Lowered intellectual tension may
have a purely physical basis—such as tonsils, adenoids, hook-worm or

other parasites, impaired vision or hearing, or some anaemic condition.

This phase of the situation must not be forgotten or neglected.

It is a test of great value up to the age of 12 years or thereabouts

—

beyond that it is not nearly so dependable. Its results necessarily vary
somewhat according to the opportunities of the child as well as his health
and his hereditary endowment. Lastly, the Binet test is reliable only in
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the hands of an experienced person. It is not a routine to be followed by

ambitious and inexperienced young psychologists. It is said that few

persons are fully qualified for this task until they have given 500 tests.

There is only one aim in giving the test and that is to ascertain the

degree of intelligence. There is no occasion to teach. One must not lead

the child or show disapproval. About the same amount of stoicism and

composure is required of the examiner as is needed in a successful poker

player. All responses are taken as given and no suggestions are permis-

sible. At the same time, a friendly interest and sympathy must be main-

tained.

One of the first things which interests vis in the application of the

Binet test is the question, "What is normal intelligence?" According to

the dictionary, a "normal" is an amount which is attained by the average

individual. Therefore, those people who are brighter than the average are

brighter than normal, while those who do not come up to the average are

subnormal. And yet, this is somewhat misleading. The average intelli-

gence age of the recruits in the world war was about 13.8 years. This age

was the average of over 1,700,000 tests. Out of all of the recruits exam-

ined, ten per cent fell below an intelligence average of ten years and

twenty per cent fell below an average intelligence of twelve years. In

other words, twenty per cent fell in the group which we know as morons.

Seventy per cent of all recruits fell below the standard of intelligence

which we expect of the normal fifteen year old boy or girl. Only sixteen

and a half per cent tested better than the normal fifteen year old boy.

Four and a half per cent, only, equalled the standard for 19 years. These

statistics are taken from the War Department reports. This shows really

how our country averages in intelligence, if such a thing can be shown.

If this is true, our schools certainly have a great number of retarded

pupils. The question of what to do with these retarded children is not

new and so far has not been solved satisfactorily. The first thing we must

do is to discover these subnormal individuals. There is no question but

that some of them must be dropped from school. They do no good for

themselves and have a bad influence. Others really require special schools

and special teachers. Some will profit most by a course in some vocational

or technical school. Then, there are the exceptionally talented and bright

ones—they should be encouraged to go on as far as is possible. The Binet

test furnishes us the best method of picking these children from the

masses and by this means we can tell which ones to push.

Another situation in which our test furnishes interesting results is in

the examination of criminals. Most criminals are of a low order of men-

tality and in the reform schools of this country where intelligence tests

have been made, almost fifty per cent are found to be feeble-minded. In

Chicago, as a result of hundreds of examinations which are being made
among the prostitutes of that city, only about three per cent are found to

have gone beyond the fifth grade in school. Beggars and hoboes show

between ten and fifteen times as many defectives as does our average

population. Paupers and delinquents show an incredible percentage of

retarded individuals. The figures obtained by various observers differ so

much that one can scarcely give a reasonable average.
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Another place where an intelligence test will be of value is in the

firms where large numbers of persons are employed. In this manner, such

employers would be prevented, to a certain extent, from putting inferior

persons in positions which they cannot possibly fill. It would not only save

money for the business houses but it would enable them to put a man in

his rightful place, much sooner than he is enabled to work into his proper

position.

Some day, perhaps, by means of intelligence tests, we may be able to

discover some relationship between heredity and environment, a thing

which is much discussed and is still thoroughly unsettled. A great deal of

information may also be obtained about the intelligence of the different

races, which, if not very practical, is at least an interesting problem. In-

telligence seems to be the most decisive factor in success, though it does

not always produce the most brilliant students.

In applying the Binet test, we begin with the questions for an age at

which we expect the child to answer most, if not all, of them. This

enables us to get acquainted with the child and the child to adapt himself

to the situation before he becomes uneasy or alarmed. In fact, one gets

the confidence of the child before beginning the serious part of the

examination. The test is then continued to a point where no more questions

are answered. The result, when figured up, is then compared with the

normal for the child's real age and we are enabled to find how much he

is retarded or how much he is superior to the normal.

There are many questions scattered through the various years. The
memory of the young child is tried by asking him to repeat a certain

number of syllables. A little later he is tested on his ability to repeat a

certain number of digits. Another phase of memory is estimated when he

is asked to reproduce certain simple designs from memory. Later he is

asked to tell all he has gained from the reading of a special report.

His patience is tried in re-arranging a rectangle or by comparing
weights. For time orientation we inquire whether it is morning or after-

noon. His aptitude for language is proven when he is required to name as

many words as possible in three minutes or to give rhymes or to form
sentences containing certain words or to assemble dissected sentences.

One of the most important tests is that of defining words. These words
are carefully chosen and graded, according to their difficulty. The number
of words which are asked varies and increases in proportion to the age
of the child. This gives a very good idea of his vocabulary.

Knowledge of common objects is probed when we ask the small

youngster the difference between a stone and an egg or between wood
and glass. Comprehension will be exposed when we ask how to meet cer-

tain new situations. Reasoning is also probed when we ask the question

about the folded paper or propound the problem of the enclosed boxes.

There are other tests for special talents, as when we ask to have numbers
repeated backwards. Pictures with parts missing are presented to the

small child to test his observation. When we interpret pictures, we call

upon the powers of imagination. The same is true when we ask what the

time would be if the hands of the clock were reversed.

One of the most important things which we wish to estimate is

mechanical talent. We ask the seven-year old to copy a diamond and the
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ten year old child to reproduce a design which is exposed to view for

ten seconds. The eight or twelve year old child is asked to find a ball

lost in a field and his ingenuity is readily estimated from the path which

he follows. Absurd sentences test another mental faculty and so on.

It takes from a half to an hour, on the average, to examine a child

intelligently, depending on circumstances. The ingenuity, tact and re-

sourcefulness of the examiner is put to the test, it seems to me, almost as

much as that of the child and this is the reason experience is so necessary

in making these examinations.

The Binet test is not perfect but it opens a field whose possibilities

cannot be measured. We must make use of it until some better method
can be found. It seems to me that it is one of the most practical and
necessary things in modern education. Its application is not limited en-

tirely to the educational field, either.

DISCUSSION

Dr. C. a. Julian, Greensboro: If all that Dr. Taylor says is abso-

lutely true, it would seem that the Binet test is almost an essential in our

schools and I feel that before any great length of time, it will be one of

the tools in regular use. I know our schools are not what they should be.

Children of different mentality and of different intelligence are put in

the same room and in the same grade—an impossible thing when results

are desired.

, I believe that the Binet test demands the services of an experienced

psychiatrist and that a novice would be more than likely to fail altogether

in results. To me, it seems mechanical and arbitrary and I wonder if the

results obtained by different examiners on the same case would be identi-

cal.

In the army they had a different test. It was a group test, quite

different from the Binet test which is given to children singly. They
took groups of soldiers and by these tests they determined whether men
were fitted for certain lines of service. From what I know and from the

experience I have had, I do not consider the group test to be entirely

satisfactory. It certainly is not adapted to the public schools. Here the

Binet test seems to be the more desirable.

Some day I hope the Binet test will be perfected and accomplish

everything that is desired, over the entire mental range. I wonder if such

a thing is possible. There is something more in schools than mere intelli-

gence and something more to be obtained than education. Average intelli-

gence under our present school system is much to be preferred to super-

intelligence, and of course those who do not come up to average intelli-

gence would almost automatically be weeded out.

The points I would like to make, Mr. Chairman, are these: One
is to commend the work of such men as Dr. Taylor, and to emphasize
the value of the Binet test when made by a competent operator. Another
is to condemn the work of the dilantante. My last point is to stress the

necessity for an increase in the efficiency of our public schools. I thank
you. (Applause).

Dr. G. a. Garrison, Gastonia: Gentlemen, I think this is one of the

most profound papers I have ever heard from a man. There are many
things in it that are wonderful to me and the test is fine. The group test
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in the army we considered fine. In some instances whenever you talk about

grading a school, a public school, by these tests, and taking a boy or girl

out and putting them into another grade as they drop back and back, you

have one of the greatest problems of mankind in my opinion, which is the

test of a child.

All the education you can give to anyone is to teach him to think, and

if you can't teach him to think you can't teach him anything else, because

that is education in my opinion. The first thing in my opinion is an in-

spiration to do something. If you can inspire a child to go ahead and do

something, then he will accomplish it.

In connection with that, I wish to give you a case that I know well.

This boy at six years was able to enter the third grade. He went on and

when he was twelve years old he entered college. He determined to

graduate at one of our best universities in our country and to be the

youngest graduate in the United States. He took a double course in his

work. One month before he was to graduate at the age of fourteen he

went absolutely insane, and he is insane today. All that that boy is able

to do now is to cut cord wood in the rnountains, and if you keep him
cutting cord wood he will eat well and sleep well, but if you take him oflf

his job he goes absolutely insane again, just perfectly wild.

The question with me is this: Was it just to that boy to push him on

through a university at fourteen years, or was it not? His was an ab-

normal mind as we believe, and yet you couldn't hold him back and back

with children who hadn't gone through the fifth grade at fifteen. You
can't do that.

I want to repeat what I said, that this paper by Dr. Taylor is one of

the most profound, thought-out things I have ever listened to
;
yet, we

haven't gotten anywhere. You cannot build a great house on sand; you

have got to have something to build on if you are going to build a child

and build a great mind. You must have a foundation first, and if you
haven't you can't build it. (Applause).

Dr. N. C. Daniel, Oxford: I am very much interested in this paper
on account of my connection with orphanages. I think the greatest privi-

lege that we have is making men and women of the material that we have.

Several years ago I asked all of the teachers and the college workers to

write me the name of every child who came under their observation that

they considered subnormal. They did so. You would be surprised to know
how nearly this coincides entirely with the intelligence tests that were
made. Not only did it do that, but it awakened the interest of these

teachers and college workers in the individual child, and the results have

been most gratifying to us.

I am sure that institutions of North Carolina that care for children

would do well to establish—and I hope the day is not long before we
will have a class established for backward or subnormal children. I think

that the medical profession should pay a great deal of attention to what
Dr. Taylor is trying to do in North Carolina, and the men who are con-

nected with institutions and schools will do well to heed the warning that

he has given us in an indirect way. (Applause).
Dr. R. M. Buie, Greensboro: I have been very much interested in

Dr. Taylor's work in Guilford County in the past few months from the

fact that he has kindly consented to examine any school children that
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we thought were mentally lacking and could not make the grades. He
has examined for us something like thirty children. Some of these children

were nothing more than idiots, and most physicians could tell that they

were, or any intelligent person could. Yet I think it was a fine thing for

Dr. Taylor to examine those children because if the health officer had
examined them and excluded them from school the parents would have

raised a howl.

Many of them are borderline cases and only an observer such as Dr.

Taylor would be capable of telling us what they were. It is these border-

line cases, which range from 40 to 50 per cent, which are the cases we
ought to be most interested in. I often go to schools and find the princi-

pals of the schools, as the saying goes, almost tearing their hair because

of not knowing what to do with certain children who can't make the

grades. They bring these children in to me and I give them a thorough

physical examination, and I often find that physically they are apparent-

ly perfectly fit in every way, and I don't know what to do with them.

However, since Dr. Taylor has read this paper I will know in the future

what to do with them.

As he said, teachers can point out these children better than their par-

ents, and I am encouraged in my work this year more than ever before

because of the interest that the Parent Teachers Association and the

teachers are taking in these backward children.

I hope to see the time come when every school can have such a man
as Dr. Taylor to examine all the children of the lower grades, but before

this is done I think the health officer or some competent physician should

examine these children for physical defects, and then if the child doesn't

improve mentally have this test applied.

I agree with Dr. Taylor that these children in the lower grades stay

there year after year. The school law requires them to go to school and
compels them to go to school. A child like that is a drawback to the

grade ; he is a hindrance to the teacher, and he is a burden on the tax-

payer. Yet he must stay in school.

This was forcibly brought to my attention a few days ago when I was
examining some school children. There was a boy there thirteen years of

age. The teacher wanted me to examine him. He had been in the first

grade and had never been able to get out. He refused to be examined. He
told her his father told him not to be examined when the doctor came
around. She persuaded him to come in. I examined him and found phy-
sically he was all right. He had a perfect set of teeth, the most perfect

set I ever saw. His tonsils were not diseased, and yet that boy couldn't

get out of the first grade.

I often try a little test of my own in examining these school children.

I said to a ten-year-old boy a few days ago, "Son, do you like to play

baseball?'

He said, "No."
I said, "Do you know Babe Ruth.^"

"No, I never heard of him."

"Do you know Ty Cobb?"
"No."
"Do you know Lindbergh?"
"No."



PUBLIC HEALTH AND EDUCATION 345

That wasn't a test for a child living out in the rural communities

because possibly his parents couldn't read and write and didn't read any
newspapers, but when I asked the boy what his father's name was, he

said, "I don't know, sir."

I said, "Don't you know what his name is?"

He said, "His name is pappy."

That is all I could get out of that child. A case like that is hopeless

in any school. What we should do with those cases I leave to somebody
else to answer.

I remember a few months ago Dr. Dixon, Superintendent of the

Caswell Training School for the Feeble-minded, made the statement that

there were 5000 feeble-minded children in the public schools of North
Carolina. I think Dr. Dixon was very conservative in his estimate. The
state has provided a place for these feeble-minded. I think they can take

care of 500. Anyone can see what the problem is.

I want to say here that I am very proud that we have such a man as

Dr. Taylor in Guilford County, and from now on he is going to have more
work than he has ever had before in the county.

Dr. Wesley Taylor, closing:: There is little more to say except the

group tests which were made in the army were quite satisfactory. They
were hastily devised ; they were not perfect but they are wonderful tests.

They are group tests and applicable for the purpose for which they were
devised. They can't be applied very well to children, or in the schools.

The Binet test is imperfect. I think I said that at the beginning—it

is quite an imperfect test. So is our school system an imperfect system.

We are using an imperfect test to adapt our children to an imperfect

school system. I think there are other things to be done besides perfecting

the Binet test. Of course, it goes without saying that our children must

have a physical basis on which to work. I wasn't talking about that phase

of the subject. The idea of crowding children who are mentally fit and
who are perhaps precocious, was not intended beyond a reasonable point.

Simply because a person has a high-powered motor and a very fast ma-
chine is of course no reason for becoming reckless ; no more is it a reason

for becoming reckless when we have very precocious or overprecocious

children. There is a limit. They should be handled carefully. They must
not be crowded. I personally do not believe in crowding children, and espe-

cially in crowding girls and crowding them before puberty. I am inclined

to agree with the French and the Germans that physical stamina in our

women is worth a great deal more than intellectual culture. We should

not sidetrack our mental growth entirely for our physical development,

but it must not be developed at the expense of our physical side. The
foundation for the growth of any child begins with the parents or with

the grandparents. We can find out only by testing, what sort of material

we have on hand, after which we are able to build with intelligence and
confidence. (Applause).
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THE PREVALENCE OF AND SUSCEPTIBILITY TO DIPH-
THERIA AND SCARLET FEVER IN NORTH CAROLINA

By Walter B. Mayer and Wilburt C. Davison**

This study was made to determine if possible the correctness of the

belief that diphtheria and scarlet fever are less frequent in North Caro-

lina than in other parts of the United States and also to learn whether

the morbidity had any relationship to the percentage of susceptibility to

these diseases among Duke University students from the Southern states,

considering these students as typical of the adult North Carolina popu-

lation.

The fact that the mortality from diphtheria in North Carolina is

practically the same as the average of seventy cities" in the United

States, even though the population in North Carolina is scattered among
moderately sized towns and is, therefore, not subject to the frequent con-

tact of large cities, would indicate that diphtheria is just as common in

this state as elsewhere (Table I). That the mortality in North Carolina

and in the seventy cities is lower than that in New York City from 1917

to 1921^1 probably means that the reporting of diphtherial deaths in the

latter is more rigidly enforced than in the average state and city. The
same statement is probably the reason for the relatively smaller number
of cases of diphtheria reported in North Carolina, for otherwise a more
virulent type of infection must be assumed in order to explain the death

rate.

The mortality of scarlet fever in North Carolina is very similar to

that in New York City (Table II) but the number of cases reported per

100,000 population in this state is less than one half of that in New York
City. Either scarlet fever is less common but more virulent in North
Carolina or there are many mild cases which are not recognized and not

reported. The latter hypothesis seems the more likely.

Additional light is thrown on this question by the answers of 250
Duke University students from various parts of the South. Among these

students there was practically the same percentage who had had diph-

theria as has been reported in similar groups throughout the United
States^ and was much higher than that found among those of the same
age in Baltimore*' (Table III). The proportion who had had scarlet

fever was much lower than that of the groups from other parts of the

country but it approached that of the Baltimore series. This lower inci-

dence is probably due to the failure to recognize mild infections. Of
course, positive conclusions cannot be drawn but if these students repre-

sent a cross section of the population of North Carolina and of the

South, and we believe they do, the lower reported morbidity of diph-

theria and scarlet fever may be more apparent than real and may be due
to the non-recognition and failure to report all of the cases which occur.

**From the Duke University School of Medicine.

tThese figures rather tlian those from 1922 to 1927 are comparable to those for North
Carolina as after 1921 a vigorous campaign was instituted to immuinize all school children
in New York City with diphtheria toxin-antitoxin.
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Schick tests^f on 250 Duke University students from the Southern

states indicate that the rate of susceptibility to diphtheria is midway be-

tween that found among the University of Minnesota students and that

among a group of New York City recruits of ages similar to our series at

Camp Upton in 1918 (Table IV). In other words, the rate of suscepti-

bi.ity among the southern students is above that of groups of individuals

from urban districts and below that of groups from strictly rural dis-

tricts, and therefore is probably the same as that of the country at large.

This similarity in the rate of susceptibility suggests that the exposure

to diphtheria and the risk from the disease are the same in the South as

in other parts of the country. In passing, it is interesting to note that

the percentage of positive Schick reactions among women students is

somewhat higher than that among men, that 66 per cent of the 24 Duke
students tested who live out of the South were Schick positive and that

forty-four per cent of the 25 students who had had diphtheria in child-

hood had positive reactions.^|f
Dick tests^ on 250 Duke University students show that the rate of

susceptibility to scarlet fever is much lower than that found in various

other comparable groups throughout the country (Table V). If this lower

rate of susceptibility is due to natural immunity it would explain the

smaller number of cases of scarlet fever reported in North Carolina. How-
ever, if immunity to scarlet fever, as well as to diphtheria, is interpreted

as being due to previous infection even though that infection is so mild

as to be unrecognized, it follows that infection with streptococcus scar-

latinae is not less but more common in the South than in larger cities.

Among the 24 Duke students tested whose homes were not in the South,

9.5 per cent had positive reactions.

Therefore, since the incidence of scarlet fever and diphtheria in the

South is probably similar to that in the remainder of the United States,

and since the rate of susceptibility to diphtheria is the same as that else-

where, and since the lower rate of susceptibility to scarlet fever proba-

bly means an unrecognized frequency of infection, and since in North
Carolina last year 272 people died of diphtheria and 30 died of scarlet

fever, measures should be taken to reduce the incidence of these diseases.

There are two policies in regard to the prevention of diphtheria and
scarlet fever—the isolation of carriers, and immunization. Diphtheria

carriers have been pursued for the last twenty years and many have been

tThe Schick tests were done in the usual manner by tlie intradermal injection on
the left arm of 1/40 of an M.L.D. of diphtheria toxin in 1/10 of a cubic centimeter of
saline. The toxin for the majority of these tests was cbt ined from Dr. Wni. H. Park
of the New York City Board of Health and for the remainder from Dr. J H. Epperson of
Durham City Board of Health, to whom we wi.sh to express our thanks. The tests were
read at the end of 72 hours and if there was any doubt a second reading was made
several days later. The Dick tests were done by the intradermal injection on the right
arm of scarlatinal toxin obtained from Dr. Wm. H. Park of the New York City Board
of Health. Some of the Dick tests were re ul at the end of twenty-four hours but the
majority were read at the end of seventy-two. In all instances, however, a description of
the sight of the inoculation at the end of twenty-four hours was obtained from the students
so that we feel that the results of these tests are correct. The Schick and Dick tests were
done at the same time in order that one might serve as a cu:itrol for the ether. In Hfteeii

individuals there appeared to be a pseudo-reaction to both toxins. These were omitted from
our calculations.

ttThis group is too small from which to draw positive conclusicuis but it is possible
either that their physicians treated them on the suspicion rather than the reality of

diphtheria or that they were treated so early after the onset of the disease that im-
munity was not produced, both of which should be commended. It is also possible that
one attack of diphtheria dees not a.lways develop sufficient immunity to produce a nega-
tive Schick test.
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detected and isolated, yet there is little evidence in New York City that

the incidence of diphtheria has appreciably decreased until the last few

years (Table I). This recent decrease is probably due to the active cam-

paigns which have been waged in favor of immunization with diphtheria

toxin-antitoxin. Recently it has been shown that scarlet fever toxin-anti-

toxin has produced similar results in reducing the incidence of scarlet

fever. The objections to the use of toxin-antitoxin are the possibility of

producing sensitization to horse serum and the general reactions which

are sometimes produced. The former is a very negligible factor and has

been very much overestimated, but the latter in older individuals, espe-

cially with scarlet fever toxin-antitoxin, is a very real objection. Further-

more, to produce immunity to both diphtheria and scarlet fever with

toxin-antitoxin, two separate series of inoculations are necessary. How-
ever, Larson's combined diphtheria and scarlatinal sodium ricinoleate

toxoid (12) has apparently no disagreeable features, and seems to be as

effective in producing immunity to both diphtheria and scarlet fever as

is toxin-antitoxin, and, therefore, merits further trial in the campaign

against diphtheria and scarlet fever.

Conclusion. (1) Diphtheria and scarlet fever are probably as common
in North Carolina as elsewhere, although many of the cases may be so

mild as not to be recognized and reported. (2) The rate of susceptibility

to diphtheria is the same and the rate of susceptibility to scarlet fever is

less than that in other parts of the United States. (3) Larson's com-

bined diphtheria and scarlatinal sodium ricinoleate toxoid may offer the

best means to reduce the incidence of scarlet fever and diphtheria.
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TABLE I. DIPHTHERIA MORBIDITY AND MORTALITY
(Health Department Reports.)

North Carolina

1926-27 (1)

Average of 70

American cities

(2) (1926)

New York City (3)

Diphtheria Before T.A.

(1917-21)

After T.A.

(1923-26)

Cases per

100,000
108

figures not

available
242 139

Deaths per

100,000
9.3 9.5 20 10.2

TABLE II. SCARLET FEVER MORBIDITY AND MORTALITY
(Health Department Reports.)

Scarlet Fever
North Carolina

(1926-27) (1)

New York City

(1925-27) (4)

Cases per

100,000
85 225

Deaths per

100,000
1.1 1.5

TABLE III. DIPHTHERIA AND SCARLET FEVER MORBIDITY
(Health Department Reports.)

Duke University

(Southern Students)

U. S. A.

15-19 yrs. (5)

Baltimore

15-19 yrs. (6)

Percentage who
had Diphtheria

9.9 11.0 5.6

Percentage who had

Scarlet Fever
6.1 11.0 7.6



350 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

TABLE IV. PERCENTAGE OF SUSCEPTIBILITY TO DIPHTHERIA
(Positive Schick Tests).

Duke LTniversity

(Southern Students)

Camp Upton

(7)

Univ. of Minn.

(8)

Kansas City

15 yrs. (9)

34.6 26.7 52.0 23.6

TABLE V. PERCENTAGE OF SUSCEPTIBILITY TO SCARLET FEVER
(Positive Dick Tests)

Duke University

(Southern Students)

Kansas City

15 yrs. (9)

(From rural homes)

Minnesota

17 yrs. (10)

Cleveland

adults (11)

6.9 10.9 49.8 21

DISCUSSION

Chairman Hudson : Any discussion of the paper by Drs. Davison

and Mayer.''

Dr. Hamilton: I was very much interested in the statement that he

made in connection with the diphtheria toxoid and the scarlet fever tox-

oid. I have been waiting for some time to hear some authoritative state-

ment as to the value of these other than the commonly accepted values.

I didn't hear distinctly just what the Doctor said about the effectiveness

of the toxoid. I wish he would be good enough in closing to repeat what he

said in his paper.

Dr. W. C. Davison, Durham: Dr. W. P. Larson and Dr. F. W.
Schiutz in Minneapolis have apparently demonstrated that the combined

diphtheria and scarlet fever sodium ricinoleate toxoid has many advan-

tages over the present toxin-antitoxin, for the percentage of immunity

produced is practically as high and there are no reactions. They believe

that this product will eventually supplant toxin-antitoxin.

These figures which Dr. Mayer has collected indicate that diphtheria

and scarlet fever are probably as frequent in North Carolina as in the

North but the mildness of many of the infections is responsible for the

smal er number of cases reported.

Chairman Hudson: I want to take just a few minutes to introduce

Dr. Royer of the National Society for the Prevention of Blindness. Dr.

Royer has a message in which I feel every physician present will be inter-

ested. Dr. Royer has had a wide experience in connection with this work
on the prevention of blindness, something which we have not been giving

sufficient attention here in North Carolina.

It gives me much pleasure to introduce to you Dr. B. Franklin Royer

of New York.
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Dr. B. Franlkin Royer: My chief object in coming to North Caro-

lina at this time was to make the acquaintance of the health officers and

to attend j^our State Medical Meeting, the third state meeting I have at-

tended this year in the South. I have had the privilege of addressing the

administrative hea'th officers in each of these states, and through the

courtesy of the administrative health officers, have spoken in a number
of places in eight cities of your state.

The Association that I represent is in part your Association. Citizens

of North Carolina, the same as citizens in other states, are contributing

members to our support. The total subscriptions are in excess of

$120,000; the total membership is in excess of 20,000. Your own state

is a part owner in this volunteer association, and our services are yours

to command. We receive no remuneration from any of the large founda-

tions. We receive no support from any of the industries, so that we have

no particular axe to grind except that of helping humanity.

Interested originally in the prevention of blindness in the newborn,

the activities gradually broadened until we cover the whole field of pre-

vention of blindness.

Your state was one of the first of the large states to actively promote
prevention of blindness in the newborn by distributing silver nitrate. In
some of the other phases you have not perhaps been quite abreast of some
of the other states.

In the field of conservation of vision, we have worked very closely in

cooperation with the ophthalmologists of the country and with the

American Medical Association.

It may not be generally known to you that one of the large pamphlet
reports of the Joint Committee on Health Problems in Education of the

National Education Association and the American Medical Association is

published at the expense of our Society and is available at cost to any
uerson who wants it. Administrative health officers get it without cost.

We are concerned not only with the improvement of the technique of

vision tests of children at schooKage but we are extending a special

technique to children of pre-school age. We have worked out a test that

is especially applicable to your puzzling cases in the kindergarten and
first and second grades where the letters are not known.

We are concerned in helping to arouse sentiment jointly with the

state and local health officers and with the state and local school admin-
istrators and in the medical profession in securing adequate relief for

all pupils discovered by your screening processes, that actually need eye
care ; but we are even more concerned to do something for those that

cannot be completely relieved by the eye care.

I doubt if health officers generally appreciate that about one out of
five hundred school children in any community cannot be so adequately
corrected by the best opthalmological care that we may justify ourselves
in forcing them through the ordinary compulsory education procedure,
without great chance of deterioration of their vision.

Beginning in England in 1908, and in the city of Boston and the city

of Cleveland in 1913, a movement was organized to afford a special edu-
cational advantage for that sort of vision handicapped child.
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In England they still refer to this procedure as a class for the myope
chi d, and in this country, a sight-saving class. In cities such as Wil-

mington, Charlotte, Winston-Salem, or in any of your large centers of

population, where you have perhaps 10,000 white children on your school

roll, you already have enough of those handicapped children to justify

a special sight-saving class. You have an example south of you, in the

city of Atlanta, of how it can be done. There, two such classes have been

operating for some time. In the cities of New Orleans and Richmond,

similar classes are operating. In the cities of Baltimore, Louisville and
Cincinnati and in nearly all of the large cities, the movement has been

growing as they get far enough along in the school program to appreciate

its real value.

Here is a little graph that shows the rapidity with which that growth

has taken place since its beginning in 1913, when there were about two

classes, to the present time, when there are about 300 organized and

operating.

We stand ready at any time when any of you in your large cities are

ready for it to work jointly with the school authorities, the medical

groups and the health authorities. We will on invitation send a person

here to go over with you and the school people the question of searching

out and locating those particular children in the school system that ought

to be in sight-saving classes and to advise with you concerning the train-

ing of teachers.

Our organization spends a good many thousands of dollars a year in

that particular line of activity, even to the extent of helping universities

finance special courses to train the teachers who take charge of such

classes.

Probably the question might arise at any time with those of you who
are already thinking along these lines and are considering the question

of where you are going to get a teacher trained. You may be interested to

know that summer courses are operating in the University of Cincinnati,

the University of Southern California and the University of Chicago,

and an all the year course in the University of New York. A course has

been given at Peabody, but last year was discontinued because of the

flood causing so much distress in Peabody territory.

A sight-saving class was operated in the practice school at Peabody

so that the southern teachers studying there might see the great advan-

tage of this particular type of school work.

It would be a mistake to make any extended address at this late hour,

but I do want to express to you all my great appreciation in having met

you, and to those health officers who have arranged the speaking appoint-

ments, tell them how much pleasure it gave me to keep those appoint-

ments. I had hoped to go to other cities suggested in the invitation from

Dr. Laughinghouse, but some important appointments will make it nec-

essary to return to New York tonight. At some other time I hope to visit

other cities while going to points further south.

If there are any questions that any of you would like to ask during

the few minutes that remain, I would be very glad to answer them.



PUBLIC HEALTH AND EDUCATION 353

Dr. Hamilton: There is one thing I would like for Dr. Rover to

clear up, not because I think he is guilty, but because I suspected his

being guilty some time ago.

Another organization of essentially the same name, that I have good
reason to believe is financed by lens manufactures, distributes literature to
us health officers every once in a while, asking us to recommend people
to go to these optometrists or opticians to have their eyes tested and
everybody get fitted with glasses.

I just want Dr. Royer to state most emphatically that his organization
is not identified with this pseudo-advertising agency.

Dr. Royer: We have no interest in any commercial side of lens
manufacture or distribution, nor are we concerned with making the public
so eye conscious that glasses will be sought needlessly.

There are legitimate methods of advertising and there are commercial
concerns that do some worth while advertising along health lines, but we
play directly up to the shoulder of the medical profession, and if you
will look over the list of our Board of Directors and Advisory Board
you will find such men as de Schweinitz, Park Lewis, Cutler, Alger,
Derby, Wilmer, Wilder, and Conrad Berens, who was on your program
of the Section on Eye, Ear, Nose and Throat, and many others ; all of
these men stand high in the field of ophthalmology as we'll as being out-
standing teachers.

This work has been wished on us, if I might use that term, by the
American Medical Association, and, later, the National Education Asso-
ciation, both feeling that an outside organization with no axe to grind
might do this essental field work and propaganda work more satisfactorily
for the next ten or fifteen years and might more gracefully appeal to the
public for volunteer funds for carrying on. We want you to feel that the
National Society for the Prevention of Blindness is your organization to
command.

Chairman Hudson: Is there any further business to come before this
Section? If not, the Section stands adjourned.

The Section adjourned at five-ten o'clock.



SECTION ON CHEMISTRY, MATERIA MEDICA
AND THERAPEUTICS

The meeting convened at 2:25 o'clock, Tuesday, May 1, 1928^ in the

Dutch Room of the Carolina Hotel, Pinehurst, North Carolina.

Secretary McBrayer: I don't think the President appointed any-

body to call the meeting to order, so I would suggest that you elect a

chairman and go ahead.

Dr. J. F. Nash, St. Pauls: Gentlemen, out of respect to Dr. Parker,

I would like to suggest that we turn in our papers without discussion,

elect a chairman for the section, draw up a set of resolutions in respect

to Dr. Parker, and then adjourn. He was a prince of a man, a splendid

fellow, and one of the handsomest men I ever saw. We are confronted

with a situation that we have never had in the Medical Society before.

It seems there is some confusion about the meeting place, and all in all,

I think it would be a good plan to adjourn. May I have a motion to that

effect?

Dr. H. T. Aydlett, Greensboro; I think that is a good idea, and I

make that motion.

Motion adopted.

Dr. J. F. Nash, St. Pauls, was elected Chairman of Section for next

year.

The following is the resolution of Dr. Aydlett:

RESOLVED, By the Section on Chemistry, Materia Medica, and
Therapeutics that this Section adjourn by turning in papers without dis-

cussion in honor of the momory of the deceased Chairman, Dr. Carl P.

Parker.

RESOLVED, That a copy of this resolution be forwarded to his wife.

The meeting adjourned at two-thirty o'clock.

THERAPEUTIC USE OF MAGNESIUM SULPHATE
By J. F. Nash, B.S., M.D.

It is a far cry from that nauseous drug of childhood remembrance to

the present day use of magnesium sulphate. Virtues that commend its

use are its efficacy, its many modes of administration and application, and
its cheapness. A supersaturated solution, topically applied in erysipelas

and other skin infections, acts as an analgesic, anaesthetic, dehydrating

agent, giving relief from burning, reducing edema, and possibly exerting

a de-toxifying effect. Certainly a pack of this cleanly medicine in car-

buncles after crucial incision, is most satisfactory, inducing a copious dis-

charge of serum, relief from pain, a quick slough, an immediate amelio-

ration of toxic symptoms, and a speedy recovery.

From time immemorial it has been used orally after our Southern

'liver medicine,' calomel. To cleanse the intestinal tract prior to surgical
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operations and to the administration of anthelmintics and later to remove

the parasites, this is the drug par excellent. A series of autopsies showed

over 20 per cent with gall-stones, and with reason magnesium sulphate is

our mainstay in jaundiced, inoperable cases of cholelithiasis and chole-

cystitis. A half ounce of 25 per cent solution may be introduced by duo-

denal tube twice daily (and later aspirated) in these cases, often with

prompt and gratifying improvement. Whether its action is osmotic, or

whether the blood absorbs portions of the drug with an indirect action on
the gall-bladder is not known. The advantages of the tube are a greater

certainty of action, an opportunity for more accurate diagnosis, and the

prevention of vicious circle. Two to four drachm doses by mouth are rec-

ommended by Rook^ to ward off attacks of migrains.

In brain injuries, hyperemesis gravidarium, and intestinal obstruc-

tion an antitoxic, dehydrating effect is obtained by rectal administration.

In 1884, Wood," to substantiate the inhibitory action of magnesium
sulphate wrote that the intravenous use was not new. In 1905 Meltzer**

demonstrated its value in tetanus, discarded it on account of danger of

respiratory failure, and still later advocated its cautious use. The vogue
of "twilight sleep" proves the assertion that any drug that promises

abatement of the pangs of childbirth will attain immediate notoriety

among the profession and laity. Thus we see that although this drug had
been used intermittently for several decades it was only after Gwathmey^
and his associates in 1923 published a series of papers, "Painless Child-

birth by Synergistic Methods," that attention was focused on this im-

portant drug. The consensus of opinion is that magnesium is not a syner-

gist (or if so, "feeble and very ephemeral"),^ but is a true relaxant in

itself.

With the exception of placenta-praevia, there is no condition which
so alarms the fpmily and taxes the resources of the physician as eclamp-
sia. Formerly we emptied the uterus at the onset of convulsions, (largely,

I suspect to make the family believe that we were doing something for the

patient). But statistics have shown the fallacy of operative interference,

and proved that medical treatment has the lower mortality. How fortunate

to have a drug which given subcutaneously, intravenously or intra-spin-

ally will prevent, control, or at least modify the convulsive seizures of

tetanus and eclampsia! Dr. E. M. Lazard,*"' a pioneer in the intravenous

use of magnesium sulphate for eclamptic and pre-eclamptic cases, reports

no deleterious effects on blood or liver ; on the contrary by relief of

toxemia, there is a beneficial effect on the blood; and concludes with the

statement that Avith a further perfection of this method would justify a

belief in a mortality of less than five per cent. Solely by the use of this

drug the mortality of pre-eclamptic patients at the Los Angeles HospitaF
has been reduced 60 per cent.

The dosage ranges from 20 to 200 c.c. of a two to ten per cent solution

—usually 20 c.c. of the ten per cent. Virtually the only danger is that of

respiratory failure, and this obstacle is readily overcome by injecting in

the vein a small amount of calcium chloride. Loomis and Sherrick avoid
this danger by adding .7 grams of calcium chloride to 200 c.c. of two per
cent solution of magnesium sulphate, thus obviating the condition of
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hypo-ca^cemia. Indications for its use are the general condition of the

patient; a systolic B.P. of over 150 mm. with signs of impending seizures;

and the convulsions themselves.

Truly has this lowly drug become exalted ! And with numerous and
favorable reports, certainly we are justified in a more extensive use of it

in eclamptic conditions, delirium tremens, toxemias, edema of the lungs

and brain injuries.
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THE USE OF TANNIC ACID IN THE TREATMENT OF BURNS
By H. L. Johnson^ M.D., Greensboro, N. C.

In presenting a paper on the modern treatment of burns, it might be

of interest to mention a few of the agents which have been used in the

past. Time does not permit mention of all of them, nor even those in use

at the present time, to say nothing of discussing them. Poultices of fresh

warm cow dung, bruised leaves, wet dressings of fresh Heifer's urine,

a dusting powder made from powdered "night walkers"—not "street

walkers," and a paste made by stewing freshly caught earth worms to a

pulp and applying the residue to the burned surface, are materials which
were used prior to the advent of more scientific methods.

Coming to more modern times, we find in the writings of the famous
surgeon. Dr. S. D. Gross^ of Philadelphia, published in 1882, that "hot

and cold applications" were used freely, as were best tolerated, and were
to be discontinued as soon as they were found to be disagreeable. The
solutions used were "hot and cold water, spirit water, or a weak solution

of the acetate of lead." For superficial lesions poultices of scraped potato,

apple, turnip, starch, arrowroot or slippery elm, and clothes saturated

in carron oil were highly recommended. The burning and smarting asso-

ciated with a superficial burn was often relieved by the local application

of a weak solution of silver nitrate, the area being quickly covered with

carded cotton. Carbonate of lead in the form of white paint is perhaps
the most highly praised medication we find recommended by Dr. Gross.

Thus we readily see that the agents used have been rpany and varied.

Unfortunately^ such is still the case, a fact which bespeaks the inade-

quacy of most forms of treatment known at the present time.

The World War was responsible for a renewal of interest in the treat-

ment of burns, and served as an impetus to many interested in research

work; consequently, we have a better knowledge of the underlying prin-

ciples of general systemic treatment, and especially the management of
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the local lesion. It is generally conceded that the extent of the burned
area is of more importance than the depth. However, a burn of even a
mild degree may prove fatal. Generally speaking, in an adult with more
than one-third of the body surface burned, a grave prognosis is made,
and in a child with more than one-fourth of the body surface burned, a
fatality is likely. Further, in regard to prognosis, it has been fairly defi-
nitely worked out that a fatal result is almost certain when the red blood
count is over nine million, or the haemoglobin is over 125 per cent, and
the white blood count over i5,000.

Burn cases, except those of a trivial nature, at first display a clinical
picture practically identical witli the condition known as ''shock" or
exhaustion, and this is followed in a few hours by symptoms suggesting
the presence of a poisonous substance in the system, or a toxemia. Num-
erous theories have been propounded to explain the above phenomena,
but none is entirely satisfactory. Let us consider these theories for the
sake of brevity, under three main heads:

1. Derangement of the normal skin function.
2. Changes in the blood resulting in impaired function.
3. Absorption of toxic material into the blood stream.

Theory No. 1. The theory of derangement of the normal skin func-
tions of respiration, excretion, sensation, and heat regulation as a cause
for toxemia, has been shown untenable by dependable research men, too
numerous to mention.

Theory No. 2. We have already pointed out the value of blood
counts, so far as prognosis is concerned. The increase in red blood cells,
white blood cells, and haemoglobin shows that there is a definite concen-
tration of the blood. We know that thrombosis frequently occurs, and that
there is some impairment of the function of the red blood cells, as shown
by certain morphological changes. There is an increase in the urea nitro-
gen, as well as the non protein nitrogen, the increase being slightly greater
in the urea nitrogen. These are explained on the basis of blood concen-
tration. Increases in the other constituents of the blood, as revealed by
chemical examination, are in about the same proportion, and are not
sufficient to explain the profound toxemia noted clinically.

Theory No. 3. The toxemia theory is quite convincing. Autopsy
examination in fatal cases ranging from four to nine hours after the
patient is burned, reveals degenerative changes in the liver, spleen, kid-
neys, bone marrow, and adrenals. There is also general edema of all of
the lymphoid tissue. These changes are nearly identical with those found
at autopsy on patients who have died of acute infections like diphtheria,
in which it is known that a toxin circulates in the blood. Toxic substances
have been isolated from the urine of burned patients, which were toxic
for experimental animals. It has been shown that a toxic material circu-
lates in the blood, and it is carried by the erythrocytes since it is not
found in the blood serum. By doing a parabiosis'between two animals, one
being burned, the other develops toxic symptoms, as well as the burned
one, and if left attached they will both die.

The first indication in the treatment of a burn case is alleviation of
pain and the treatment of shock. This, of course, consists in the use of
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opiates, and generally morphin sulphate, gr. y_^, will suffice for the

average adult. External heat is applied in the form of warm blankets, or

a tent of sterile sheets with an electric light bulb for warmth. Stimulants

are administered, as may seem indicated—such as, caffeine, adrenalin, or

strychnine. Fluids are forced by all possible means ; by mouth, per rec-

tum, by hypodermoclysis, or intravenously. Most authorities favor thor-

ough alkalinization, and it has been shown experimentally that certain of

the proteases act only in a faintly acid medium, and since the toxins pro-

duced partake of this nature, the alkalies can certainly do no harm.

Normally, in a burn case the CO^ in the blood is altered but very little.

When more than a first degree burn is present, tetanus antitoxin in the

usual prophylactic dose should be administered, because, in the writer's

limited experience, one case was observed which developed tetanus, and

died, in spite of the most heroic efforts. The administration of hypertonic

salt solution intravenously, as recommended by Dr. Bigger^ at the Uni-

versity of Virginia, is rational therapy, and should be carried out when-

ever indicated, since there is a fall in blood pressure, a concentration of

the blood, and a consequent diminution in the volume of the circulating

blood. The injection of 100 cc. of 15 per cent saline solution will increase

the blood volume from 500 to 1200 cc, the maximum results being ob-

tained in thirty minutes, and lasting from Sl/o to 4 hours. In one case

reported, the increase lasted four days. Cannon considers hypotension

the sustaining factor in shock, and believes that this is due to diminished

blood volume. The injection of hypertonic salt solution is not recommend-

ed as a substitute for systemic forcing of fluids, but as an aid in the treat-

ment of shock. No untoward effects such as destruction of the red blood

cells, or severe reactions, have followed its use.

Having cared for the initial shock, we are now confronted with the

problem of treating the local lesion. Since the symptoms which develop

later are due to toxic absorption from the burned area, rather than to

actual changes in the blood, or to disturbances in the normal function of

the skin, it would seem that the logical procedure is to prevent the auto-

lytic products of protein decomposition from being absorbed. This can be

done by several methods—such as: (1) Debridement; (2) By the use of

vaso-constrictor drugs; (3) By arresting the autolytic process; (4) By
causing a coagulation of devitalized tissue. In discussing the first men-

tioned procedure ; i.e., debridement, (though this will prevent the develop-

ment of toxic symptoms), unfortunately, every doctor called upon to treat

a burned case is not a surgeon, nor is every patient who has been burned,

in a condition to undergo such an extensive operation as is frequently

necessary. The giving of a general anaesthetic to a person who has already

developed an accompanying congestion of the thoracic and abdominal

viscera, is not to be taken lightly. There is still the possibility of post

operative wound infection; pneumonia, and the various other complica-

tions which may follow surgical intervention.

The use of vaso-constrictor drugs as a means of diminishing the rate

of toxic absorption, such as adrenalin in combination with procaine or

novocaine, is quite popular, and a fairly satisfactory form of treatment.

However, you cannot avoid the trauma and pain associated with the
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necessary frequent changing of dressings. Later^ after the devitalized tis-

sue has been removed, there is considerable tendency to the formation of

piled up granulation tissue, or so-called "proudflesh."

The use of alkaline solutions, or alkaline pastes and ointments, has

been put forth with the idea of preventing the action of the proteases,

since they act only in a faintly acid medium. It is apparent that if such

is the case, then the autolytic processes are not stopped, but merely

slowed up, and the toxemia lessened, but not prevented—pain allevi-

ated, but not relieved.

The fourth possible means of limiting absorption is by the coagula-

tion method. Phosphotungstic acid and bichloride of mercury have been

known for a long time as protein precipitants, but in view of the large

area from which absorption can take place, the use of these agents is not

without hazard, and the same applies in the use of picric acid. While
doing some investigating along this line. Dr. E. C. Davidson" happily

conceived the idea of tannic acid as a protein precipitating agent. Tannic
acid is a non nitrogenous amorphous powder readily soluble in water,

glycerine and alcohol, but insoluble in ether and chloroform. It precipi-

tates proteins, alkaloids, glucosides, and the salts of heavy metals. It

forms a rather stable compound with the protein constituents of the body
tissues and fluids ; therefore, its action is self limiting when applied to an
abraded or burned surface. If applied in too strong a concentration there

is considerable penetration before the action is limited, by the formation

of a sufficiently dense coagulum, and deep caustic action may result.

After considerable investigation, Davidson and others have found that

the strength best suited is 2T/o to 5 per cent of the aqueous solution.

Thus having treated the initial shock, the following routine is adopt-

ed: The loose fragments of burned tissue are removed and all vesicles

punctured, careful aseptic technique being used throughout. The burned
areas are now fairly clean and free from infection ; heavy layers of

sterile gauze are now gently laid over the burned areas, and these are

held lightly in position by a gauze bandage ; this, in turn, is covered with

oiled muslin to retain the moisture. The dressings are moistened with

tannic acid solution and are kept so for a period of twenty-four to thirty-

six hours. (The solution should be made up fresh because it soon dete-

riorates with the formation of far less astringent gallic acid.) At intervals

of every six or eight hours the wound is observed, and by the end of

from twenty-four to thirty-six hours there should be a smooth brown
layer of coagulated protein over the entire area. The dressings are now
removed and the wound is left exposed to the air. If there are any weep-
ing areas left the wet dressings are continued, or the solution is sprayed
on at two or three hourly intervals until they too are covered with the

coagulum.

The coagulum formed has a feel similar to parchment, and is insen-

sitive to touch—there is very little pain. One or two hypodermic injec-

tions of morphin is all that is necessary. If there is any discomfort
from the dryness of the coagulum, the areas are covered with gauze strips

saturated with vaseline or 5 to 15 per cent boric acid ointment. Butecyn
picrate ointment may be applied satisfactorily, and for the areas around
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the eyes and nose where wet dressings cannot be used, it is of decided

value. (Do not return to boric or usual wet dressings, for toxic symptoms
will develop.)

Beneath the coagulum, healing takes place aseptically, and much the

same as under paraffin. Granulations seldom become piled up, and it is

surprising to find how soon the crusts of coagulated protein begin to

peel, disclosing a perfectly granulated and epithelialized wound, with a

minimum of scarring and resultant deformity.

THE CONCLUSIONS ARE:

1. In the treatment of a burn case the first indication is the treatment

of shock, and for this there are definite indications for the intravenous

use of hypertonic salt solution, along with the usual agents employed.

2. The treatment of the local lesion, with 2 to 5 per cent aqueous

solution of tannic acid, produces analgesia
;
prevents the loss of body

fluids; minimizes infection; lessens scar formation; facilitates rapid epi-

thelialization, and if followed by the open air method of treatment, pro-

motes general comfort, and necessitates a minimum of trauma.

3. We are greatly indebted to Dr. E. C. Davidson, of Detroit, for

his excellent work in developing this method of treatment.
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TOXIN-ANTITOXIN—SOME CLINICAL OBSERVATIONS
FOLLOWING ITS USE

By W. G. Suiter, M.D., Weldon, N. C.

The reports on the use of toxin-antitoxin as a preventive of diphtheria

have been indeed encouraging. The experience of public health officials

in the large cities, where thousands of children have been given this pro-

tection annually and the results checked systematically has been that

toxin-antitoxin does protect and that there have been no detrimental reac-

tions that could be definitely attributable to its use.

Based on these reports we have in our community advocated its use

and have given it to as many children as possible. From time to time,

however, a child having previously taken the treatment would develop

diphtheria, and occasionally one taking antitoxin following the previous

use of toxin-antitoxin would develop a severe serum-sickness. For a while

we considered these cases as exceptional and so inconsequential as com-
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pared to the good results we hoped to obtain from its general use, that

little attention was paid to them. As time passed a larger percentage of

children supposedly immune developed diphtheria, and so many cases of

serum sickness resulted from the use of antitoxin following the adminis-

tration of toxin-antitoxin, that the public became skeptical of our claims

concerning toxin-antitoxin and we, ourselves, felt that we were not get-

ting satisfactory results. Consequently I decided to review our cases in

an attempt to determine the reason for these conditions in our vicinity.

It is the result of this investigation that I wish to report for your

consideration. Our experience, although very limited, has been so differ-

ent from the reports published from larger medical centers, I feel justi-

fied in bringing our experience to your attention to determine whether our

trouble is purely local or whether other general practitioners are begin-

ning to have similar experiences. This report then is not rendered in the

spirit of prejudice and antagonism but in the spirit of seeking the best

interests of our patients. In spite of the fact that the general use of

toxin-antitoxin has been considered very efficient, we all must admit that

the control of diphtheria continues to be a major health problem. Toxin-

antitoxin has been freely given in our schools and also in private practice;

yet in the registration area of the United States the incidence of increase

of diphtheria has been 16 per cent in 1927 over 1925 and 15 per cent

over 1926. In our own State it seems to me the rate of decrease has been
disappointing, when we consider the large number of children that have

been given toxin-antitoxin. The yearly average for our state for the three

years before the nation-wide epidemic of 1921 and 1922 was 2769 cases.

There were 5981 cases a year during the epidemic, 1921-22. During the

four year period following the epidemic the average has been 3441 cases

a year. It is true that diphtheria has shown a gradual decline in our

state noticeable but not suggesting to attribute it to the use of toxin-anti-

toxin. Rather I should think we would expect a great decline following

such a severe epidemic as of 1921-1922. These facts do not justify at

this time the statements made to the public by some of our very able and
influential physicians. A physician of note, speaking to an assembly of

mothers recently in our own vicinity, made the statement that there is no
excuse now-a-days for a child to have diphtheria. In a recent issue of

Hygeia the statement was made that diphtheria was due entirely to the

neglect of the parents to have their children given toxin-antitoxin. It

seems to me a little premature for such dogmatic statements.

With these general remarks in mind, I wish now to report our situa-

tion in Weldon. My associate and I have treated many cases of diphtheria
in the adjoining county, but as we do not have complete records of these
cases we shall limit this discussion to those cases reported to our local

Health Department. Our cases during the severe epidemic of 1921
and 1922 were numerous, but as toxin-antitoxin was not in general use
at that time and our records not complete, I shall report only the
cases from Jan. 1, 1923. Since 1923 we have reported one hundred and
fifteen cases of diphtheria to our local board. An analysis of these cases
shows the following:
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First: Sixty-four of these eases were among children under twelve

years of age^ the age limit for the routine use of toxin-antitoxin. Of this

number nineteen had taken from three to five doses of toxin-antitoxin at

least six months prior to the onset of diphtheria.

Secondly: Of the nineteen children who had taken toxin-antitoxin,

four did not require antitoxin as the symptoms were very mild but clini-

cally and bacteriologically they were cases of diphtheria. The other

fifteen children were given toxin-antitoxin. The anaphylactic reactions

were more severe in all cases where toxin-antitoxin had been given

prior to the use of antitoxin, but in five of these children the reac-

tions were very severe, more severe than any of the local physicians had
ever seen before, except in children known to be particularly sensitive to

horse serum. These five children suffered peculiarly. The reaction lasted

from 3 to 5 days—fever ranged from 104 to 106. In two cases a general

adnetis was marked, and in three cases the patients were so sore they

could not bear to be moved without screaming. The agonizing pain and
soreness were confined chiefly to the thighs. In all of them there was giant

urticaria coming on after about 24 hours illness. Three of these patients

we considered alarmingly ill—one of them was seen only yesterday in

consultation with another physician. This particular patient, 13 years old,

received .5 weekly doses of toxin-antitoxin over a year ago and it was
necessary to give him 20,000 units of antitoxin to control the diphtheria.

His physician said that he has never had but one similar reaction and
that was in a child who had previously taken toxin-antitoxin.

Thirdly: Since toxin-antitoxin has been used in our community, the

incidence of the disease among adults shows an increase. Of the 115 cases

reported by us 51 were over 12 years of age and at least 45 per cent of

them were over 20 years of age.

Of course this series is too small and inadequate to draw definite con-

clusions from, but a few thoughts strike me as significant enough to com-

ment on. The number of children contracting diphtheria after taking

toxin-antitoxin is too large. Nearly all of these children were given 5

doses of toxin-antitoxin. We used the preparation put out by the state.

It seems that such dosage ought to be sufficient to immunize. If other phy-
sicians in the state are having similar experience and I know that some
few are, then we should seek a more potent preparation and take the

greatest care to prevent a deterioration. The only item I have been able

to find concerning deterioration was a report from Boston where several

years ago about 50 students took toxin-antitoxin that had recently frozen

in transit and the reactions were very severe. It was found on investiga-

tion that it was dangerous to give the preparation shortly after freezing,

as disintegration takes place then.

The fact that so many adults in our series contracted well developed

cases of diphtheria seems significant to me. From my my personal expe-

rience I believe this is due to the fact that so many children partially

immunized by toxin-antitoxin have diphtheria in a very mild, unrecog-

nized form and they become virulent carriers to unsuspecting adults and
children who have not been immunized.

May I illustrate this by an instance in my experience? Several years

ago I was called to see a man with a sore throat he could not cure. It
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was a well developed case of diphtheria clinically and bacteriologically.

His four children the week or ten days before had suffered for several

days with mild sore throats that were not severe enough to call in a phy-

sician and the parents never gave diphtheria a thought, as all four of the

children had taken full dosage of toxin-antitoxin in school the year before.

Every one of these children gave pure cultures of diphtheria. Following

that experience I cultured practically all sore throats for several years

and found similar conditions present. In other instances I have had
parents tell me that their children had been sick with suspicious throats

but as these children had been given toxin-antitoxin and were not very

sick, they did not call in a physician to see them. Later I have been called

in these homes to treat diphtheria. This partial immunity may help the

child but it causes the child to become a virulent carrier of the disease,

and also causes a feeling of false security among the parents, who feel

that their children are protected. For these reasons it seem to me that the

half-way use of toxin-antitoxin is more dangerous than not using it at all.

To my mind if toxin-antitoxin is really an effective preventive for diph-

theria, then every chid who has taken toxin-antitoxin should be tested by
the Shick test that those not having a full immunity might be given addi-

tional treatment. Furthermore every adult should submit to the Shick test

to determine susceptibility and those showing a positive reaction be given

toxin-antitoxin.

May I say in conclusion that this report is tiot given by me as an
opponent of the use of toxin-antitoxin, but the facts are brought out in

order to emphasize the fact that we must as general practitioners be

prepared and willing to do more than routinely give 3 to 5 doses of

toxin-antitoxin and consider the diphtheria situation in our respective

communities settled.

TREATMENT OF SEPTICEMIA

By Chas. B. Herman, M.D., Statesville, N. C.

Septicemia is a systemic infection due to a microbic invasion of the

blood and tissues with septic micro-organisms and their ptomains, with

or without a detectable seat of infection.

There are two varieties : septic intoxication and septic infection. Septic

intoxication or septic toxemia is a condition with its constitutional symp-
toms arising as a result of the presence of bacterial toxins in the circula-

tion from some focus of pyogenic infection.

Septic infection is due to the absorption of toxins and the septic

bacteria in the blood, and to their subsequent proliferation. Pyemia is the

term applied to a septicemia which is invarably associated with metas-
tatic abscesses in the various tissues and organs of the body, such as the

lung, liver, kidney, brain, et cetera.

Before going into the treatment of septicemia, it is well to consider

for a brief space the etiology of this very grave condition. The causative

organisms are usually from one of the streptococcic group—the strep-

tococcus hemolyticus, streptococcus viridans, streptococcus mucosus

;

nevertheless, other organisms, such as the staphlococcus aureus, staph-
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lococcus albus, the pheumococcus^ gonococcus, the micrococcus intra-cel-

lularis meningitis, bacillus pyocyaneus, bacillus aerogenes capsulatus,

bacillus proteus, as well as many other forms of bacteria, may be respon-

sible for the condition. Blood culture and isolation of the germ from the

blood of patient will determine the causative organism.

Granting that the diagnosis has been made by clinical findings and

proper blood examination, the treatment then depends to some extent

upon the type of germ present in the blood stream. In view of the very

complicated and ever changing morbid picture of blood infection, it is

difficult to lay down general principles for treatment. However, the

treatment may be divided as follows: surgical, symptomatic and specific

treatment. These must cooperate and be combined in such a manner that

no one of them injures the organism, which, in fact, has itself to accom-

plish the expulsion of the invading microbes and their toxic products.

In every kind of blood infection, surgical treatment holds first place.

If there is a local area of infection from which the generalized infection

has arisen, this focus should be excised or drained by ample incision in

order to prevent, so far as possible, further absorption from this area.

Wherever pus is expected, exploratory incisions are justified in order to

prevent metasteses and assist the organism in its fight against the invading

bacteria. Amputation and extripation of the injured extremities or organs

may be life saving. Metasteses may be avoided by exposing and ligating

the regional infected veins and evacuation of the purulent thrombus.

This is especially useful in autogenic infections. Unfortunately, however,

the primary focus is not always evident. After proper drainage has been

instituted, the wound may then be treated by the use of wet compresses

of bichloride of mercury, saturated solution of magnesium sulphate, po-

tassium permanganate solution, or a saturated boric acid solution. Irri-

gation of the local infection with Dakin's solution is also of value. If

this local focus is treated in the manner just described, it will do a lot

to minimize the number of organisms thrown into the blood stream and

will lessen the amount of toxins absorbed, consequently the symptoms will

be less pronounced and doubtless develop more slowly.

Symptomatic treatment is also very important. Every possible means

should be employed in order to conserve the patient's strength by a

proper dietary, careful nursing, rest and sleep, together with the judi-

cious use of cardiac stimulants.

The diet should consist of nutritious, easily assimilated food, mainly

of liquids, such as milk, cream, egg-white, lemon or orange albumin,

lemonade, orangeade, other fruit juices, meat juice and thin gruels. Alco-

hol in the form of wine or brandy is unquestionably advantageous, for it

not only supplies an easily digested and assimilated food, but at the same

time it acts as a cardio-vascular support by equalizing the circulation,

and tends to increase the appetite of patient, which almost invariably is

lacking during this illness. According to Hare, the general effect of alco-

hol, by being burned up in the body, yields energy and saves tissue waste,

which would otherwise be oxidized, if no alcohol were taken. The patient

should be given a liberal amount of some form of the above mentioned



CHEMISTRY, MATERIA MEDICA AND THERAPEUTICS 365

nourishment at regular intervals (preferably every third hour). If only

a small amount can be gotten into the patient, the attendant should insist

upon the patient taking as much as possible.

Good careful nursing is by all means essential. The patient should be

in a well ventilated room and surrounded by good hygienic conditions. A
well instructed and trained nurse will do much to make the patient com-
fortable and make rest and sleep possible. She can also see to it that a

proper amount of nourishment and fluid are being taken by the patient.

She should be instructed not to disturb the patient while asleep.

Drugs are only of service in a paliative way, for in this condition,

there is as yet no specific remedy. The general symptomatic treatment of

any blood infection involves strengthening of the entire organism, pre-

servation of the functions of the vital organs and centers, their protection

against infection. Cardiac stimulants should be administered prophylac-
tically, before circulatory disturbances are manifest. The routine use of

digitalis or camphor in oil in order to ward off cardiac failure are the best

for this phase. Other cardiac stimulants, such as ammonia, caffeine,

strychnine or adrenalin may be reserved for emergency. Every means
possible should be used to relieve the patient of suffering and produce
sleep. If other methods fail, morphin should be given in sufficient quan-
tity for pain and insomnia. Development of the morphin habit is less to

be feared than exhaustion of the vital center due to lack of a proper
amount of rest. To meet the renal condition, which is always present, the

free use of water together with the least irritating diuretics, is to be
advised. Some authors advise the use of quinine in large doses (10 gr.

every four hours) if well tolerated by the patient.

Hydrotheraphy is of particular value. Fluids in any form, especially

water, should be forced. The fever is best controlled by sponging the
patient with cool water. Coal tar antipyretics should never be given to

lower the temperature. A minimum of three pints of fluid should be given
each day. If the patient cannot take it by mouth, it may be given per
rectum as a Murphy drip, or by hypodermoclycis in the form of normal
salt solution. The former method of administering the water is slow and
frequently makes the patient restless which causes him to expel the fluid.

The latter method is also slow and has the objection of being painful.

Probably the best way is to give the saline intravenously; this method has
several advantages over the other two methods. In the first place, it is

quicker and the patient is disturbed for a shorter time; secondly, other
substances may be added to the water, such as some form of sugar. If a
normal glucose solution is given instead of the saline, the patient is

receiving both food and water at the same time. According to Audian and
Masmonteil, the intravenous injection of an isotonic solution of glucose
has given very favorable results. Where the leucocytes numbered from
5,000 to 7,000 before the injection, afterwards the count jumped up to

25,000 in less than half an hour, and kept at this level for two or three
hours, and even then did not decline below 16,000. The polynuclears form
80 to 90 per cent of the leucocytosis. Induced leycocytosis is regarded
by many as the only rational treatment of infections. The sugar solution
also acts as a stimulative influence to the kidney cells, starting up diu-
resis. The solution must be at least isotonic. From 300 to 500 cc. may be
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injected before the leucocyte reaction is realized, but on repetition in the

graver cases, Audian and Masmonteil do not hesitate to inject 1,000 to

2,000 cc. during the day, fractioned. The leucocyte count is the guide; they

inject enough to keep it about 25,000. A severe chill during the first hour,

following the injection, is the sign that this limit has been reached. Some-

times, two or three injections of 500 cc. will bring the temperature per-

manently to normal. In desperate cases, the amount may be more than

this and kept up for ten or twelve days, or longer if necessary. They
never notice any untoward by-affects but found it necessary to keep up

the treatment for four or five days following the fall of temperature.

When the blood pressure is persistently low, adrenalin is a valuable

drug in the proportion of 5 minims of a 1 : 1,000 solution to one pint of

normal salt solution given slowly into the vein. Here, we are not only in-

troducing the water but also a powerful vaso-constrictor.

Movement of the bowels should be brought about by copious irriga-

tions. This method is preferred to the use of cathartics for ofttimes vom-

iting follows the administration of purgatives and the patient becomes

more dehydrated.

Specific Theraphy. Specific treatment is a matter of personal deci-

sion. Surgical and symptomatic treatment must be applied actively in

every case. Specific treatment may be applied, in addition to but never in

place of the other two treatments. It is given in the hope of killing the

organisms, inhibiting their growth, or to produce or assist natural immun-

ity. In spite of the promising results of animal experiments, a chemothera-

peutic, bactericidal, or other specific remedy has not yet been found.

Numerous antiseptic solutions have been introduced for the purpose

of injecting them into the blood stream in order to sterilize or antisepti-

size it. Iodine, hexamethylenenamin, bichloride of mercury, magnesium

sulphate, collargol, formaldehyde, and a host of others have been used.

Of recent years, the various dyes have been used, among which are

mercurochrome, gentian-violet, neutral acriflavin, and acri-violet. Theo-

retically, it would seem that the dyes would be considerable value in the

treatment of septicemia for as Churchman has pointed out, five properties

in the process of bacteriostasis occur, namely, cessation of mobility, inhi-

bition of reproduction, inhibition of sporulation, suspenson of metabolism

and death.

Some of the dyes possess a selective activity. Gentian-violet effects

chiefly gram positive organisms. Other dyes, such as acriflavin, under

certain conditions, has a selective affinity for gram negative organisms.

For this reason, if dyes are to be used in the treatment of septicemia, it

is important to determine the type of organism causing the infection. The

dyes inhibit the growth of bacteria even in high dilution. However,

Burke and Rodier have pointed out by animal experiments that approxi-

mately five times the amount of acriflavin ordinarily given is necessary

to produce a bacteriostatic effect in the blood. Substances that do not kill

the germs but inhibit their growth would be of value to the patient for

the outcome of septicemia depends upon the war waged between the para-

site and the host.

Most commonly used antiseptics do not possess the power to pene-

trate tissue as well as the dyes. The dyes are relatively non-injurious and
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most of them are of low toxicity. They are not entirely harmless^ however,

for substances that are injurious to one form of protoplasm are more or

less injurious to all forms.

Patients vary in tolerance for the dyes. We should not expect favor-

able results in all cases. Clinical reports indicate that in some hopeless

cases the injection of the dyes apparently turn the tide in favor of the

patient and at other times against him. As before stated, it has been

proven that certain dyes have a selective affinity for certain types of

organisms ; and as our knowledge of the dyes increase, we may be able to

select with greater certainty those cases in which dye theraphy is indi-

cated. The brief exposure of the diluted dye, when given intravenously,

may check the growth of the invading organism but does not kill them.

A dye, such as mercurochrome, may do more harm than good to the

patient because here we have a molecule of mercury combined with the

dye, which is a marked irritant to the kidneys. Reed and Lum have called

attention to certain toxic results arising from the use of the dyes, espe-

cially mercurochrome 220 soluble. They noted particularly stomatitis of

a severe grade with hemorrhage, diarrhea and dysentery, and the appear-

ance of casts and albumin in the urine. These effects have had the usual

clinical features of mercuralism. In most of the cases, the symptoms dis-

appeared after the use of sodium triosulphate given per oram or per rec-

tum. More experimental work must be done with the dyes in the treatment

of septicemia before they can be added to our armentarium as of real

therapeutic value ; for clinical and experimental evidence is very conflict-

ing and the results on the whole have not been very encouraging.

Serum Theraphy. The various antisera help only if they are applied

at a very early period. In acute streptococcic infections, antistreptococcus

serum, if properly administered, is harmless and sometimes seems to be
efficacious, especially if used early and in large amounts. The serum
should be polyvalent and should be given intravenously, or intramuscu-

larly. 50 to 100 cc. should be given at once and repeated in 12 to 24 hours
if the case is severe. In staphlococcus infections, no satisfactory serum
has been prepared. In acute septicemia, vaccines are valueless, or are

rarely beneficial, but in the more chronic forms of infection they may be

of considerable value in connection with appropriate surgical and symp-
tomatic treatment.

The transfusion of large amounts of blood is ofttimes very helpful

to the patient. It may be advisable to withdraw some of the patient's

blood before giving a transfusion in order not to overburden the circula-

tory system, and in the hope of partially detoxicating him. Blood trans-

fusion activates the organism and this effect may be intensified by the

simultaneous injection of a polyvalent serum.

The chief indications in the treatment of septicemia may be sum-
marized as follows

:

1. Evacuate and drain all suppurative foci that are accessible.

2. Conserve the strength of the patient by good hygienic conditions,

careful nursing and a liberal supply of nutritious, easily assimilated

foods.
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3. Hydrotheraphy used internally in the form of salt solution or

glucose solution by rectum^ subcutaneously or intravenously. Sponging

with cold water to control the temperature.

4. Routine use of digitalis or camphor in oil to ward off cardio-vas-

cular collapse. Alcohol in moderate amount is undoubtedly of value. Mor-
phin is to be given in sufficient quantity for pain or insomnia.

5. Blood transfusion is of value.

6. In acute streptococcus infections, antistreptoccus serum is often

of value and is harmless.

7. Intravenous injection of antiseptics and dyes have not yielded

encouraging results, but the gavity of the disease and the severity of the

symptoms often justify their use.
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SECTION OF MEDICAL VETERANS OF THE
WORLD WAR AND MEDICAL OFFICERS'

RESERVE CORPS

The meeting convened in the Dutch Room of the Carolina Hotel,.

Pinehurst, North Carolina, at 2 :20 o'clock, Wednesday afternoon. May
2, 1928, Dr. J. B. Bullitt, Chapel Hill, Chairman, presiding.

Chairman Bullitt: Gentlemen, I have to start off this meeting with

a confession that I lied to you last year. I made the statement that we
would start promptly on the hour. I was here promptly on the hour and
there was only one other.

When the Section was unwise enough to make me Chairman, I decid-

ed that I would attempt one or two innovations. One was to try to start

promptly, which was never done before, and which wasn't done this time,

and the other that I would omit the usually boring presidential address.

Therefore, I will not attempt to make any.

The third innovation was I changed the program in character from
the idea that most of our doctors present were not interested, judging

from their past action, in military matters as such, but were more inter-

ested in these meetings from the professional side. So I though we should

make the program strictly professional, with tuberculosis subjects, medi-

cal and surgical, which would be of interest not only to the military man
but to the civilian. The disease tuberculosis is ever present in civilian life

and military life, and I felt that would be as good a general subject to

choose as any. So this program has been built up upon the basis of the

study of tuberculosis.

Unfortunately, two or three of the doctors who had promised to give

us papers have been unavoidably prevented from doing so. Dr. W. L.

Dunn, who all of you know has been very active not only in our medical

society in general, but has been very active in the Reserve Corps, has been
ill for some weeks and is not able to be with us. He is in a hospital in

Washington at the present time and I understand he is very seriously sick.

I want to suggest that this Section send a message of regret to Dr. Dunn
over his illness, and also regret over his absence.

Dr. Miller had a very excellent paper for us. He is not on the pro-

gram because he notified me a week or ten days ago that he would not be

able to be here. So his paper was left off.

The first paper we have will be upon "Some Aspects of the Early
Diagnosis of Tuberculosis," by Dr. J. M. Northington, of Charlotte.

Dr. J. M. Northington: Mr. Chairman and Gentlemen: I feel espe-

cially complimented in being asked by Dr. Bullitt, my comrade-in-arms,
to say something on this subject for a good many reasons, and not the

least of these is the fact that he didn't attach any military titles, rather

prefixes, to the names. Perhaps I feel unduly keenly in resenting our

taking these titles given to us for the time being on account of no special
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merit, titles that men who go into the regular service have to work for

years and years to attain, and to attain them have to show real efficiency.

A near akin thing is that we see all around us some person of little

consequence who is appointed on a Governor's staff and becomes a colonel.

To the average mind a colonel is a colonel. A man who goes into the regu-

lar service whether he is in the Medical Corps or whether he is in the

Engineering Corps or whatnot, has to be an able man and has to serve

many laborious years in order to get a colonelship. And I wonder why the

regular army doesn't take some steps to prevent this confusion and this

belittlement, which it is. While it is true that Dr. Bullitt and I were
called majors in the army, we weren't majors; we were just doctors, and
I am mighty glad that he called us doctors. Some of the men who were
with us rather enjoyed those titles, but I think very few of us did, and I

think most of us feel a proper sense of our inferiority to the regular army
personnel.

When Dr. Bullitt wrote me and asked me to present some remarks

on this subject, two ideas immediately occurred to me. One of these was
that this Section had no legitimate excuse for meeting. There never has

been a reason for this Section and I trust it will be discontinued.

There is one other thing I would like to call attention to : that I wish

there never had been attempted a distinction between the men who went
abroad and the men who stayed in this country. A whole lot of us went
abroad who didn't want to go and a whole lot of us stayed in this country

who were very anxious to go. There was never a good reason for giving

overseas chevrons to one and civilian chevrons to the other.

I also wish to say something about a matter which has been develop-

ing in my mind for a long time, and I think this is a good opportunity to

mention it. I think this matter of the diagnosis of tuberculosis has been

in a sense overemphasized.

ON MAKING THE DIAGNOSIS "EARLY PULMONARY
TUBERCULOSIS

By James M. Northington, M.D., Charlotte, N. C.

Soon after the Chairman of this Section requested me to take part in

this program he came in to see me and I outlined the ideas which it was
my intention to present. Singularly, since that time I have run across a

considerable number of expressions of nearly the same ideas. Most likely

the circumstances made my eyes keener for such matters. Conspicuous

among these expressions is an address by Dr. David A. Stewart, the

Superintendent of the Manitoba Sanatorium, appearing in the April

issue of The Canadian Medical Association Journal. Realizing fully that,

for some inscrutable reason the quoted word carries added conviction,

and this address being to all intents and purposes a filling out of the

outline I had given our chairman, I shall use it freely.

Army experience and civilian experience, before and since the war,

forced on me the conviction that, in our anxiety to impress upon doctor

and layman the necessity for being constantly on the lookout for tuber-

culosis, we have overplayed our hands. This does not mean that we have
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succeeded in empressing every doctor with the necessity of keeping con-

stantly in mind for daily use, instead of in storage, those symptoms which

all of us know should lead us to suspect tuberculosis and take appropri-

ate action. Rather, it means that, in many cases doctor and layman have

been so impressed with the imminence of the danger from the "great

white plague" as to cause an inexcusably large number of persons who
have no tuberculosis to be labeled "tuberculous."

Many doctors say that, when they tell a patient in whose case they

suspect tuberculosis that he has the disease and recommend sanatorium

treatment, they are "giving the patient the benefit of the doubt." But

are they? Let's look into it. A mistaken diagnosis of pneumonia, scarlet

fever or diphtheria, while deplorable, usually works little hardship on the

patient. Not so with tuberculosis or syphilis. (Syphilis is merely dragged

in for illustrative purposes and will not be further considered). The acute

diseases will run their courses in a few weeks, largely irrespective of the

diagnostic label attached; but a diagnosis of tuberculosis, correct or in-

correct, is "from now on." It permanently limits one's possibilities for

obtaining gainful occupation, and his social life, while imposing a heavy

pecuniary burden ; in many, if not most, instances it changes for the worse

the whole current of the patient's life.

The opening paragraphs of the address mentioned early in this paper

read:

"In the pages of Punch, not long since, two flappers, discussing their

respective and respectable medical advisers, decided they were of two
types familiar to all of us, and of which we know many honoured repre-

sentatives, one a "Pooh-pooh-er," and the other a "Wind-up-er." In rela-

tion to tuberculosis, the "Pooh-pooh-er," the man who habitually under-

diagnoses, who has comfortable words of "Peace ! Peace ! when there is no
peace," was a tremendous nuisance twenty years ago, and still survives.

But the man who habitually over-diagnoses, who "gets his patients' wind
up," without sufficient cause, is more numerous than he used to be, and
something of a nuisance also.

"The Pooh-pooh-er—if the modern colloquialism may be permitted

—

has many alibis. He has known the family all his life and there has been

no tuberculosis on either side of the house. 'This girl looks as well as

ever she did. Her chest is sound as a bell,' (upon a half-minute examina-
tion, with a defective stethoscope, and through underclothing.) 'Blood?

Doubtless from the throat. Pain? A little pleurisy, nothing like tuber-

culosis. Cough? Merely a 'cold'; everybody has 'colds'; or 'flu' hanging

on a bit. Spring will clear it up. Fatigue? Not enough exercise; she should

get out more.' He will think and talk of everything else possible before

and besides tuberculosis. He 'simply wouldn't take the responsibility of

even suggesting tuberculosis to this frail little woman ; the shock would
be enough to kill her. Bacilli? Laboratory men make many mistakes. Any-
way even if it is tuberculosis, nearly everybodj' has it, and most of them
get better. Why worry.'

"The Wind-up-er, who is inclined to over-diagnose tuberculosis, is

nervous and apprehensive. He heard a rale, or thought he did, somewhere
in the chest ; or dullness has been defined, or at least suspected ; or, there
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was a speck of blood a little larger than a pin head; or, there has been

cough for a week. Plates show some dirtiness somewhere. There has been

a positive von Pirquet reaction. A few pounds of weight have been lost.

The reason 7nust be tuberculosis and the prognosis must be grave.

"Somewhere between the two extremes of under-diagnosis and over-

diagnosis is a happy mean of right diagnosis, which, if we seek earnestly,

we can find."

Attention is called a little further on to the well-known, but too-little-

regarded, fact that a truly early diagnosis of tuberculosis can seldom be

made, that early tuberculosis is to be found only in persons who have no

definite symptoms. Dr. Stewart is for early diagnosis but not for early

guesses or unwarranted assumptions.

"Early diagnosis.'' Yes, the earlier the better, if the diagnosis is also

right; not otherwise. Twenty years ago, earliness was about the only

virtue considered in the diagnosis of tuberculosis, and lateness the only

vice. But really, to be right is just as important as to be early, and
early-and-wrong is as capable of mischief as late-and-self-evident."

The point is strongly emphasized that, though the infection is well-

nigh universal, the disease is not; a distinction not always made. "And
'having tuberculosis' does not always mean 'suifering' from it." "If X-ray
plates gave the only means of diagnosis" in Dr. Stewart's and my opinion,

"half the patients who enter hospitals might be considered tuberculous."

As an illustration of the incisive humor of the allegedly humorless Briton,

I commend to you: 'Old lesions do not necessarily explain all ills. Those
who have recovered from tuberculosis must be permitted to have a chance

of developing other diseases also." The search for tubercle bacilli is lik-

ened to going fishing, two days fishing being better than one and ten better

still.

Heise, in the American Review of Tuberculosis for April, says this:

"Before the advent of the general use of the X-ray in the diagnosis of

pulmonary disease, more and more emphasis was laid upon the need of

discovering early any abnormal physical signs in the chest, so that, when
present, tuberculosis might be treated at once with the greatest chance of

satisfactory recovery. This naturally led to ultrasensitive and critical

standards for interpretation of breath-sounds and adventitious sounds and
also of impairment of resonance. As a consequence, we know now that

quite a few patients were erroneously diagnosed as tuberculous. Many
were stigmatized to their individual loss, both socially and financially,

and others were refused protection by insurance. We now know that the

normal variations in physical signs are broad for both percussion and
auscultation, so that minor changes from the previously taught normal

are not considered as seriously in diagnosis as formerly. Some time ago it

was shown that such minor changes in breath-sounds as prolonged expira-

tion, slight brochovesicular breathing and increase of vocal resonance and
slightly distant breathing, were very frequently found in individuals with

no pulmonary disease."

The easiest way to dispose of a patient who is below par and who
presents no definite evidence of any certain disease is to tell him that he

has "incipient" or "early tuberculosis." If, after a few months, the

patient is well, there is much rejoicing, and great is the doctor's fame,
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whatever the patient may, in fact, have got well of. If, on the other hand,

it turn out to be a case of tuberculosis, the doctor is honored for his diag-

nostic acumen. He can't lose. But his patient can, and often does.

The workers at the Adirondacks Cottage Sanatorium have adopted

five criteria for diagnosis, the absence of all of which is regarded as

necessary for the exclusion of pulmonary tuberculosis. These are: "(1)

hemoptysis of a drachm or more; (2) pleurisy with eifusion; (3) mode-
rately coarse rales above the third rib and the third vertebral spine; (4)

a parenchymatous roentgen-ray lesion in the same area, and (5) tubercle

bacilli in the sputum. Pulmonary tuberculosis can be excluded safely only

when all five of these data are absent."

I am asking that you not make a positive diagnosis of pulmonary
tuberculosis except in the cases of patients in whose sputum tubercle

bacilli are found at least twice, or who present typical rales or X-ray
evidence.

I am asking that each of you think immediately of tuberculosis as the

most probable cause when any patient comes to you complaining of pro-

gressive loss of strength and (or) weight, cough, vague digestive disturb-

ances or hemoptysis of a drachm or more ; tells you that he or she has had
pleurisy with effusion, or is found to be so afflicted

;
presents moderately

coarse rales in an apex ; or shows parenchymatous lesions when examined
under the roentgen-ray.

I am asking further that you bear it in mind that a diagnosis of tuber-

culosis, correct or incorrect, is a permanent and serious handicap; and,

on the other hand, that, notwithstanding much optimistic literature,

veri^ fetny in whose cases the diagnosis is proved are ever able to show a

balance on the profit side of the economic ledger. This being true we can

well afford to refuse to work the certain injury by labeling a doubtful

case tuberculosis; for the very problematical benefit to be had in case it

turn out to be tuberculous.

What to do in such a case? Make a diagnosis of "suspected tubercu-

losis" ; then, when you find that it is not tuberculosis you will not have
to tell the patient his tuberculosis is "arrested," and so leave in his mind
and the minds of all his associates the idea that the disease is apt to break
arrest at any time

;
you can wipe the slate clean and your patient will be

entirely rehabilitated in the eyes of his family, his employers and society

in general. Moreover, you will have been dealing honestly witli your
patient all through, representing to him as known, things which are

known ; as probable, things which are probable.

Lieut.-Colonel W. L. Pyle, Fort McPherson, Ga. : I don't know
that this is apropos to the particular phase of the subject the Doctor is

discussing. However, in Panama, in the medical societies, when the sub-

ject of tuberculosis has come up, the doctors whose opinions are really

worth anything, who have been residents in Panama for a long time,

have stated that they never have seen a case of tuberculosis recover en-

tirely. That is rather a strange experience, and in connection with the

wonderful tuberculosis work in this state, I often wonder about the

effect of the sunshine and humidity upon the prognosis of tuberculosis.
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In Panama, they have wonderful sunshine. One thing I might mention

is the fact that they never have any rickets, that is, to amount to any-

thing, in Panama. I think the humidity there is worse than it is in almost

any other place in the world. I don't know if there is a place where the

humidity is as great. So that while they have the humidity there, they

have the heat there, and sunshine. I think the humidity is the main fac-

tion in bad prognosis of tubercular cases.

It is an extreme statement when a doctor makes a statement that he

has never seen a case of tuberculosis recover. That means that they all

die. In Panama, the policy there is to evacuate all cases as soon as a

positive diagnosis is made.

It is hard to recognize the point about the sunshine and humidity.

Apparently, the sun is efficacious, and certainly is in rickets. In Panama,

they are in favor of inhibition in the growth of tuberculosis bacillus. On
the other hand, the fact of humidity must be an important factor because

many doctors from the states have worked in the laboratories there and

they have been very much impressed with the luxuriant growth of the

number of organisms in the field of microscopy in the case of tuberculosis

in Panama and in the United States.

Dr. Heise, who is working on rickets, made a visit to Panama while

I was there. He went into the subject of rickets, collected causes, and

found only very few cases of mild rickets in a type of population where

you would expect a great deal. So you have your sunlight down there, but

you do have excessive humidity.

Dr. J. W. Dickie, Southern Pines: I was trying to pay as close atten-

tion to Dr. Northington's paper as possible. If I understood him cor-

rectly, he stipulated that positive sputum was one of the conditions on

which a diagnosis should be made. In other words, it should not be made
except in the presence of a positive sputum.

Dr. J. L. Spruill, Jamestown: I think we are inclined to take our-

selves a little too seriously. I am delighted to have somebody read a

paper on tuberculosis who isn't a specialist.

Just after my graduation a long time ago, I approached an old pro-

fessor of surgery, a University of Maryland man, old Dr. Tiffany, whom
I knew well, and like all other youngsters, I was fascinated with the

glamour of surgery and its spectacular stuff which we saw in the operat-

ing room. I went up to Professor Tiffany and asked him if he wouldn't

put me on his staff as I was very anxious to learn some surgery.

The old gentleman looked down at me in the way he had of looking

over his spectacles, and he said, "Son, where is your home?"

I said, "Dr. Tiffany, I live in the backwoods of North Carolina, a

hundred miles from a hospital, and fifty miles from a railroad," which

was the truth at that time.

He said, "Now, son, you go back down in the backwoods of North

Carolina and you stay there five years in the practice of medicine ; then

come back to me and I will teach you surgery. I can't do it now, your

knowledge is not broad enough."

As the niggers say, he said a "mouthful" when he said that.
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I hope to live to see the day when the American Medical Association,

or some other power, will pass a regulation that no man can enter any
specialty who hasn't at least five years of general practice.

I fully appreciate what Dr. Northington has said. I think he said

one thing that was very dangerous. It is just as seriously a mistake, gen-

tlemen, to tell a patient that he has got tuberculosis when he hasn't than

it is to tell him lie hasn't when he has. I think time and again in our work
we jump at conclusions, and it means a great deal to make a blunder on
either side. We always have time if the case is so close that the diagnosis

is in question, for study along that case. We have time to keep the patient

under observation at least until we can be reasonably sure in regard to

that, and with the facilities at hand now we could work that out very

well. I don't know about the rest of you men in tuberculosis work, but

with me it is almost a daily proposition to face it squarely and tell the

patient I don't know. It takes a man some little time to have nerve
enough to do that. Young men think it is a failure and mistake to admit
that they don't know. But I have to come face to face with that thing

often and I don't mind telling you square off the bat I have said to pa-

tients, "I don't know, but I will try to work this thing out and find out."

It has been my experience a time or two to have seen some very serious

results. One instance occurs to me now where a young woman in the

graduating class of one of our big colleges was diagnosed tuberculous by
a leading physician in the community and advised to throw down her work
and get into a sanatorium. Her father was not satisfied and she was
referred to a tuberculosis man and he couldn't make himself sure that she

had the trouble. They had a competent school physician and he advised
that she go on with her work under the careful supervision of this physi-

cian. That was in November. She went on with her work and graduated
the following June. That occurred three years ago and no symptom has
ever come up since.

One of your statements, I think, was one of the most dangerous things
I heard mentioned in the Medical Association; that is, that you can't make
a diagnosis of tuberculosis unless you have positive sputum.

Dr. Northington: If you will read that statement you will find that

I didn't make that statement.

Dr. Spruill: All right, I am glad you didn't. (Laughter).

Now I think it is very probable that every open case of tuberculosis

has positive sputum at some time. If you examine enough you will find

that. I remember while I was working in the State Sanatorium, in one
case we found the sputum after the twenty-first examination, but we
didn't find it in the other twenty. Well, we don't make that many very
often, but I do think that it is very wrong to say that you don't have
tuberculosis without finding the bacteria in the sputum. But I think Dr.
Northington has sounded a note that is well worth attention and care:
that we should go slow in making these diagnoses sometimes because of
the serious results which follow a mistake that is made either way. When
we know we have got it we know what to do with it, but in the doubtful
cases, if we are so doubtful, we always have time at least to look into the
matter and be reasonably sure just what the diagnosis is made of.
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While I am on my feet, there is one tiling that I wish to put over. I

have been in Guilford County nearly five years. We have sent people out

from our institution with a disease arrested and in splendid condition^ and

I know numbers of those men and women now^ gentlemen^ who are walk-

ing the streets of the city of Greensboro and who are absolutely refused a

chance to make a living. They are no more dangerous than you or I.

Propaganda has been spread by fools who have more words than sense

about the danger of spreading tuberculosis^ about the danger of working

in an office with anybody who has ever had tuberculosis. Something like

that occurred a short time ago in one of the big railroad offices in High
Point. This fellow, one of my patients, never had much trouble, anyway.

He came to my place, stayed five months, went home in splendid condi-

tion, and went back to take his job in the railroad office. Up popped all

the rest of the bunch and said, "If he comes in here, we are going out."

The general manager himself happened to be a patient of one of the

members of my board of directors, a physician. He didn't know what to do

about it, whether the man was dangerous or not. I told him positively no,

and he got in touch with this superintendent and told him what I had to

say, and he said, "You go back to your office force and tell them that you

are going to put that man back where he belongs, and if the rest don't

like it, tell them to get the hell out of there." That man had the nerve to

do it.

There is too much of that. There are people who are denied the chance

of making a living because of this one thing, and I think it is up to us

to see if we can't educate the public a little bit along that line and give a

poor fellow a chance to make a living when he is not dangerous to any-

body else.

Chairman Bullitt: Any further discussion.^ If not. Dr. Northington

will close the discussion.

Dr. Northington: Gentlemen, I appreciate very much the remarks

you have made. These things have forced themselves on me gradually. I

do work in general diagnosis. I have no predilection for tuberculosis, or

diabetes, or any other certain thing as being wrong with a person. I am
constrained to believe when a patient comes up for a diagnosis he is prob-

ably a little more apt to get the diagnosis of his real condition from a

man who isn't trying to find any certain disease, who has no pets. There
is a good deal in the old idea that all is yellow to the jaundiced eye—we
look through certain spectacles and we see things that we are looking for.

I don't mean to say that the men who have a special interest in

tuberculosis are only looking for tuberculosis; they are just as able as the

rest of us and they know how to make the finest points in diagnosis better

than we do. They can give a better prognosis when the diagnosis is made.

Thej'^ study that very minutely. But it is a firm conviction of mine that

they are in a condition somewhat similar to that of most of us when we
started out for ourselves in practice. When I came out from my service as

an interne I was convinced that the world was just about to die of

diabetes, pernicious anemia, and cancer of the, internal organs, because

those were the diseases I had been living among. It wasn't an acute hos-

pital service. We didn't have any whooping cough, measles, warts.
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bunions, or boils to treat. My idea of what made up sick folks, which I

later learned only made up a very small proportion of the patients

treated, was a group afflicted with chronic, incurable diseases.

Some time last November I had the misfortu'ne of being in a railway

accident. While one hand was in a cast one of the doctors in Charlotte

called me up and told me his son at the Davidson College had a suspicious

cough and some other symptoms which made him want me to examine his

chest. I told him I would be delighted to do so but I felt I would be very

seriously handicapped because my left hand was in a cast. Then he paid

me the compliment of asking me to suggest somebody else to examine his

son. I told him that Dr. Allan was the man I had and that I didn't know
of any better recommendation I could give him. Then he asked me about

a tuberculosis specialist. I said to him that I would not make a direct

recommendation, but that I believed the best course was to go to a man in

general diagnosis, who sees tuberculous patients not in preponderating

majority. At least one whose patients right straight through are well

mixed. Give him an opportunity to make the diagnosis. He is not pre-

judiced in any way. He is not influenced by the preponderance of tuber-

culosis, or the seriousness of the tuberculosis problem.

As to what Colonel Pyle says about the non-appearance of rickets

down in Panama, it occurs to me that there probably is this reason: It is

likely that in addition to an abundance of sunshine there is a like

abundance of green vegetables. I never have been in the tropics, but it is

alleged, anyhow, that vegetation is very abundant there.

With regard to the fatal issue of tuberculosis there, I believe that,

in large part, is due to the thing which I laid stress on when we were
about to build a sanatorium in my county. One of our best citizens, a man
who has the interest of the people of his county and his state greatly

at heart, had expressed the idea that he wasn't in favor of voting these

bonds for the reason that he understood this was not a proper climate in

which to treat tuberculosis. I saw him and also wrote a letter to the paper

at the time in which I stated my firm conviction that the best climate, the

climate which will most favor the recovery of the tuberculosis patient, is

the climate or the location in which that patient is happiest and most
contented. I am firmly convinced this is true. The people who go down to

Panama, as long as they are healthy and can work, are happy ; they are

not concerned with the distance from home. When they get sick they get

concerned about these matters. The reason I say the influence of climate

must be slight is the fact that a lot of the finest institutions, institutions

that produce the best results in tuberculosis, are built everywhere, all the

way from the heights of the Alps down through Algeria, through Egypt,
and varying in humidity from Asheville to Albuquerque. Therefore, I am
firmly convinced that it is largely a matter of where the patient is most
happy in trying to get well.

Replying to Dr. Dickie, I think it is much better to read what I said.

Here are the exact words: "I am asking that you not make a positive

diagnosis of pulmonary tuberculosis except in the cases of patients in

whose sputum tubercle bacilli are found at least twice (I say that for the

reason that no laboratory technician is infallible. It is possible that he

may have the patient's sputum confused with Mr. Jones's or Mr. Smith's),
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or who present typical rales or X-ray evidence." Don't you agree with
that? One of those three things, not necessarily all. I believe that with
this explanation these gentlemen who see most patients will thoroughly

agree with me.

I am delighted with Dr. Spruill's remarks. As I anticipated, a man of

his sober judgment, as well as his experience, realizes that we may do
patients an infinite amount of harm by overdiagnosing, and that in our

anxiety to stimulate the minds of the medical attendants to impress upon
them the necessity of being on the outlook for tuberculosis, we have
overplayed our hands. (Applause).

DISCUSSION OF THE PULMONARY FORM OF TUBERCU-
LOSIS AS IT OCCURS IN INFANCY AND CHILDHOOD

By S. M. BiTTINGER, M.D.

Assistant Superintendent and Resident Physician, North Carolina

Sanatorium, Sanatorium, N. C.

As it is well known in infants and young children the tubercle bacillus

has a particular predilection for gland, bone or joint tissue and hence

these forms of tuberculosis are the ones commonly seen. On the other hand
in the adult the bacillus has a particular predilection for pulmonary tissue

and hence we have this form as a predominating and common one in the

adult. However, the pulmonary form does occur in infants and children

and it is with this rather uncommon, though not rare form, that this paper

is concerned. It is only within rather recent years that any very extensive

and prolonged study has been made on tuberculosis as it occurs in infancy

and childhood and the clinical findings correlated with the X-ray, labora-

tory and pathological findings. Since this is now being done we are obtain-

ing a great deal of definite and valuable information which before we did

not possess. Of course the infecting organism is the tubercle bacillus and
the origin of the pulmonary lesion may be from within as from the rup-

ture of a caseous tuberculous gland into a bronchus or blood vessel, or

from without resulting from exposure to a massive dose, which, as we
all know, is obtained from so many and diverse sources, especially from
a carrier in the child's immediate family or some close relative or friend

or servant. In the small infant or very young child the infection usually is

to all intent and purposes a primary one, particularly if the infant

received a massive dose of bacilli. If the child is older, say beyond the

age of three or four years the infection is practically always secondary

to a primary glandular invasion with often evidence in the X-ray of a

primary lung focus with involvement of the regional lymph nodes situated

in the tracheobronchial region, or it may spread from without.

In discussing the incident of the pulmonary form of tuberculosis in

childhood will mention the work of Chadwick of Massachusetts. In his

series of 30,000 school children from all walks of life he found only 45

cases showing the pulmonary parenchymal lesion and in our recent series

of 19,626 children only 20 showed the pulmonary form of the disease.

These statistics cover only children of the school age. In other words
from the age of 6 to 16. We really have no reliable statistics of the inci-
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dence in the younger children as the diagnosis and report on the cause of

death of these little patients is notoriously inexact. However, the inci-

dence is certainly higher. Nevertheles, you can see from these statistics

hovr relatively uncommon is the pulmonary form in children when com-

pared with that of the frequency of the occurrence of the other forms,

particularly in the tracheobronchial.

In classifying the various forms of pulmonary tuberculosis in chil-

dren we give that of Gittings and his school of Philadelphia who have

probably the best grasp of the various phases of childhood tuberculosis

of any other workers in this field. He classifies them into

1. Miliary

2. Tuberculous bronchitis

3. Caseous pneumonia
4. Fibo caseous or fibroid form

Will discuss the miliary form after a discussion of the others as any one

of the other forms may at any time develop into the miliary or general

form of the disease.

Tuberculous bronchitis: A form especially common in infants and
small children, often starting with symptoms of acute bronchitis, which
however instead of clearing up as ordinary bronchitis usually does will

show definite chronicity with symptoms of progressive failure of health,

especially loss of weight or more likely failure to gain properly. This

latter may be the significant symptom. Occasionally a careful history will

show a prodrome of suspicious symptoms dating back several weeks or

months, depending on the age of the patient as the younger the patient

the more acute the process and the shorter the prodromal stage. The tem-

perature is usually from 99 to 100 and the cough is usually very dis-

tinct, ranging from slight to severe in degree and usually associated with

the raising of little or no sputum, especially if the child is below the age

of 5 or 6 years. Physical signs are very indefinite, usually breath

sounds harsh, especially about root of lung and the rales are coarse in

character, also more numerous over the inner lung zone close to sternum
on either side. The persistence of these symptoms and signs should make
one very suspicious of the lesion being tuberculous in nature, especially

if associated with a known source of contagion and helped also by obtain^

ing a positive sputum and together with the use of the X-ray and tuber-

culin test. However, the X-ray is not always conclusive as enlarged root

shadows do not necessarily mean tuberculosis.

The course of the above bronchitis: First, there may be periods of

improvement followed by remissions and finally the process may pass into

a definite caseous pneumonia. Second, the bronchitis may be rather acute

and active and spread at once into the form of caseous pneumonia. Again,
miliary tuberculosis may occur at any time. In older children, especially

beyond the age of eight or ten years, the acute disease may gradually pass
into the subacute or chronic form and the pathology then resembles that

seen in adults or namely the fibro caseous form of tuberculosis.

The next and by far the most common form of pulmonary tubercu-
losis in infancy and childhood is known as the caseous pneumonic form.
It may start as an acute pneumonia at the onset showing close similarity
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to the ordinary bronchopneumonia, certainly in the beginning, or as

mentioned above it may follow a tuberculous bronchitis from rupture of

a tuberculous tracheobronchial node into a bronchus or by contiguity.

It may also follow a clinical lesion in some locality of body as from an

old abdominal focus or in the course of a rather so called chronic form of

miliary or general tuberculosis. Last, but not least, an old latent pre-

existing focus may be activated by some acute infectious disease and

spread into a caseous pneumonia, the notable activating diseases being

measles, pertussis, influenza or typhoid fever. In this form of infection

we see usually, particularly the younger the child, a much more acute

and extensive lesion than in the adults and little or no evidence of fibrosis

or limitation of the tuberculous process, the lesion being in the form of

more or less advanced areas of caseous pneumonia scattered throughout

both lungs, or the lung may be practically caseated throughout. In the

adult as you know the caseous areas are much more localized and sur-

rounded by outlying tubercles. This latter we often do not see in child-

hood.

Another dissimilarity in the pathology is the fact that typical cavities

with fibrous walls are rarely seen in this childhood form. The process

simply being so acute due to the virulence of the organism and the resist-

ance of these little patients so low that the protective forces of the body
do not have time or an opportunity to erect a barrier against the invading

organisms. Of course, the older the child the more evidence of fibrosis

and tendency to the formation of typical cavities. At autopsy around

these areas we find evidence of bronchopneumonia often associated with

diffused bronchitis. Over the caseous areas we usually have a pleuritis

with adhesions to parietal pleura. As above mentioned, the symptoms are

often much like that of an ordinary bronchopneumonia and only persis-

tence of the symptoms beyond the ordinary time limit for a broncho-

pneumonia gives you an inkling as to the true nature of the underlying

process. However, in tuberculous pneumonia usually we have a history of

ill health preceding the acute onset. Also we often have a history of con-

tact and may also be cognizant of the fact that the child has had a tuber-

culous focus sometime before. Again in caseous pneumonia the initial

symptoms are usually not so marked as in the other pneumonia. Cough is

a constant early symptom, it may be slight or very marked from onset,

usually not productive, especially the younger the child as below the age

of five or six years, even though the child may have profuse sputum it

is not coughed up, but is swallowed. Hemoptysis is very rare in child-

hood, though there may be present slight streaking. Pain in chest is so

unreliable, especially in the very young child.

Severe signs indicating toxemia and limitation of breathing area or

of cardiac failure usually consisting of dyspnea, cyanosis and rapid

respiration may be only slight at first and no more than you would expect

to find with ordinary pneumonia. However, these symptoms show a ten-

dency to gradually become exaggerated together with the other symptoms
and that at a time when improvement would be expected to begin in the

true non-tuberculous pneumonia.

Gastro-intestinal symptoms are often marked, especially anorexia and
development of diarrhea and with this complication we see rapid emacia-
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tion, though more rapid as the above symptoms are more acute. In the

more chronic forms the loss of weight may be slight or absent for some-

time, though the fact that the child fails to gain is significant. Of course

the gastro-intestinal symptoms may become so marked that finally defi-

nite evidence of the spread of the infection to the intestines occurs giving

us an associated picture, and often indefinite one, of so fatal a complication

as to enteric tuberculosis. The liver and spleen are not enlarged except

when a miliary or general spread of the disease occurs.

The pulse is usually rather rapid from the onset and becomes

increasingly fast and thready as the disease advances and prostration be-

comes more marked. In older children we have an associated fall of blood

pressure often to an extreme degree. The blood picture is that of a sec-

ondary anemia with a mild leukocytosis and especially an increase in the

lymphocytes, the neutrophils being especially reduced in the rapidly

acute fatal cases. Urine is of the febrile type, much albumin with blood

cells and casts indicating the miliary form.

Fever is more irregular and less pronounced than in ordinary pneu-

monia, but as the disease advances the temperature becomes increasingly

higher and shows a tendency to steadily increase. Of course exceptions

occur and in very young children the fever reaction may be slight even

though extensive lung involvement be present.

The physical signs in the beginning are often similar to ordinary

pneumonia, but their persistency and the fact that they are heard more or

less general over both lungs, especially around the lung roots and often

more rales in one lung than the other, especially on the right, with large

and diffuse areas of consolidation, usually makes you suspicious that you
are dealing with the tuberculous form. Over the areas of consolidation

you get the signs indicative of this pathology. These areas are often more
in midchest and much less common in bases, the opposite of course being-

true in ordinary pneumonia. The findings suggestive of croupous or lobar

pneumonia are rarely seen. Cavities, especially of the adult type as above

mentioned, are also rarely seen. The course is essentially acute or sub-

acute and usually fatal in from one to four months, there being few or no
periods of remission, especially in the young child, though the older the

child the more does the course of the disease resemble that of the adult

or fibro caseous or fibrous type and characterized clinically by the chron-

icity of the process interspersed by periods of advance or progress of the

disease.

The prognosis in these cases is exceedingly poor, practically all

patients die eventually. The younger the child the more rapid the course.

Again caseous pneumonic form may have superimposed upon it the symp-
toms either slight or marked of the general distribution of the organisms
or miliary form, thus adding to the gravity of the picture. The onset of

this complication may be insidious and the symptoms not at all outstand-

ing, being overshadowed by those of the primary pulmonary lesion. Thus
recognition of the general character of the process being made only at

autopsy. Of course development of meningeal symptoms would naturally

make the diagnosis certain.

The diagnosis of this caseous pneumonic form is to be made especially

from the ordinary bronchopneumonia, first by the history of direct and
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repeated contact, especially from case in one's own family or near rela-

tive or friend. History of period of declining health for some weeks or

months before or recognition of an old lesion somewhere in the body,

especially a tuberculosis tracheobronchial or cervical gland or tubercu-

losis of bones and joints. This fact will often give a clue as to the correct

diagnosis.

The onset of tuberculous pneumonia is less acute and symptoms less

severe at onset than that of ordinary pneumonia. Also tendency of symp-

toms to persist and not clear up in two or three weeks as we would expect

them to do in the bronchopneumonic cases. At least they should show

some improvement, especially when no complications exist, as otitis or

empyema. A positive sputum will of course settle the question and the

method of obtaining repeated sputum examinations should be persisted in.

It consists of using a metal applicator with a tightly wound cotton swab

attached to it. This is inserted into the patient's throat and the pharnyx

is irritated with the resulted coughing up of sputum which is at once

impaled on the cotton swab.

Another method is of course by making frequent examinations of the

stools of these little patients for the acid fast organisms.

And last, but not least, we have the use of the tuberculin test and

X-ray, these two methods of research being of untold value and absolutely

indispensable in the study of the case. A positive tuberculin test being

especially valuable in the infant or young child below the age of three

years and increasingly less valuable above this age, though a markedly

positive reaction is always very suspicious of clinical tuberculosis in all

ages. A negative test should be repeated at least once and if it is and

remains negative and there has been present no evidence of measles,

whooping cough or some other acute infectious disease which might cause

an otherwise positive test to be negative, we can practically rest assured

that the lesion is not tuberculous.

The X-ray is also especially valuable as it not only often gives a

definite lung finding, but may show the evidence of an old focus, particu-

larly a caseous calcified tracheobronchial gland, and is of help in finding

a tuberculous lesion in some other part of the body. The history of re-

peated attacks of so called bronchopneumonia being especially significant,

or history of recent attack of measles or whooping cought or definite

pleurisy.

The next form of tuberculosis in childhood is fibro-caseous pneumonia.

I shall not go into details in the discussion of this form. It will suffice to

say that it more and more resembles the adult type of the disease and

usually in children beyond the age of eight or nine years. The lesion tends

to be localized and often apically located. The older the child the more

chronic the process and associated symptoms and also the better the

prognosis. The physical examination. X-ray and later positive autopsy

showing evidence of fibrosis with often large cavities and fibrous walls.

The acute periods of the disease are marked by hectic temperature, much

cough and expectoration with marked emaciation. The prognosis is usually

in this form eventually poor. Chadwick says that he has seen no case of

the pulmonary form of the disease with a positive sputum, below the age

of 15, eventually get well. Our much less extensive experience bears out
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his statement in the main. However, there are some exceptions. The
course of the disease may be much prolonged, also in cases with sputum

negative and with the lung lesion slight and apical in type, though defi-

nitely tuberculous, some of these cases have done remarkably well and

apparently gotten their disease under control. The further progress of

these cases under proper supervision and treatment will be a very valuable

study. In general the older the child the better the prognosis for arrest

other things being equal.

The diagnosis of fibro-caseous pneumonia must be made from non-

tuberculous bronchopneumonia and above mentioned facts are useful in

this differentiation as in the caseous pneumonic form. At times the diag-

nosis is very difficult and every resource at our disposal together with a

prolonged and careful study will be necessary in order to clear up the

diagnosis.

From bronchiectasis usually the history of cough, paroxysmal in type

with foul and eructive expectoration for months or years, makes us

suspicious that we are not dealing with the tuberculous process. Also

repeated negative sputum analyses and a negative or only slightly posi-

tive tuberculin reaction is of great value, also a negative history of con-

tact with tuberculous infection will be of help to clear up the diagnosis.

From foreign body we have a history negative for tuberculosis and
positive for the swallowing of some foreign object. Also X-ray and
bronchoscopic study will help greatly in the differentiation.

This paper would not be considered complete without a short discus-

sion of the miliary or general form of tuberculosis. This may occur as

secondary to the above discussed forms or may develop from a small

latent focus, either a tuberculous tracheobronchial gland rupturing into

a regional blood vessel or a pulmonary lesion in the lung itself rupturing

into a pulmonary vein and thus being carried to the left side of the heart

with general distribution, or from an intestinal or peritoneal lesion or

from a tuberculous bone or joint. In the miliary or general tuberculosis

the clinical picture largely depends upon the organ or system which
bears the brunt of the infection. If of the lungs we have the pulmonary
type with symptoms of great toxemia and prostration together with the

pulmonary symptoms of severe and rapidly progressive dyspnea and
cyanosis with rapid breath and notoriously uncertain physical signs

as scattered inconstant rales and findings more suggestive of bronchitis.

Again we may have the meningeal form, the well known symptoms ol

meningitis thus over shadowing the picture. This latter form is especialli

common before the age of three years.

Lastly we may have the so called typhoid form showing no definite

local symptoms, but only those symptoms suggestive of a severe and rap-
idly fatal toxemia, the course associated with high irregular temperature,
cold night sweats, great weakness and prostration, anorexia and other
marked gastro-intestinal symptoms, especially diarrhea, which latter is

always accompanied by marked emaciation, the patient being simply
overwhelmed by the toxemia accompanying the tuberculous septicemia.

The diagnosis in the frank cases of pulmonary or meningeal type
usually offers little difficulty. However in the typhoid form the diagnosis
in the beginning is often times fraught with a great deal of difficulty and
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it is only by using all the diagnostic methods at our disposal that we can

arrive at a correct conclusion concerning the case. The family history of

contact^ the history of direct contagion, positive tuberculin test (below

the age of three or four years) and the X-ray findings, particularly of

some concealed tuberculous lesion, would often be of great v^alue, and
will often clear up an obscure clinical picture. Also a history of previous

failure of health is of course significant. Together with negative findings

both laboratory and clinical of typhoid.

The prognosis in these cases of general and miliary tuberculosis is of

course absolutely unfavorable. There are being reported occasionally

cases of general tuberculosis that have gotten their disease under control

and recovered. However, the few cases that have been reported are prac-

tically always in adults and are so few that they constitute almost a

medical curiosity. In children the prognosis is of course hopeless, no cases

recovering, though in cases in which the distribution of tubercles is not

very numerous some of these patients may hang on for an indefinite time.

On the average the life of the little patient usually is from one to only a

few weeks. Of course, the cases exhibiting the findings of meningitis are

particularly acute and the patient does not survive the infection but a

short time.

The treatment for above mentioned cases is largely unsatisfactory.

However, certjvinly in older children, there is a slight hope for getting

their disease under control and of course with this hope in view it is well

to put the patient on a strict tuberculous regimen as we would do in the

adult case and also make the hopeless case as comfortable as possible.

It is rather striking how much good can be done in the matter of diet by
persuading these cases which often have a marked anorexia to eat suffi-

ciently to keep up their nutrition and the weight lost is surprisingly slow

in these cases. Of course, the most important part of the treatment is

bed rest, especially when the toxemia is very marked and the disease very

active. Later when the patient seems to have gotten his disease under

control the necessity of getting them up slowly and the method of finding

ways and means to occupy the child's mind and thus keep him as inactive

as possible. The greatest good that can be done in the treatment of these

cases is in a prophylactic way by means of education and close super-

vision of children. The careful search for possible sources of infection

in the home or in the home of relatives or friends. The treatment of cases

showing glandular, especially the tracheobronchial form, or any bone or

joint condition, in preventoria and especially the close supervision of

these little patients after they leave these institutions, especially the

close supervision of their rest and play and as to their nutrition, also a

careful examination for any non-tuberculous condition that may of course

cut down the patient's resistance. This if found should be eradicated.

I think these clinics have been carrying out the idea of not only

helping to discover the cases of tuberculosis in the form in which the

disease can be gotten under control, but it has also helped us define

so many other non-tuberculous diseases, such as bad tonsils, bad teeth,

chronic otitis media, nasal, and sinus conditions. We found a great

many of those cases, and by eradicating those cases we have done a lot of

good.
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In conclusion I would like to emphasize certain points. First^ that

the child received his infection from some outside source, usually from

close and persistent contact with an open case either in the home or in

the home of some relative or friend and often it will require a tremendous

lot of search to find out the source. However, it is time well spent and
will not only often times give you a clue as to the diagnosis of such and
such a case, but will also prevent the infection of other children and
will, at the same time by finding out the individual who has the open case,

often time give this individual a chance to get his disease under control.

Another point I would like to emphasize is the marked contagiousness

of the disease in infancy and childhood, the seriousness of the pulmonary
lesion when it occurs in these little ones, these patients seeming to have

little resistance to the infection and the progress of the disease usually so

rapid and usually extending to a fatal termination in a relatively short

period of time. Also I would like to emphasize again the fact that in any
of the pulmonary type of lesions often the development of miliary or

general tuberculosis will hasten the end and at times the development of

this complication is hidden by the more marked symptoms and signs due
to the primary lesion. Of great value in the diagnosis also is the family

history and the personal history of the patient, especially as relating to

any form of tuberculous disease as of bone, joint or glands and also the

history of some acute infectious disease, particularly measles, whooping
cough, typhoid fever and influenza and preceding the onset of the

tuberculous symptoms.

Again I would also like you to remember that the pulmonary lesion

in childhood is relatively uncommon as compared with the occurrence

of tuberculosis in other forms, particularly of the lymphatic system.

At last let me emphasize the use of the history of contact and the

tuberculin test and the X-ray as they are more important than anything

else in arriving at an early diagnosis which, after all, is as of prime im-

portance in the infant and child as it is in the adult.

I have a few pictures to show. This first picture is a little child, thir-

teen months old. It is a history of contact. The mother has had tubercu-

losis about six or seven years, and the child, of course, has been exposed
since birth. The child is now thirteen months old. I wish to mention the

fact that even though the lesion may be very marked in the lung at times,

there may be very few symptoms. The baby is in perfect health. The first

suspicion of the disease was a swelling of the proximo and middle phalanx
of one of the fingers. It cleared up and the child was known to be
exposed to constant contact of maximum infection. In other words, a

suspicion of tuberculosis was there. It was X-rayed and you can see very
distinctly the rather massive lesion in the child. There was no bronchial
pneumonia. It is not definite, but there is a little suspicion of infiltration

or miliary form. About a month from this date another picture was taken,
showing the spread of the lesion. The child is still in good health. A
tuberculih test was strongly positive in this case.

(Slide) Here is a form occurring in a child a little older, about two
years old, being the miliary form. You can see the miliary tuberculosis.

The lung is packed full of them. No evidence at all of fibrosis. The
baby is overwhelmed by the tremendous infection, indicating the value of
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careful history taken as to the source of contact. The parents are in good

health and they do not have tuberculosis. They were asked very carefully

as to where the child received the infection. At first they didn't know at

all. Finally, they admitted some grandmother had a chronic cough for

years. That seems to be the cause of this child's massive dose of bacilli.

There is a possibility that there may be a gland in here, although it is not

definite. You can see no evidence of fibrosis ; it is simply miliary tuber-

culosis.

(Slide) This is a case of miliary tuberculosis occurring in an older

child. In here you have something of the adult type with the miliary

form superimposed on it. Up in here it is not a miliary form but more of

the caseous fibrotic form, or the apical form. But this child has a miliary

tuberculosis of the lungs and is not doing well. He is a patient in the

Sanatorium. However, he has carried pretty well, even though this

massive infection of the miliary form because he has been kept under a

strict tuberculosis regime. He eats very well. He has held his weight

surprisingly well. Here you have the apical form or the caseous fibrotic

form, with later the superimposing of the infection of the miliary type

of the lung lesion.

(Slide) The next is that form which is the most common of all in

childhood which I have mentioned—the caseous pneumonic form. This

shows the marked distribution of the lesion, with the caseous pneumonia

scattered in the upper portion, but this portion here we believe is caseous

pneumonia. It is beginning to spread out on this slide as a distinct mark-

ing. This is what the picture looks like of caseous pneumonia.

(Slide) Here is a form in which the prognosis is much better. Here is

a girl that shows the apical type of adults, namely, the fibro caseous. This

child is doing well. You see the fuzziness, the poor outline of these trunks,

and the definite marking in the left apex, more on the left than on the

right. The diaphram and angle are perfectly smooth. Now, this child has

done remarkably well and is getting along well at home. I want to show
this picture and then one taken at a later date, two or three years ago.

Here is one taken at a later date. You see, instead of seeing these

markings fuzzy and indistinct, a niuch better outline. You see the definite

fibrosis, its marking is being changed or it is passing over into the fibrosis,

which of course is of value in the prognosis, in the giving of a good
prognosis.

(Slide) This is a more massive lesion occurring in a little girl of

thirteen years of age. She is now fourteen. The lesion is more extensive in

the left lung, but there is some definite trouble in the middle field on the

right more than on the left. A good deal of this developed while the child

was in the Sanatorium, which shows that even though these young children

are put under a careful tuberculosis routine, nevertheless it has a ten-

dency to spread in these young patients. She has a positive sputum. Of
course, we gave her a very hopeless prognosis and I think eventually it

will be a bad prognosis. She is staying strictly in bed and is not getting

up practically for anything. I am afraid if she does start getting up the

thing will start again. It is mighty hard to keep these children; you can't

handle them nearly as easy as you can an adult. Still I am afraid Chad-
wick's prognosis is going to hold for this poor child.
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(Slide) This is a case of a girl about ten or eleven years old. It shows

not only fibrosis but areas of calcification. This child exhibits marked
healing properties, and exhibits marked resistance to the infection, which
is evidenced by the appearance of scattered areas of calcification. I want
to show that to show you these cases do get better, and particularly in

and older child if the lesion is not too extensive.

(Slide) Here is a case of an innocent boy. This boy is ten years old.

He has been to the Sanatorium twice. You see here on the right there is

a marked, a definite lesion in the apex, which is rather extensive. It is

without doubt caseous pneumonia, which is limited to the apex almost

entirely. His mother and sister died of tuberculosis. Of course, he had a

chance for a massive dose. He certainly has held it under control remark-
ably well, considering the marked infection that would occur. This picture

was taken about two years ago.

We took another picture when he came back as a patient to the

Children's Division of the Sanatorium when it was opened up. There is

a definite lesion there, and, by the way, the tuberculin test was strongly

positive.

(Slide) I want to show a later picture of the same boy. There is

almost an entire clearing up of that caseous form. It really hasn't left a

great deal of fibrosis. In some of these cases, we think, these lesions are

entirely absorbed, or absorbed to a great extent, as occurred in this case.

(Slide) Here is a very interesting case of a child at our clinic. When
we made the examination an X-ray showed this lesion. Of course, we
thought he was tuberculous. He gave a slightly positive reaction of the

test, but not a moderate reaction. There was a history of influenza three

or four months before. He never recovered entirely from that influenza.

You see the lesion; you would consider that tuberculosis. The only way
of disapproving that would be a further watching of this case, which we
did. He came to the Sanatorium and here is a picture that presents itself

on admission.

(Slide) Since this lesion was cleared up so rapidly and since the

tuberculosis was only slightly positive, the findings are practically nil.

There has been almost an entire clearing up and the boy is getting along
perfectly well. We believe that was not a tuberculosis affair, but was
possibly a pneumonia, one of those old chronic pneumonias, not a tuber-

culosis one.

(Slide) This is to show a case of bronchiectasis. This child gave a

two-plus reaction. The upper lung zone is suspicious here. The predomi-
nating lesion is in the base and the child gives the clinical history of

bronchiectasis, with the chronic cough which persisted up to the time she
came to the Sanatorium. We believe this a positive mixed infection. We
cannot absolutely say that there is tuberculosis there, but it is very sus-

picious. The child has since died of pneumonia. In a great many of these

bronchiectasis cases they develop into pneumonia. They simply have a

spread of the infection of the lung zones surrounding these bronchiectatic

cavities, and they often do develop a bronchial pneumonia. We don't

believe that she died of tuberculosis.
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(Slide) I told you that miliary tuberculosis was practically always
fatal. In adults there have been reported a few cases of recovery. This

young lady is between 25 and 30, and she is now teaching at the Sana-

torium. She came as a patient. You can scarcely see these little calcified

areas, and we believe this is another interesting thing: we can't determine

when she got this dose. Her health was good until she developed this. As
far as this peritoneal lesion is concerned, we can't say, but this miliary

form is under control. She must have gotten a small dose of miliary tuber-

culosis, not a large one. Her resistance was great enough to wipe out

the infection. If she had received a massive dose she would have had it

like some of these first people. She had a small dose and she got it under
control. She is now enjoying good health and she will get along very

well.

DISCUSSION

Chairman Bullitt: Dr. Bittenger's paper is open for discussion.

Dr. Perry, Durham: I would like to express my appreciation and
gratitude for the work Dr. Bittenger and the staff is doing at the State

Sanatorium.

This is a wonderful paper and is a subject which he has put a lot of

study into. Something that a man in doing general practice, internal

medicine, general diagnosis must always keep in mind is tuberculosis.

As he has demonstrated here, it is awfully hard to diagnose so common a

thing as tuberculosis and syphilis, especially in its incipiency. I think it

can be easily ascertained if the eye is jaundiced, but it is so easy to slip

by and so much harm can be done by letting a patient get out of the

office with early tuberculosis, and the harm is done by giving a negative

diagnosis when it is a positive case. No harm, I think, can possibly be

done by making a probable diagnosis when the case is the least bit sus-

picious because a hint to the wise usually does a lot of good. I see every

day so many patients coming in with far advanced tuberculosis, absolutely

pitiful because of being treated for bronchitis and so many other different

things, such as malarial fever, and so forth. It is really pitiful to let these

cases get by, and they get by because they are not examined in the first

place.

I certainly enjoyed Dr. Bittenger's paper and the work he has done
on it. The studies he has made are thorough and the differential diagnosis

in these cases, as he has demonstrated, makes the early diagnosis exceed-

ingly difficult. He has handled the subject especially well.

Dr. J. Rush Shell, Charlotte: I enjoyed the Doctor's paper very

much indeed. I would like to ask him if he has seen any cases of tuber-

culous pericarditis with effusion. A case came into the Children's Hospi-
tal the other day, a child about six years of age, that gave a very sus-

picious history of tuberculosis, and the X-ray examination of the chest

disclosed calcification in the tracheo-bronchial lymph glands and a mode-
rate pericardial effusion. I ventured the opinion to Dr. Ashe that this was
possibly a case of tuberculous pericarditis.

Dr. Northington: This is really a wonderful piece of work. We are

now in a position where we can just as well quote the work that is being
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done in this state in our own Sanatorium as we can that done at the Adi-

rondacks Sanatorium^ or anywhere else. I don't think this piece of work

is excelled anywhere. We are proud of it and have a right to be proud of

it because it is balanced, rational work.

Dr. W. H. Smith, Goldsboro: I want to echo what Dr. Northington

has said about the work being done at the Sanatorium. I don't want to

discuss Dr. Bittenger's paper. My admiration for the work that is being

done over there by the men over there grows every time I have any con-

tact with either the Medical Society meeting or through a returned

patient. I have visited the place for the last four or five years. I have

stayed over there a week or two at a time and I have thoroughly enjoyed

it, and my admiration, as I say, increases every time that I have any

contact with it.

Chairman Bullitt: Any further discussion? If not. Dr. Bittenger

will close the discussion.

Dr. Bittenger: I don't have very much to say. We haven't had any

case of tuberculous pericarditis with effusion in our studies. It occurs

very rarely. I would like to ask if the character of the fluid has been

obtained,

Dr. Shull: It just came in last week.

Dr. Bittenger: I would advise that you get a definite history of the

contact and evidence of any focus in the lung, particularly of the glands.

I believe you said there was a suspicion of calcification in the tracheo-

bronchial glands. Of course, the obtaining of a serous fluid with the

positive tuberculin test, a marked reaction, would certainly make it very

suspicious, but tuberculosis of the pericardium is certainly rare. We
hear of an occasional case in adults. We haven't had anv in children at

all.

Chairman Bullitt: The next paper on the program is "Diagnosis

of Renal Tuberculosis," by W. M. Coppridge, of Durham.

THE DIAGNOSIS OF TUBERCULOSIS OF THE KIDNEY
By Dr. W. M. Coppridge, Durham.

The tubercle bacillus may invade any part of the urinary tract. The
most serious lesion is that of renal tuberculosis. In a symposium of this

kind dealing with such a broad subject, and one that has so many angles,

it would seem best that we confine ourselves to the outstanding lesions,

and try to impress the most important phase of each subject. The early

diagnosis of renal tuberculosis stands out as the most important point in

connection with genito urinary tuberculosis. A majority of the tubercu-
lous processes in the lower urinary tract are secondary to advanced
renal lesions.

This problem in diagnosis may be divided into two divisions, first

the history and physical examination and second, the laboratory, cysto-

scopie and X-ray findings. It is well to remember that in very early cases
all findings may be negative and in suspected cases it is best to keep up
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careful observation over a considerable period even though no positive

diagnosis is made. It must be true that some tuberculous lesions occur in

the kidney that never give symptoms and heal spontaneously without any
evidence of their having occurred.

Renal tuberculosis, just as the pulmonary form of the disease, occurs

most frequently in early adult life—the second and third decades. Men
and women are affected about equally. The history of family predispo-

sition to the disease is important as is also the occurrence of tuberculous

lesions elsewhere in the body.

The symptoms of the disease are referred almost entirely to the blad-

der. The bladder is very early affected in nearly all cases and since this

is an organ of considerable mobility, being constantly subjected to dis-

tension and contraction—it is here that the tuberculous lesions cause pain

and attracts the attention of the patient. Therefore the first step in the

diagnosis of renal tuberculosis is to establish the diagnosis of tubercu-

lous cystitis.

The earliest symptom is usually, frequency of urination. This is pro-

gressive and the patient soon notices that in emptying the bladder the

desire to urinate is not entirely relieved. Accompanying this frequency

and progressing with it is an intense burning—scalding as the patient

explains it. In a few weeks time this symptom becomes very severe and
the patient is sure to seek medical advice with the expression that, "I

have to make urine all the time and it burns me up." This complaint of

intense burning in a young adult should always suggest the possibility of

renal tuberculosis. Occasionally hematuria is the chief complaint.

These patients do not complain of loss of weight, malaise etc., except

in advanced cases. Because of the intense bladder symptoms, nervousness

is usually a prominent symptom. Quite a number of cases appear in

excellent health, have a florid complexion and are well nourished.

In the physical examination one usually finds some evidence of active

or quiescent pulmonary tuberculosis. There may be little or no tenderness

over the affected kidney and in early cases it is rare to detect signs of any
renal lesion. Tenderness over the bladder is present in proportion to the

vesical involvement.

The examination of the urine is important. It is most often found load-

ed with pus, is usually acid in reaction and will likely show macroscopic or

microscopic blood. Painful hematuria in the absence of stone is always sug-

gestive of tuberculosis. The general idea that tubercle bacilli are hard to

find in urine is incorrect. There are certainly some cases with very slight

involvement and slowly progressive lesions that will show very few

bacilli, but repeated careful examination will practically always show the

organisms. We use the following method and have found it very success-

ful. A twenty-four hour specimen of urine is concentrated by centrifuga-

tion. We centrifuge the concentrated specimen for about one hour at

high speed and then stain 10-12 slides from the last residue. We have not

had a proven case of renal tuberculosis in which we were not able to find

the organism.

The cystoscopic appearance of the bladder is important. Tubercles

are easy to distinguish and will usually occur about the orifice of the

ureter on the affected side. As the lesion progresses this usually takes
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form of definite ulceration which is more or less characteristic in appear-

ance. Ureteral catheterization with differential function tests together

with pyelography usually confirm the diagnosis and help a great deal in

determining the extent of involvement, whether the disease is unilateral or

bilateral and also whether or not surgery is indicated. The X-ray does

little to help in the diagnosis unless the ureteral catheter and pyelogra-

phy be employed. In some old cases calcification, of course, may be shown
in a straight X-ray plate.

The pathology of renal tuberculosis is interesting. There is a great

deal yet to be learned about the mode of invasion and what takes place in

the formation of early tubercles but it is well agreed that it is usually a

blood borne infection and since we are concerned in the early diagnosis

I will not go into the various theories.

I take it that most men here today are general practitioners who are

concerned very little in urological methods and theories. Renal tubercu-

losis is not a rare disease but it is not so common as to be of every day
occurrence. The family physician sees these cases early in their illness.

It is impossible from history and physical examination to make an abso-

lutely positive diagnosis so as a rule the case sooner or later is seen by
a urologist. The whole purpose of my bringing this subject to your atten-

tion is to impress the point that early diagnosis of renal tuberculosis is

just as important as that of early pulmonary infection. The mortality

following surgery rises sharply with the duration of symptoms. When
the kidney has become extensively involved along with the ureter and
bladder, recurrences in remote tissues is much more likely to occur.

Advanced tuberculous cystitis is a serious condition and may require

months or years to produce a cure.

A young adult presenting severe bladder symptoms with or without

hematuria always deserves careful examination for renal tuberculosis.

The earlier the diagnosis is made the more we can hope for a cure. The
early symptoms are always referred to the bladder and even in advanced
cases the kidney may be little suspected of disease. If the high mortality

from renal tuberculosis is to be reduced it must be by early recognition

and this in turn calls for the fullest cooperation between the family physi-

cian and the urologist.

DISCUSSION

Dr. J. W. Dickie^ Southern Pines: I would like to ask Dr. Coppridge
what he would advise in the way of treatment for a patient with renal

tuberculosis, who has an advanced case of pulmonary tuberculosis. The
patient's general physical condition is such that surgery would be out of

the question.

Chairman Bullitt: Any further discussion? If not. Dr. Coppridge
will close the discussion.

Dr. Coppridge : I think the problem Dr. Dickie speaks of is, of

course, always a serious one. I think it depends altogether on the extent

of the pulmonary involvement. If the case is extremely far advanced I

don't think you can do anything surgical. It is altogether up to the medi-
cal man to decide whether the case is able to stand removal of the kidney.

Of course, we can operate on these cases with spinal anaesthesia. After
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careful urological study if it is found that only one kidney is involved

and the internist thinks the pulmonary disease will not contraindicate

operation, then the operation should be done. If it is so operation cannot

be done, I am inclined to treat the case along the lines of general tuber-

culosis treatment, rest, diet, etc.—just the medical treatment for tuber-

culosis.

There has been a whole lot said about the treatment of these inopera-

ble cases with tuberculin. I have always been afraid of tuberculin. I

don't think there are many genito-urinary men who use it. At any rate, if

it should be used, it ought to be done by someone who knows how to use it,

and who has very careful and constant observance of the patient. Along

with that would be, of course, the general and dietetic treatment which all

tuberculous patients should receive.

Chairman Bullitt: The next paper was to have been Dr. Dunn's

paper on the "Surgical Treatment of Pulmonary Tuberculosis from the

Internist's Standpoint," but as I told you a while ago, he is ill and
unable to be present. Dr. Dunn's paper was supposed to dovetail with

the next paper on the program by Dr. W. P. Herbert. In Dr. Dunn's
absence we will have to skip his paper and take "Phrenectomy and Thor-
ocoplasty in Advanced Pulmonary Tuberculosis," by Dr. Herbert.

Dr. W. p. Herbert: As Dr. Bullitt has told you, this paper was sup-

posed to be dovetailed by Dr. Dunn's paper, in which Dr. Dunn was to

have discussed the value of surgical procedures from the internist's stand-

point. In view of the fact that he could not read his paper I have injected

a little of the selection of the cases for surgical procedures into jthis

paper, and have not confined it entirely to a discussion of the technique

of phrenectomy and thorocoplasty.

PHRENECTOMY AND THOROCOPLASTY IN ADVANCED
PULMONARY TUBERCULOSIS

By Dr. W. p. Herbert, Asheville.

Clinicians have recognized for years the paramount value of rest in

the treatment of tuberculosis of the larynx, bones, joints and of pulmon-

ary tuberculosis. Just as we obtain rest of the larnyx by silence, rest of

the bones and joints by splints, so is an attempt made to obtain rest of

the lung tissue by bed rest and by splinting in the form of artificial pneu-

mothorax, intra-pleural pneumolysis, paralysis of the diaphragm by

avulsion of the phrenic nerve and by extra-pleural thorocoplasty. The
mechanical and physiological value of rest has been demonstrated clini-

cally by the foremost tubercular specialists of the world. Brauer and

Bruns have shown experimentally that in rest of the lung, the respiratory

and circulatory rate are both slowed. This results in a slowing also of the

lymph stream. The slowing in the blood and lymph streams results in

lessened toxin absorption and facilitates thru hypermia, the healing pro-

cess of the diseased foci.

The surgical procedures devised to bring about this much desired rest

have been mentioned above. Phrenicotomy, that is the cutting of phrenic
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nerve with resulting paralysis of the diaphragm, is probably the oldest

of these collapse or splinting procedures. The paralysis of the diaphragm

results in a rising and fixation of this muscle, lessening the lung capacity

of the paralyzed side, one third or one fourth. Because of regeneration of

this nerve and consequent regaining of function by the diaphragm, this

operation did not produce results originally hoped for it. Also because

of failure to destroy collateral branches of the nerve, the paralysis was
seldom complete. Artificial pneumothorax was the next collapse proced-

ure devised, and by this method brilliant results have been obtained.

Inter-pleural pneumolysis is employed in those cases where adhesive

bands between the parietal and viceral pleura prevent the introduction of

gas with the consequent collapse of the lung. It consists in cutting with

a cautery the adhesions between the parietal and viceral pleura. This

enables pneumothorax to then be accomplished. This operation is usually

performed according to the method of Jacobaeus. Two openings are made
into the pleural cavity, one to carry the thoracoscope and the other to

carry the cautery. I have not performed this operation and do not feel

qualified to discuss it here. The operation for avulsion of the phrenic

nerve is a comparatively simple one and should always be employed
prior to the operation for thorocoplasty. There are a number of cases on

record where a simple phrenic nerve avulsion has produced sufficient

collapse to bring about the cure of the patient, in which case of course,

the contemplated operation of thorocoplasty was not necessary. The
avulsion of the phrenic nerve is accomplished through an incision about

an inch and a half long over the posterior border of the sterno mastoid

muscle. The incision begins below the level of the thyroid cartiledge and
extends down almost to the clavicle.

The external jugular vein is ligated, or retraced to one side. I have
usually found it unnecessary to ligate the vein. The sterno mastoid is

pulled forward and the dissection carried down until the omohyoid mus-
cle is exposed. This muscle is followed forward until the internal jugular

vein and common carotoid artery are exposed. The phrenic nerve is then

found lying in the angle between the posterior belly of the omohyoid
and the internal jugular vein. The nerve runs almost parallel to the

internal jugular vein and lies usually in the sheath of the scalenus anticus

muscle. The brachial plexus is seen emerging behind the scalenus anticus

muscle, its course being downward and outward. The course of the

phrenic nerve is downward and slightly inward. Usually after the dissec-

tion has extended to the omohyoid muscle, difficulty will be found in

locating the phrenic nerve because of overlying fatty and cellular tissue.

When this is cleared away the phrenic nerve is usually found without

difficulty. An examination should be made for accessory branches, as they

occur in about one-fifth of the cases. Pinching of the nerve causes pain

in the shoulder and in the region of the diaphragm. After it has been defi-

nitely located, it should be blocked off, cut and avulsed by winding around
a haemostat. This avulsion usually causes some pain and may occasion

slight bleeding. If the winding process is slowly carried out, almost the

entire nerve with branches may be drawn from the thorax. This operation
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is readily done with local anaesthesia, causing very slight pain and dis-

comfort. The paralysis of the diaphragm can be instantly noted. The
operation is fraught with slight danger except for atypical cases.

Extra-pleural thorocoplasty is an operation, to my mind, which should

be performed only as a last resort. It should always be preceded by an
avulsion of the phrenic nerve and should never be done in cases where an
artificial pneumothorax is possible. If the avulsion of the nerve has

failed in the necessary compression of the diseased lung, or if the pneu-

mothorax is impossible or has failed of its object, then thorocoplasty

should be considered.

The operation consists in the removal of a portion of from eight to

eleven ribs on the affected side. The operation should be done in two or

more stages and I very much prefer the resection of the upper ribs first.

Sauerbruch and, I believe, Brauer advocate the resection of the lower ribs

first. Archibald and Lilienthal strongly advocate the initial operation to

be upon the upper ribs. Archibald believes the incidence of pneumonia is

lessened if the upper ribs are attacked first and Lilienthal puts forward
seven very strong reasons for this being the initial operation ; chief among
which is the patient's greater ability to expectorate, the lessened shift of

the mediastrum, and the possibility of only one stage being necessary if

the removal of the phrenic nerve with the consequent rise of the dia-

phragm has resulted in a marked diminution of the lower chest cavity.

We have performed this operation with both local and ethylene gas

anaesthesia. The latter we have found preferable in the majority of

cases. We also give 500 cc. of a 5 per cent glucose and soda solution intra-

venously the afternoon before the operation and find it markedly lessens

the post operative nausea which we found a trying symptom in the first

two or three cases.

In the average case the incision is made over the affected side begin-

ning at the curve of the shoulder and extending down parallel to the spine

and about an inch and a half external to it, curving slightly forward
below the scapula. The muscles are cut through and the thorax exposed,

the tissues being peeled off with a gauze sponge. The sixth or fifth rib

is then attacked, the periosteum being removed and from three to four

inches thoroughly freed. With the reflection of the periosteum, the lung

and pleura drop away from the rib and a marked vibration of the lung

becomes at once evident. A gauze pack is then placed snugly between the

rib and the lung to prevent this vibration. The remaining ribs from below

upward are freed in a similar manner, the gauze pack being drawn
between the lung and each rib as it is freed. This is carried out up to the

first rib. Now because of the difficulty of the removal of the first rib and
of the maximum exposure necessary, the ribs are removed from below,

upward. This is done with a pair of rib shears, care being taken to cut

the ribs as close to the spine as possible. The section of the ribs is about

as follows : Four inches for the sixth, three and a half for the fifth, three

for the fourth, two and a half for the third, two for the second and one

half inch for the first. The first rib is removed with Lilienthal's osteotome,

especially devised for this purpose. During the removal of the first rib

after the other ribs have been removed, firm pressure is made by an assist-

ant over the gauze pack to obviate the vibration of the lung referred to.
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A small rubber tube for drainage is placed along the pleura from the

apex downward, emerging from the lower angle of the wound and the

muscles are brought together with interrupted catgut sutures. The skin

is closed with silkworm.

The dressings are held in place by a bandage made of adhesive and
elastic roller bandage. Five or six strips of three inch elastic webbing
bandage are sewed to the turned under edge of a piece of adhesive tape.

The adhesive tape is placed along the spine from between the shoulders

downward, most of it being on the side of the spine away from the inci-

sion. The strips of elastic bandage are drawn around the chest, one strip

passing over the shoulder, and are pinned to a similar strip of adhesive

which is placed down the middle of the chest.

With this dressing the requisite amount of pressure may be made over

the collapsed lung without interfering with the respiratory excursion of

the good side.

Immediately following the operation, morphin should be administered

in quantities sufficient to control the pain and render coughing easily

possible. It is important that the coughing be not interfered with, other-

wise an acute congestion may follow the lack of expectoration. If nausea

is at all persistent, glucose and soda may be administered, as indicated.

Usually there is only slight shifting of the mediastinum following the

operation upon the upper ribs, but this should be watched and the com-

pression loosened, if necessary. As soon as possible X-ray pictures should

be taken to determine the amount of collapse attained and the advisa-

bility of the second stage operation considered. The second stage, that is,

the removal of the lower five or six ribs including the eleventh, should

be done within two weeks after the primary operation. If longer time

intervenes, the bony formation in the upper chest may interfere with the

collapse desired by the second stage operation. The second stage operation

is carried out in a manner similar to the first, but is less difficult than the

first stage. The resection is done from above, downward.

Attention should continually be given to the unoperated side so that

any stirring up of this lung may be noted at the first possible moment.
The closest cooperation between the internist and the surgeon is essential

for success, for upon the proper selection of cases for this operation de-

pend its success or failure. The fibroid or productive type of tubercu-

losis give as a rule, the most favorable results. Disease, active, or recently

active, in the contra-lateral lung contraindicate this operation. This is

especially true if the foci are near the base. Tuberculosis elsewhere, such

as, of the larynx, joints or abdomen, is not contraindicative.

It must also be understood that surgical collapse of the lungs is not

a complete curative procedure. It is merely a step forward, just as is,

artificial pneumothorax, toward the ultimate cure of the patient. For this

reason the patient should return to the supervision of the internist and
proceed with his or her regular regime as before the operation. This fea-

ture should be discussed with the patient prior to the operation, as often,

the diminution of symptoms, such as cough, the amount of expectoration

and the reduction of temperature is striking and may give to the patient

a false sense of securitv.
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DISCUSSION

Dr. Perry, Durham : The only thing I am interested in is getting the

surgeons interested in doing this work. So many of the surgeons won't

touch them. Of those cases who are absolutely good surgical risks, it is

so hard to get the surgeon to operate. It appears that they would rather

not tackle thoracic surgery. I am glad to have heard this paper and know
Dr. Herbert is doing it in North Carolina. We certainly are having very

little of it done, especially in the Piedmont section.

I was up in Philadelphia last August and was talking to Dr. J. B.

Flick. He gave some very encouraging reports including his results. He
later reported in the American Journal of Roentgenology, April, 1928,

giving in more detail the results which apparently were very successful.

It is very interesting to read the report of the cases he has done. He has

gotten wonderful results in phrenectomy and thorocoplasty.

I certainly enjoyed this paper and I think it would be a good thing

to get the surgeons interested in this phase of tuberculosis, so that we can

immobilize the diseased lungs in these cases and give them a chance to

get well even if they are very sick.

Dr. p. p. McCain, Sanatorium: I want to express my appreciation

and gratitude for the work Dr. Herbert is doing in North Carolina. The

first chance we had in the Sanatorium where we felt it ought to be done,

we couldn't locate any man to do it. Unfortunately, most of the cases

that we have where they need this operation, have practically no money.

We can't send them to New York; we can't send them to Saranac Lake.

One of the best doctors in this state needed the operation very much. He
was a man who played football at the University of North Carolina;

was on the varsity team of the University of Pennsylvania. He was a

crackerjack good doctor. He needed the operation and on account of

having had tuberculosis for a good long while his finances were exhausted.

I wrote to Dr. Lilienthal explaining the circumstances to him and asked

him what the least was he could get the operation for. Dr. Lilienthal said

he would be delighted to give his services but that it would be necessary

for him to stay in a certain hospital where he does all of his work, and

that the least charge there was $13 a day, and that he would have to have

two nurses which cost $7 a day apiece. That would be $27 a day over a

period of some weeks, which made it impossible for this doctor to get his

thorocoplasty operation. As a result he is still limping along without the

operation.

I am going to see him and insist that he go up to see Dr. Herbert.

I know it is not going to cost him $27 a day in Asheville and I know he

will get good results.

Chairman Bullitt: Any further discussion? If not, Dr. Herbert will

close the discussion.

Dr. Herbert: The point you raised, Dr. Perry, is a very good one.

We were confronted with that situation in Asheville. At first they didn't

want to have this operation done, and the second situation we had to

meet was that many of our surgeons won't do it and we had to let a good

many of them go.
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We were very careful in the selection of our first case. I picked out

a young Jewess whom I thought was in excellent physical condition. I

operated on her and the day after I operated on her it seems to me every

person of the Hebraic persuasion in North Carolina knew about it. I lost

about five or six nights of sleep. I thought if this woman died it would be

the end of me as far as that part of North Carolina is concerned. Fortu-

nately^ she made a very good recovery.

Dr. McCain, there is no question about the fact that we are confronted

with a serious difficulty in the handling of these cases because of the fact

that most of these patients have been under treatment, and as I tried to

bring out in my paper, I am under the very strong conviction that every

possible resource should be exhausted before a patient is subjected to this

operation—I mean other resources. The patient should be given the ad-

vantage of all the rest possible, and only when a pneumothorax has failed

and the thorocoplasty may help, then should we resort to thorocoplasty.

Thorocoplasty then, is reserved for a very small percentage of our tuber-

culosis cases. It comes at the end usually of a long sickness and the

patient's financial condition then is very much depleted, as you have said.

All I can say is that we have operated on a good many who are in poor

financial circumstances. From the surgeon's standpoint it is not a lucra-

tive field of practice, but we are delighted to do it. It is a new surgical

field and it offers to the surgeon opportunities of devising new procedures.

There were two procedures mentioned in my paper: The question of

not cutting the ribs as they are freed from the pleura of the lung, but

waiting until all of the ribs have been freed before cutting any of them,

at the same time keeping the gauze packed between the rib and the lung.

This prevents the very distressing vibration of the lung interfering with

the breathing of the patient.

The other one was the question of redressing with the adhesive tape

and the elastic bandage, which I have never seen used and which I

devised myself.

Because of the opportunity to run in some innovations and do a little

something that you think probably hasn't been done before, it offers a

very attractive field for the surgeon, and I should be more than glad to

help out in any of these cases possible ; to even come down to the middle
or the eastern part of the state to do some of these operations for practi-

cally a question of expenses, because I am interested in the work and
because I want to do as much of it as possible.

This work has been made possible only through the cooperation of the

men doing tuberculosis work in western North Carolina, and it should
only be undertaken in conjunction with an internist of the highest possi-

ble standing, because of the fact that so many patients want it done
because they think it is a short cut to their health. (Applause).

Chairman Bullitt: Gentlemen, this completes the regular program.
I want to express my thanks to the authors of the papers which have
been presented. I am sorry that we didn't have a larger audience ; it would
have been very valuable for any member of the Association to hear.

There is one piece of business which we must go through with before
we close, and that is the election of a Chairman for next year. I under-
stand there is a movement on foot in the Medical Societv to change the
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arrangement of our sections and to abolish a number of our sections,

limiting the meetings to only two or three or four sections. What will be

done in that respect I don't know. If it is done, there will be no section

perhaps of this character next year. But in case it is not done we should

have a Chairman. It is up to you now. Whoever is elected it should be
understood if the section is abolished he will be without a function.

Dr. Perry, Durham: I would like to nominate Dr. Herbert of Ashe-
ville.

The nomination was seconded.

Chairman Bullitt: Dr. Herbert has been nominated.

Dr. Herbert: Mr. Chairman, this is entirely out of my province, I

wouldn't know what to do. My only hope and prayer would be that the

section would be abolished if I were elected to this office. (Laughter)
However, if it wasn't, I would be entirely up in the air. I would like to

suggest that Dr. McCain take this because he is in the central part of

the state and better qualified to handle this.

Dr. p. p. McCain: I appreciate it, but I can't qualify, I am mighty
sorry to say, as a World War veteran. I wasn't in the service directly and
this section should have a chairman who was.

Dr. Herbert: I picked on the wrong man. (Laughter).

Member: I move that the nominations be closed on Dr. Herbert.

The motion was seconded.

Chairman Bullitt: If there are no further nominations, the motion
has been made that nominations be closed and Dr. Herbert elected by
acclamation. All in favor of this motion signify by saying "aye" ; opposed
"no." The "ayes" have it.

I am afraid, Dr. Herbert, you are elected.

Dr. Herbert: It is music to my ears.

Chairman Bullitt: If there is no further business, we will adjourn.

The meeting adjourned at 4:35 o'clock.
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Members of the Section on Practice of Medicine:

I consider it a very great honor and privilege to have been selected

to serve as your Chairman this year and before beginning with the pro-

gram, I desire to express my appreciation and to thank those gentlemen

who have so willingly consented to furnish the papers for this section.

I have not prepared any address for you, but carrying out the request

of the President, "which came too late to have a place on the program"

viz, to try to stress the importance of annual health examinations.

I desire to call your attention to what seems to me a very important

piece of work, that is being sponsored by the North Carolina State Board
of Health. In the past much has been done to reduce the morbidity and
mortality of certain preventable diseases, such as typhoid fever, tubercu-

losis, small pox, malaria, diphtheria, and infectious diarrheas of chil-

dren. But the mortality from the degenerative diseases such as, cardio-

renal, cancer, and diabetes is much too high and this periodic health

examination, seems to me, offers an opportunity for an earlier recognition

of these diseases, which is the only hope of combating them with any
degree of success. To the patient it means that he is well, or it will more
often disclose unsuspected physical defects, predisposition to disease,

or faulty habits of living, which should be corrected.

To the family physician it reopens the close contact with his patient

that is really the secret of successful practice, and which has been gradu-

ally lessening through the increased tendency towards specialization.

Through the advice following the examination and correction of existing

defects it continues this contact. He is placed in a position to recognize

more readily and surely any future ailment of the patient and finally it

opens up a definite, valuable and ethical source of revenue for the general

practitioner.

LIVER DIET IN THE TREATMENT OF PERNICIOUS ANEMIA
By W. T. Rainey, M.D.

Highsmith Hospital, Fayetteville, N. C.

Since the publication of Minot and Murphy's^ article on the use of a

diet rich in liver in the treatment of pernicious anemia, there has been an
almost universal acceptance, both in this country and abroad; until now
it is considered almost a panacea for a heretofore decidedly intractable

disease.
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Christian" in discussing the paper said: "It is interesting to have

watched the enthusiasm accorded to various forms of treatment that have

arisen. This is the first type of treatment that to my mind justified the

enthusiasm of its advocates. The reasons are these: It is easily applied,

it has always worked and the improvement in the clinical appearance is

even more striking than the rise in the reticulocytes, and the later rise in

the red cell count. This treatment has best stood the clinical test in 22

years of experience.

Whipple^ and his associates in a recent work have shown the effect

of food on blood regeneration. Their work was done on dogs and the

results obtained by Minot and Murphy with liver in pernicious anemia

follow closely those of Whipple and his associates on dogs. Since Addi-

son's first description of the disease now called pernicious anemia various

diets have been recommended. These usually contained a relatively high

nitrogen content and often a relatively large number of calories.

In four cases to be reported, the diet as outlined by Minot and Mur-

phy was followed. This consisted of the addition of from 180 to 240

grams of liver to an otherwise well balanced diet. Calf's liver is to be

preferred, though other mammalian liver may be used. It was prepared

in any way that the patient wanted it. Though, they were cautioned not

to use too much grease, if it were fried, and not to cook it too long. One
of the patients had no teeth, so that the liver was finely ground before

cooking and on several occasions was served raw as a cocktail. The
rest of the diet consisted of the following:

100 grams or more of beef or mutton muscle meat.

Not less than 300 grams of vegetables containing from one to ten per

cent of carbohydrate, especially lettuce and spinach.

From 250 to 500 grams of fruit, especially peaches, apricots, straw-

berries, pineapple, oranges, and grapefruit.

About seventy grams of fat derived from butter and cream was

allowed in order to make the food attractive. However, animal fats and

oils were excluded so far as possible.

If desired, an egg and 240 grams of milk.

Bread, especially dry and crusty, potato and cereals were allowed

in order to make the total intake between two thousand and three thou-

sand calories, composed usually of about 340 grams of carbohydrates,

135 grams of protein and not more than 70 grams of fat. Sugar and other

sweet foods were allowed very sparingly. Tea and coffee as desired.

In the beginning, the food, especially the liver, should be weighed

until the patient is familiar with the approximate amount of each. The
diet should be continued even though the R. B. C. remains high. How
long the remissions of the disease are to last in patients that eat liberally

of liver cannot be told as yet.

In the beginning of the diet the patients could not take the full

amount prescribed. Following Minot and Murphy's recommendations,

they were advised to eat the liver, fruits and some of the vegetables first

and any of the other foods they cared to take. As their condition im-

proved, they were able to take the full diet without any inconvenience.
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Unfortunately a study of the reticulocytes and icterus index was
not made in the beginning of the treatment in these cases so that a com-

parison cannot be drawn. Minot and Murphy found that the first signs of

improvement were an increase in the reticulocytes and decrease in the

icterus index. These were soon followed by a rise in the total R. B. C.

In the four cases reported, the improvement noted was prompt and
continuous while taking the diet. Only one case has carried it through

without interruption, and for the ten months she has been on it her

condition has been entirely satisfactory. The amount of liver she was tak-

ing was reduced as the R. B. C. were too high. One other case ate the diet

reasonably well, and while not entirely well, he has been able to carry on

his work, and had an appendectomy for acute appendicitis without any
ill effects.

One case had signs of neural involvement which were less marked
while on the diet and he did not take it regularly.

One of the greatest difficulties encountered in these cases was obtain-

ing sufficient liver in the rural districts. Since the introduction of a satis-

factory liver extract this difficulty can be met. While this extract is rather

expensive, the increase in earning power of the pernicious anemia patient

while taking it will more than compensate for its cost.

REPORT OF CASES

Cas-e No. 1. J. M. A., age 54; white male. Admitted to hospital March 11, 1927;

for the past year has not been feeling well; cannot do his usual amour.ft of work

on account of weakness. For three months, he has felt as if his heart would

jump out of his chest following slight exertion. During the year, has had oc-

casional attacks of diarrhea of short duration. Skin gradually becoming more

pallied and for the past month has had a yellowish tint. Some edema of the

lower extremities for one month, and sore mouth for several months.

Physical Examination; reveals a fairly well nourished adult white male, skin

yellowish pallor, mucus membranes pale. Tongue smooth and red. The teeth

and gums are healthy. The heart has a faint blowing systolic murmur best heard

at apex and transmitted to the left axilia. No enlargement. Edema of lower

extremities, no signs of involvement of ne\iral systems.

Gastric contents showed no free hydrochloric acid; R. B. C. 1,720,000; Hem,
45% Sahli; W. B. C. 5000, no malaria. Blood smears typical of pernicious anemia.

The patient was given a blood transfusion and put on Minot diet and dilute

hydrochloric acid and idtra violet.

The patient made rapid and continuous improvement. Skin, cleared up

Diarrhea and stools were well formed and normal. He was discharged after

twenty-three days in the hospital, markedly improvement, R. B. C. 3,200,000. One
month after discharge, the patient was feeling good; R. B. C. 4,500,000; Hem,
85%. In November the patient had an attack of acute appendicitis and was

operated on, making an uneventful convalescence. He has not been adhering

entirely to diet.

Case No. 2. A. E. S. Age (53; white male. Entered hospital July 5, 1927,

complaining of weakness. Has had nose bleed several times each year for most
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of his lifetime. Six months ago, he had a severe nose bleed, which lasted for

nearly two weeks, during which time he lost a large amount of blood. Following

this, he had periodic diarrhea. He is very weak.

Physical Examination; shows an anemic adult white male. Skin and mucus

membranes pale. Tongue shows some atrophy of papillae. Marked pyorrhea

present. Edema of lower extremities. No signs of involvement of neural systems.

R. B. C. 1,152,000; Hem, 28%, Sahli. W. B. C. 7,000. No malaria. Blood smear

characteristic of pernicious anemia ; differential counts normal.

He was put on Modified Minot diet and diluted hydrochloric acid, blood

transfusion on July 6. After three days in the hospital, he was discharged;

R. B. C. 1,610,000. Since his discharge, his condition improved steadily during

which time he ate liver irregularly and took dilute hydrochloric acid.

He continued the treatment for one month and made rapid improvement.

He did not think it necessary to take any treatment as he fe't entirely well

and was performing his usual duties. Due to diiiiculty in obtaining liver, he

discontinued it, but kept taking the acid. His condition became less favorable

until now his R. B. C. are 2,200,000, his physician writes. He is now taking

liver extract. The patient has not returned for observation since discharge.

Case No. 3. H. P. 54; white male. Entered hospital June 15, 1927, complaining

of weakness, pallor and numbness of feet, had influenza in 1919, and has not

been well since. During this time, would become i^ale and weak, except for

short intervals of improvement. He has had numbness of feet for two months

and cold feet and hands.

Physical Examination revealed a poorly nourished adult white male. Skin

pale and yellowish. Mucus membranes pale. Tongue smooth and red, gums

healthy. There is some edema of the lower extremities. Prostate two plus

enlargement on scale of four.

Fractional gastric analysis showed an absence of free hydrochloric acid.

R. B. C. 1,300,000, Hem. 60%. W. B. C. 4,800. Malaria and blood Wassermann

negative. Blood smears typical of pernicious anemia. Differential counts normal.

Patient was given a blood transfusion and put on Mlnot diet and dilute hydro-

chloric acid. He showed steady improvement and the numbness in feet was

less marked. After nineteen days in the hospital he was discharged with R. B. C.

2,140,000. After discharge, he did not* keep up the diet regularly on account

of the difficulty in getting liver and a distaste for it, but his R. B. C. gradually

increased and at the end of two months were 4,000,000 and hemoglobin 80%.

At this time, he was feeling well, except for some numbness in the fe>jt. After

this, he stopped the diet and in two months, the R. B. C. were 2,880,000 and

hemoglobin 80%. He was persuaded to take liver again, but only got it every

other day. In six weeks, his R. B. C. were 3,480,000'. He was put on liver

extract daily and is feeling good with R. B. C. ranging from 3.500,000 to

4,100,000. There is still some numbness of feet.

Case No. 4. M. B. R., age 27; white female. She was admitted to the hos-

pital June 1, 1P27, with the following history:

In March 1926, while teaching school had an attack of influenza. Returned

to her work in four weeks but was not entirely well. Taught for three weeks

when she developed acute pyelitis, and became very weak and anemic. R. B. C.

dropped to 800,000 and had hemoglobin 10%, when she was given a blood trans-

fusion, which was repeated in three days. Gastric analysis showed an absence
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of hydrochloric acid. She was given dihi'e hydrochloric acid and tonics. She

improved enough to return to her school in September. II. B. C. 3,500,000. Has
had periodic attacks of diarrhea lasting for several days. During the spring of

1927, she was not well as previously and gave up her position and returned

home following a very severe attack of diarrhea.

Physical Examination revealed a poorly nourished white female. Skin waxy,

mucus membranes pale. Edema beneath eyes and in lower extremities. Tongue

smooth. Teeth and gums good. Heart had a systolic blowing murmur at apex

transmitted to left axiFa. No enlargement.

R. B. C. 1,996,000, Hem. 35%. W. B. C. 6000. Malaria and blood M^assermann

negative. Diiferer.tial count normal. Blood smears typical of pernicious anemia.

Stools negative for ova and parasites. The urine showed heavy trace of albumen

and few pus cells and casts on catheterized specimen.

The patient was discharged from hospital the next day. Put on dilute hydro-

chloric acid and Minot diet. She made rapid improvement and in one month was

feeling well. At this time her R. B. C. were 4,400,000, Hemoglobin/ 100%.

In September, three months after starting the diet her R. B. C. were 4,560,-

000; Hemoglobin 100%. Her R. B. C. continued to rise until they reached over

6,000,000, when the amount of liver was reduced. She was continued on this diet

and on April 9, 1928, her R. B. C. were 4,330,000 and hemoglobin 100%. She

taught the entire session without any bad feeling and clinically is entirely well,

having no diarrhea or other symptoms that she has had in the past.

CONCLUSIONS

1. The Minot and Murphy regimen does not remove the cause of

pernicious anemia, whatever that may be, but does symptomatically cure

it as long as the patients take the diet.

2. A properly prepared extract of liver will make it possible for

those to carry out the regimen who cannot obtain the fresh liver or have

a distaste for it, and get the same good results.

3. It will solve the economic problem in these patients as it will

stop the loss of time from remissions, and the expenses incident to

hospitalization, transfusions, etc.
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DISCUSSION

Dr. W. O. Nisbet, Charlotte: I am sure it is a great comfort as well

as a great pleasure to find something has proven beneficial in treating

pernicious anemia, because we have been restricted prior to this to

repeated transfusions, which usually prolonged the life of the patient but



404 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

did not give any definite cure. In fact, the clinical improvement is very

short in so many who had transfusions. Our experience in Charlotte has

been, since attention was drawn to the use of liver in these cases, that

the butchers advanced the price of liver to seventy-five cents a pound,

which makes the liver diet a rather expensive one for these patients to

get. As Dr. Rainey said, the expense of the liver extract amounts to a

great deal, too. Where people live in the country, not near a market, they

have a good deal of difficulty, also, in obtaining the liver.

I find a good many cases do not like the liver; it is very distasteful

to them ; but I have quite a few who have by persistence been able to a

certain extent to overcome the distaste for liver. We have a number of

menus which have been prepared for disguising to a certain extent the

liver taste, and I find by giving the patients a number of these menus
and letting them change from one to the other some of these cases are able

to take the liver diet successfully.

I think Dr. Rainey has presented a good paper, and his results are

satisfactory.

Dr. C. C. Hubbard, Farmer: I noticed in every case the doctor

reported dilute hydrochloric acid was used. I have a brother-in-law who
had pernicious anemia or had something like it, who went to Dr. Wood
of Wilmington. He ate liver until he looked like a calf—positively. He
got better and left off the liver and dropped back again. The question is,

did he have it.^ I did not know this world was flooded with pernicious

anemia until after the liver diet came out. I had a case that, according

to the text books, was pernicious anemia that got well. I think we Ameri-
cans are just like sheep; one jumps across the fence and the others

follow right along. I think it is a good thing for a patient to have a liver,

but I do not believe the liver diet in pernicious anemia is worth what
is claimed for it. I want you to consider how much part the dilute hydro-

chloric acid played in the treatment. I was taught by old Dr. DaSosta,
in Jefferson College, who gave muriatic acid for everything; and what
he did not give muriatic acid for he gave muriate of ammonia for. I

should like our friends here to try the dilute hydrochloric acid without

the liver.

Dr. Paul F. Whitaker: I want to thank Dr. Rainey for the paper
he has presented. There are a few questions I should like to ask regard-

ing the cases he has had. A recent article in the Journal of the American
Medical Association was very illuminating to me as to why the human
organism should respond to liver. The men doing this experiment con-

cluded it was the content of nucleic acid in the liver substance that causes

the bone marrow to respond to this. They took rabbits and produced
severe secondary anemia by injecting distilled water, after which they

obtained good therapeutic results by giving nucleic acid extract. I think

it is a fact that brains and sweetbreads will also produce good results,

due to their nucleic acid content. That is very valuable to know, since

many people object to taking liver over a long period of time.

I notice in two of the cases Dr. Rainey did a blood transfusion before

starting the patients on the liver diet. I should like to know what part

of the improvement he attributes to that. Also, did he do blood counts

before and after transfusion?
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As to giving hydrochloric acid in pernicious anemia, as almost all of
these patients have absence of free hydrochloric acid it is a good thing
to give. I think lots of cases of secondary anemia with acchylia are prob-
ably due to long-standing intestinal infection.

Dr. M. W. Marr, Pinehurst: I have several cases under observation
to whom I am giving this liver extract. I should like to ask Dr. Rainey
if he would consider an improvement of 200,000 cells a week satisfactory,
I gave these people three of the little vials and got only 100,000 improve-
ment; then I doubled that, giving six a day, and got no more improve-
ment. I should like to know if it is as well to use three as six. Also, does
he use extract or calf's liver. Will the liver preparations that Armour
and the other packing houses put out be a satisfactory substitute.^

Question: What has been Dr. Rainey's experience in regard to the
use of liver of different animals, such as hogs and beef, if he has had
any experience along that line.^

Dr. Rainey, closing the discussion: Two of these cases had hydro-
chloric acid and tonics (I do not know what the tonics were) before' they
were started on the liver diet. Under those they did not improve very
much. One case had two transfusions a year before she was put on the
liver diet and did improve and went back to school, but she had a relapse
and the red cells dropped to about 1,500,000. Another case, after he could
not get the liver, continued the acid, and his red cells dropped. Another
case, on account of not liking it, dropped the acid and continued the liver,
and the red cells picked up. I do not think the acid has any effect except
as an aid in digestion.

I do not know why the liver brings about the improvement. Some men
claim it is due to the vitamin E in liver; others claim it is due to the
nucleic acid.

In the four cases reported the reticulocytes were not counted in the
beginning, so I did not report the results, but in the cases going on now
and other cases reported in the literature the increase in the reticulocytes
was the first thing to appear in the blood. The young blood cells appeared
and matured, and as they increased then the mature cells began to show.
This usually takes about two weeks' time.

Two of these cases had a transfusion, one a year before being put on
the liver diet, and had a remission. One has now been on the liver diet
for a little over ten months and is teaching school and getting on all
right.

The two cases that were given a transfusion were given it because
they were so terribly weak that we wanted to give them a boost to start
with. The red cells were counted before and a few days after transfusion,
and there was a difference of about 200,000 or 300,000. They were put
on the liver diet following the transfusion.

Some could not take the full diet very well to begin with, but they
were persuaded to eat the liver first and then eat what other part of the
diet they could. As they improved their appetite improved and the diges-
tion with it, the diarrhea ceased, and they were able to eat the full diet
without difficulty. They were allowed to use their own taste as to how



406 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLIKJ

the liver was prepared, the only precautions being not to cook it dont

and not use much grease, because we wanted to keep down the fat as low
as possible.

I do not think 100,000 cells is as much improvement as should be

gotten on the liver diet, because usually in four to six weeks the red cells

will jump from two to three million. I usually give six ampoules of liver

extract each day. It can be given in grape juice or orange juice or in any
way they want to take it. The results with that have been about the same
as with the liver,

I have tried to get these patients to get calf's liver if they could, but

frequently they could not. One of them had hog's liver and beef liver, an
equal amount of each. Minot and Murphy say that calf's liver is best,

beef liver next, hog's liver next, and chicken liver next. We have had the

same experience in Fayetteville as the doctors in Charlotte have had;
liver went up from thirty-five cents a pound to seventy. That makes it

pretty expensive to take a half pound each day.

Question: Did you give any intravenous medication.^

No, none at all. The only treatment they had was the hydrochloric

acid and the liver.

FOCAL INFECTION
By Joseph A. Speed, Durham.

A circumscribed area of tissue infected with disease producing organ-

isms may be defined as a focus of infection. Such foci may be primary
and secondary. Primary foci are usually located in tissues communicating
with a mucous or cutaneous surface. Secondary foci are the direct result

of infection from other foci through contiguous tissues or at a distance

by way usually of the blood stream and lymph channels.

Primary foci of infection may be located anywhere in the body.

Infection of the teeth and jaws, with the especial development of pyor-

rhea dentalis and alveolar abscess ; infection of the faucial and nasophar-

yngeal tonsils and of the mastoid; the maxillary and of the accessory

sinuses are the most common forms of focal infection. Submucous . and
subcutaneous abscesses, chronic infection of the bronchi and bronchiec-

tasis ; chronic infection of the gastro-intestinal tract and auxiliary organs

of digestion, including cholecystitis, appendicitis, intestinal ulcers and
intestinal stasis due to morbid anatomical conditions ; chronic infection

of the genito-urinary tract, including metritis, salpingitis, vesiculitis

seminalis, prostatitis, cystitis, and pyelitis, are not uncommon forms.

Infected lymph nodes which are secondary to the primary foci named,
become additional depots of infection. The secondary lymph node
infection may persist after the etiologic, distal, primary foci has been
removed or has spontaneously 'disappeared. Infection through the blood

stream may be embolic in character, the tissue so infected may constitute

new foci, which may in part explain the chronicity of many local and
general infections.

The upper air passages and the mouth are frequent sources of focal

infection. The incidence of mouth infection is enormous everywhere.

Besides many saprophytes in the mouth and pharnyx, one may find in
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the saliva and pharangeal mucous, streptococci, and staphylococci, mi-

crococcus catarrhalis, pneumococci, diphtheria bacilli and pseudo diph-

theria bacilli, meningococci, tubercle bacilli and many other disease

producing organisms.

Pyorrhea dentalis and alveolar abscess is a condition found in all

classes of adults. The tonsils are frequently infected by contaminated air,

infected foods, especially milk, and through contact with infected indi-

viduals. In adults a small faucial tonsil may look innocent but harbor

infection in the crypts which are sealed over. Stumps of tonsils, the

remainder of tonsillotomy, may contain infected crypts sealed by the

operative scar.

Mastoiditis as an extension of nasopharyngeal infection through the

Eustachian tube and the middle ear is a serious and frequent disease of

the young and occasionally adults. The proximity of the mastoid cells to

the venous sinuses of the skull makes the focus a frequent source of sinus

thrombosis, bacteremia and meningitis. In chronic sinusitis, often obscure

and unrecognized, serious pyogenic bacteria are found.

All infectious foci of the head may be associated with secondary infec-

tion of the lymph nodes of the neck and mediastinum. Long standing

bronchitis associated with emphysema, asthma, and bronchiectatic cavi-

ties presents a type of localized chronic infection which may be an etio-

logic factor in systemic infection.

Intestinal stasis, constipation, auto-intoxication, and partial obstruc-

tion of the intestines due to congenital defects and acquired morbid
anatomical conditions which favor the presence of pathogenic bacteria

with putrefactive changes often cause systemic disease.

Anemia, chronic arthritis, Bright's disease, arteriosclerosis, appendi-
citis, cholecystitis, and peptic ulcer, are believed by some to be caused by
stasis and putrefactive changes in the intestinal contents. Of course,

there may be some truth in this theory but oftentimes the pathogenic
organisms that are infectious gain entrance from swallowed infectious

material from the mouth, throat, and nose and infected food, especially

milk, for milk is very apt to contain streptococci which are virulent or

may become so. Of course, appendicitis, cholecystitis, peptic ulcer and
pancreatitis may take place through the lymphatics and blood stream
from a focus of infection.

According to E. C. Rosenow the method of intravenous injection of

primary, often mixed or freshly isolated, pure cultures of material from
foci of infection has led to a better understanding of how these seemingly
harmless localized areas of infection, often small and obscure places,

cause ocular manifestations ; and by this method the causative organisms
usually responsible have frequently been isolated. Sometime streptococcic

autogenous vaccines are used to an advantage.

Coates of Philadelphia summarizes mastoid infection in infants and
asks, "if serious or fatal gastroenteritis is caused by middle ear and
mastoid disease, should not cases of infantile pneumonia and bronchitis

be given equally careful study and examination with the expectation of

discovering a similar etiology?"

\
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Recent reports by E. E. Irons show that iritis is frequently due to

focal infection as is eczema and other skin diseases. The infected pros-

tate, according to Zentmayer may cause ocular inflammation and is usually

non-gonococcic.

The rectum with its rich supply of hemorrhoidal veins becomes a

focus of infection through ulcers, infected thrombi, and local abscesses.

Infected thrombi from these points may produce acute hepatitis with

abscess and bacteremia.

Immediately after childbirth, miscarriage or abortion the endometrium

is very susceptible to infection. The uterine sinuses become infected and

the disease is at once serious, with severe bacteremia. The Fallopian tubes

may become infected with gonococci with resulting obliterating salpin-

gitis or abscess which may infect the peritoneum, or cause a gonorrheal

arthritis.

Tuberculous salpingitis may cause tuberculous peritonitis. The
seminal vesicles, testes and prostate are sites of focal infection with the

gonococcus, tubercle bacillus and pyogenic bacteria. Probably tubercu-

lous infection of the genital tract is secondary to a focus elsewhere.

Tuberculous infection of the testes usually involve the seminal ducts and

vesicles by extension through the lymph channels, blood stream, or vas

deferens. The focus may result in general tuberculosis, or involve the uri-

nary bladder and kidneys by the blood stream and lymphatics. Gonor-

rheal vesiculitis may be acute or chronic and lead to gonorrheal arth-

ritis, acute or chronic, or to gonorrheal bacteremia and ulcerative endo-

carditis.

Focal infection may be the cause of the condition known as anaphy-

laxis. The bacterial protein of the pathogenic micro-organisms of the

focus may sensitize the body cells. The relation of anaphylaxis to bron-

chial asthma, many skin lesions, gastro-intestinal symptoms and cardio-

vascular disturbance, especially arterial hypotension should be kept in

mind.

The treatment of focal infection requires as accurate diagnosis and
location of the seat of infection as is possible and then its proper

removal. Caution should be observed in the treatment during the acute

i^stage. Autogenous vaccine sometimes seem to do good. The use of non-

specific protein such as typhoid bacilli has been of value, particularly in

chronic arthritis. This particular treatment should be used with great

caution. Building up the patient's resistance is advisable since the chance

for recovery from any infection depends largely on the resistance of the

patient and the virulence of the organisms making the attack. For this,

fresh air, good food, sunshine, well regulated habits, with plenty of rest,

and the proper treatment of anemia is indicated.
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DISCUSSION

Dr. W. R. Stanford, Durham: I think that Dr. Speed's paper on
focal infection is very timely and on a very important subject. I had
occasion a few years ago to look up the subject myself, and in my opinion
it plays a tremendous part in medicine. I feel that this new thing that the
State Board of Health is pushing, the routine periodical health examina-
tion, is going to be tremendously important, because it will bring to light
many of these focal infections and decrease the middle life circulatory
disturbances that we have. I want to compliment Dr. Speed upon the
thoroughness of his paper.

OBSERVATIONS ON SOME OF THE DISEASES OF THE
THYROID GLAND

By Claiborne T. Smith, M.D., Rocky Mount.

From Medical Service of Park View Hospital.

These observations are based on a small series of seventy-eight cases
of diseases of the thyroid gland, studied and treated in the hospital. They
are grouped as

:

1. Simple goitre, which includes the hyperplasias seen at puberty,
nine cases.

2. Colloid goitre, twenty cases.

3. Adenoma of the thyroid gland, thirteen cases.

4. Hemorrhage into the thyroid, two cases.

5. Acute (non-purulent) thyroiditis, one case.

6. Hyperthyroidism, sixteen cases.

7. Exophthalmic goitre, seventeen cases.

Incidence: eleven of the 78 were males. Excepting the adolescent
goitre, none were below the age of 20.

Under the term simple goitre are included the hyperplasias seen at
puberty or during pregnancy. There was usually a diffuse enlargement
of the whole gland, or one lobe larger than the other. The patient came
in for consultation either because of disfigurement, or the fear that she
had some serious trouble with the gland. They had no symptoms of hyper-
thyroidism. In the cases of those seen at puberty there was satisfactory
response to the dried gland given in two grain doses once daily. The
results were obtained, however, only after six weeks to three months of
constant treatment. Those seen during pregnancy were left alone, and
usually subsided after the first few months of pregnancy.

In the cases with colloid goitre, the whole gland, or a single lobe, or
just the isthmus was enlarged, causing not only disfigurement, but in
most instances, discomfort from pressure. In one instance, the enlarge-
ment was in the lower right pole and substernal, giving some very puz-
zling chest signs till the X-ray disclosed the large mass pushing the
trachea to one side. The treatment for these was entirely surgical, as
untreated they might have become toxic, and this would have been still

more probable if they had been dismissed with either the dried gland or
iodine. Adenomata of the thyroid were manifested by an enlargement of
the gland that was nodular in character. This particular type showed a
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still stronger tendency to become toxic, as eleven out of the thirteen who
came to us were already toxic. Three had become malignant with metas-

tasis to the humerus or pelvis. It is needless to say that we are among
those who advise an early operation in every case of adenoma of the

thyroid.

Hemorrhage into the thyroid gland occurred in two men, both past

60 years of age. They gave a history of a sudden swelling on one side of

the neck after some moderate exertion, which caused some pain and dis-

comfort on moving the head. There were no other symptoms. Examination

disclosed the lower pole of the lobe tense, tender, and pushed out from

the muscular covering. The swelling subsided after rest in bed.

In the one instance of acute thyroiditis, the patient gave the history

of a mild upper respiratory infection. This was followed by pain and
tenderness on the right side which was soon felt on the corresponding

side, painful deglutition, flushed face, and wheezy breathing. The tem-

perature went to 101 F, pulse 130, leucocyte count 18,000, 82 per cent

polys, and she had a metabolic rate of plus 49. On examination there was
nervousness, weakness, loss of appetite, tremors, but no exophthalmus.

Both lobes of the gland were very slightly enlarged, but very hard and

tender. Under rest in bed, salicylates and sedatives the process subsided.

As this happened quite recently, we can't say yet whether she will have

any hypothyroid symptoms or not.

In mentioning hyperthyroidism, we do not include the exophthalmic

goitres. While it is true that the exophthalmic type show signs of hyper-

thyroidism, the two conditions are separate. Experimentally, hyperthy-

roidism can be induced by feeding the dried gland, exophthalmus cannot.

Secondly, the hyperthyroid is made immediately worse by feeding iodine,

while the exophthalmic is temporarily improved.

The nervous symptoms given by the hyperthyroid were both mental

and physical. They were emotional, irritable and impatient. While lying

in bed, they were almost always moving the arms, legs or head. The weak-

ness they complained of was mostly in the knees. Going up steps would

bother them considerably in the knees.

The rapid fluttering heart, of which the toxic patient complained,

developed a true auricular fibrillation in two instances, which responded

to rest and digitalis therapy.

The increase of appetite was another one of the early signs, for in the

advanced cases, there was a loss of appetite.

Examination : The cases of hyperthyroidism did not show a definite

symmetric enlargement in every instance. Some which appeared quite

small at physical examination, showed considerable enlargement at opera-

tion. When the patient was seen late enough for emaciation to be apparent

it was noticeable that the skin was not dry as in diabetes or other wasting

diseases, but quite moist.

The increased pulse rate was a constant finding. And in every instance

of increased metabolic rate, the pulse was found to be over 90 per

minute with the patient at absolute rest. The blood pressure readings in

the hyperthyroid showed uniformly a pulse pressure over 40 mg. Hg.
This was due more frequently to a rise in the systolic than a fall of the

diastolic.
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As a check up on the history of weakness in the knees, the test de-

scribed by Lehey was suitable in the well advanced cases. In the hyper-

thyroid there is a true myasthenia of the quadriceps femoris muscles. To
elicit this, the patient sits in a flat-bottomed chair so that the edge of

the chair comes to the knees, and extends one of the legs. In the definite

hyperthyroid, this position cannot be maintained over 25-30 seconds.

These cases of hyperthyroidism were treated surgically, but all re-

quired some medical treatment before the operation. As the symptoms
are wave-like in their course, we put these patients to bed under sedatives

and forced nourishment, till they showed some response by way of a slow

pulse and metabolic rate, or we could catch the symptoms at the ebb tide.

When the pulse remained below 100 per minute, or the metabolic rate

came down to a plus 40 or less, the patient was considered suitable for

operation. None have died under this treatment.

In cases number 14,116, 14,100, and 15,221 there was practically no
response to the rest and feeding treatment after ten days to two weeks.

We gave these cases Lugol's solution, 20 drops three times a day. Their

symptoms quieted down in a few days, they were operated and made an
uneventful convalescence. The cases are mentioned because it is not a

good practice to give a hyperthyroid or the non-exophthalmic type iodine.

It will in most instances have the reverse effect from that which you wish.

But we felt justified in trying it on a hospital case which was not respond-

ing to the usual rest treatment, and we felt that we could see the un-

toward symptoms early enough to stop it. What there was about these

cases that they should have responded, I am not prepared to say. It may
be that they were latent exophthalmics ; and as regards the exophthalmic
goitres, I have nothing more to say than that Lugol's solution will shorten

the period of preparation for operation tremendously.

1. Quadriceps Test for the Myasthenia in Hyperthyroidism. Jour. A. M. A.

LXXXVll, 10, p. 754.

HYPOTHYROIDISM IN THE ADULT
By Dr. W. R. Stanford, Durham, N. C.

In recent years there has been much written and much said about

hyperthyroidism, but its opposite has been discussed very little. I do not

think that the subject of hyperthyroidism has been over-emphasized, but

I do think that hypothyroidism has not been emphasized sufficiently. I

hope, in this paper, to show that this latter statement is correct. While
I expect to discuss the text-book type of hypothyroidism, it is not from
this group of patients that I expect to draw my proof, but from a larger,

less-known group. To this group the term mild hypothyroidism is usually

applied.

Hypothyroidism is an affection due to insufficiency of the thyroid

gland. It is the antithesis of hyperthyroidism. Schiff, as early as 1859,

showed that removal of the thyroid gland in the dog caused certain

changes. Sir William Gull in 1873 described hypothyroidism in the adult.

In the eighties Ord and other English physicians noted a well defined

entity which Ord called "Myxedema." Ord used the name myxedema
because he found a mucin-like material in the subcutaneous tissue of a
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patient coming to autopsy. In 1883 Kocher noticed that 30 of his first

hundred thyroidectomies were followed by a condition which he called

cachexia strumipriva. Reverdin. a year later, noticed the same condition.

The investigation of Horsley and the Committee of the Clinical Society

of London made it apparent that cachexia strumipriva, myxedema and
sporadic cretinism were one and the same disease. In 1890 Horsley advo-

cated thyroid grafting for the cure of myxedema. In 1891 George Murray
successfully employed subcutaneous injection of an extract of sheep

thyroid. In 1 892 Fox, Machenzie and Howitz found that thyroid by mouth
was equally efficacious. The first patient who was given thyroid extract

in 1891, died of heart disease in 1919. It was discovered that the activity

of the gland was connected with the metabolism of iodine. Kendol iso-

lated the active principle which he termed thyroxin. This principle

contains 65 per cent of iodin. There is a quantitative relation between

the amount of thyroxin in the body and the rate of metabolism.

Of course, the cause of hypothyroidism is perfectly clear in cases of

complete removal of the thyroid gland. Probably atrophy of the gland is

responsible in those cases following exophthalmic goiter and infection.

Hypothyroidism is more common among women than men—six to one

—

especially between the ages of 40 and 50. It tends to occur about the

menopause. It is at times associated with frequent child-bearing, and
sometimes with pregnancy. It may follow an acute infection; at times it

is associated with old age, and with other endocrine disturbances. It may
be caused by syphilis.

The disease may affect several members of the same family and is

usually transmitted through the mother. Exophthalmic goiter may be

followed by myxedema. The extreme form of myxedema is not so common
in America as in England. The thyroid is usually atrophied in myxedema

;

but it may be enlarged if the thyroid tissue is replaced by colloid material.

Enlargement of the thymus and pituitary as well as the thyroid has been

known to occur in hypothyroid disease. However, there is usually marked
connective tissue hyperplasia and atrophy of the acini of the thyroid.

The juvenile cases show narrow marrow cavities and failure of the bones

to ossify. This last, of course, applies to those cases which begin in youth.

There are cases on record which show ununited epiphyses at the age of

20. The ordinary severe case shows an overgrowth of subcutaneous tissue

and an infiltration by a substance resembling mucin. This substance may
be found in the voluntary and involuntary muscles, in the viscera, and in

the nerve tissues.

In a few cases destructive lesion of the thyroid has caused the

disease. Kohler reported a case of actinomycosis and Neudorfer one of

adenoma, each followed by myxedema. Numerous toxic elements such as

alcohol, lead, and intestinal toxemia have been thought to be factors in

causing myxedema.
The disease usually develops slowly, but may develop rapidly in

young adults. The onset is usually insidious, with mental dullness and
loss of memory. Pain in the legs is a common symptom. This pain is

situated in the skin and subcutaneous tissue. Some cases show relaxation

of ligaments which in turn causes lordosis and flat feet. The pallor and
puffiness under the eyes combined with shortness of breath may suggest
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renal disease. The hands have been described as spade-like. The liair

shows a tendency to fall out, especially in the axillae, above the fore-
head, the nape of the neck, and the outer third of the eyebrow. The skin
may show a yellowish tinge. The mucus membrane is swollen and may
cause conjunctivitis and thickened speech. The larynx is also affected
and causes the voice to be weak. The teeth tend to decay and get loose.
Muscular cramps are common. Muscles fatigue easily. The pulse is

slow, the blood pressure low, and arterial sclerosis is a common compli-
cation. The blood shows a secondary anemia, a leukopenia and slight
lymphocytosis. The temperature is low; it may be as low as 96° F. The
patient suffers from cold. There is a cut-down in perspiration. Digestive
function is below normal. The appetite is poor and there is a lack of
thirst. Constipation is the usual thing, possibly due to the small amount
of fluid taken. Dyspnea is common, and peculiar asthmatic attacks may
occur. These patients seem especially prone to develop pneumonia and
chronic nephritis. Menstruation may be much delayed or absent. The
symptoms often ameliorate during pregnancy. Patients are prone to
miscarry. The vision and hearing may be cut down. The swelling of the
skin does not pit on pressure. The dry rough skin together with the
swelling tends to obliterate the lines of expression in the face. There is

some local tumefaction of the skin, particularly in the supraclavicular
space. The weight is usually increased. The features are coarse, lips and
nostrils thick and the mouth is enlarged. The cheeks are often flushed.
The gait is slow and heavy. Tendon reflexes are sluggish. Hemorrhages
sometime occur, probably due to the decreased coagubility of the blood.
Death is usually due to some intercurrent disease—often tuberculosis.
The course of the disease is progressive, and extends over a period of ten
to fifteen years.

The basal metabolic rate may be reduced 20 to 40 per cent below
normal, but cases as low as 40 per cent below normal are quite rare.
Untreated cases usually do not get well. Fraser reported one case which
recovered. These patients show an increased sugar tolerance. This is
probably due to the poor absorption and the resultant hypoglycemia.

In the foregoing paragraphs I have been discussing the more pro-
nounced form of thyroid insufficiency. I now wish to discuss the second
group, that is, the group of mild hypothyroids. This group has been given
very little attention in the textbooks of medicine, and there has not been
much written about it in the current literature. As far as diagnosis is

concerned. I think that it is in patients of this group that the basal
metabolic test is especially important. The type of patient I refer to is
the patient whose basal rate ranges from zero or a little b-low, lo a
minus twenty or twenty-four. These patients present a soir.ewliat dis-
tinctive group of symptoms which differ in quality and degree from the
advanced cases of hypothyroidism. Your attention is drawn to them by
several typical complaints. They, instead of being sluggish, are usually
high-strung and nervous, but they tire easily and their quota or work
is cut down. There is usually no edema. There may or may n.)t be ary
cut-down in the amount of hair on the body. They invariably suffer from
cold and run a lowered temperature. The pulse is usually normal or may
be increased. The weight may not be affected. In young girls there is
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often amenorrhea. In the middle-aged woman there is, at times, the history

of an early menopause, and in this patient I have often noticed some
thinness of hair of head, axilla and pelvic regions. These mild hypothy-
roid patients, too, are prone to have aches and pains. I think this is prob-

ably due to lowered resistance and focal infection. I have often wondered,
recently, if the so-called neurocirculatory asthenia and the effort syn-

drome cases seen soon after the war did not belong to this group of mild
hypothyroids. I remember that in the effort syndrome cases there was
often slight enlargement of the thyroid; an enlargement which some doc-

tors thought was a compensatory effort on the part of the thyroid. The
basal rate, as I recall, was usually low. I do not mean to say that all

neurocirculatory asthenia cases are ones of hypothyroidism, but I think

that undoubtedly some of them are.

As I stated above, mild hypothyroidism has been emphasized only

a few times in the literature. Ohler and Ullian, in Medical Clinics for

March 1927, talk of mild cases which show only a few of the symptoms
of lowered heat production, and only slight reduction in basal metabolic

rate. The rate, they say, may even be within what is usually considered

normal limits. They divide these cases into groups: (1) Obese type;

(2) high-strung, nervous and easily fatigued type; (3) the young over-

weight type; (4) asthenic type. They say in their discussion that a large

number of patients have basal metabolic rates which are slightly below
normal but who do not present the picture of myxedema. If these patients

present other symptoms of lowered heat production, and if a careful

clinical study brings out no other cause for this lowered metabolic rate,

they feel that it is only fair to classify such cases as cases of hypothy-

roidism. Barach and Draper, in the A. M. A. Journal in 1925, stated

"That the occurrence of hypothyroidism in the absence of clinical myxe-
dema and cretinism has been mentioned in the literature but has not been

sufficiently emphasized as an entity." Means and Burgess, in a series of

1000 patients, report 32 cases of myxedema and cretinism and, excluding

these, mention 63 cases with subnormal metabolism some of whom were
improved by thyroid therapy. J. T. King analyzed 36 cases of subnormal
metabolism in 200 subjects at Johns Hopkins Hospital, most of whom
he believed were suffering from hypothyroidism in the absence of clinical

myxedema. Barach and Draper felt that the basal metabolism test was
especially important in this group. Fatigue was the most constant symp-
tom found, next in order was sensitiveness to cold, and then dry skin.

Their statistics showed, with the exception of a rather large group be-

tween ten and twenty years, that most of the cases occurred in the fourth

and fifth decades, in the most part in women at or subsequent to the

menopause. Their conclusions are that "Hypothyroidism in the absence

of clinical myxedema warrants further consideration. Its recognition

would seem to be of some importance since beneficial effects follow the

administration of thyroid extract."

The treatment of hypothyroidism is, I think, one of the most satis-

factory things in medicine. When you see a dull, sluggish almost imbecilic

patient gradually change into an alert, mentally awake person you really
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feel that the science of medicine is worth while. The relief of hypothy-
roidism by glandular therapy marked a great step in therapeutic medi-

cine.

In treating this disease I have used thyroid extract, usually specify-

ing Burroughs & Welcome's preparation. I should think that any good
extract could be used. The initial dosage of thyroid extract prescribed by
the ordinary text-book is usually too large. The dosage should be small

to begin with and should be gradually increased. I usually begin with 14

grain of thyroid extract once or twice a day
;
gradually increase, and

watch for symptoms of over-action. These symptoms are usually in-

creased heart rate, nervousness and palpitation. One should discount a

part of this because the patients are going to show some of these symp-
toms anyway as they go back toward the normal. These patients should be

rechecked with basal metabolic rates. This is certainly the most scientific

method of regulating dosage. Some authorities go by the pulse rate and
the temperature. Even after the basal rate gets to normal a maintenance
dosage of thyroid extract should be continued to prevent a recurrence of

the disease. The size of the maintenance dose depends largely on the

patient. As much as 15 grains a day may be given. Larger doses is re-

quired in winter than in summer.

There are unfortunately some patients who improve only to a certain

point; if thyroid extract is pushed further they develop toxic symptoms.
The reason for this is not clear but it may be due to involvement of other

glands of internal secretion.

Patients with heart complications should be given thyroid extract

very cautiously and slowly. In decompensation the damaged heart should
be built up first. If possible, it is advisable to keep the patient in bed
during the early treatment of hypothyroidism. I think this is especially

so of the myxedematous cases with or without circulatory abnormalities.

These patients during the period of adjustment often develop fainting

attacks. I do not believe that this regime is absolutely necessary in the
moderately severe and mild cases if the drug is administered cautiously.

I treat quite a few such patients in my office. I have them come in for

observation and at intervals I repeat their basal rates. These patients are
required to rest in the office on a couch for an hour before the test is

done. I have seen very definite improvement in most of the patients who
have cooperated in their treatment.

In conclusion, I wish to emphasize a few things brought out in this

paper. First, that the myxedematous cases are typical and should be
easily diagnosed. Second, that the mild cases are not so typical and can
only be accurately diagnosed by estimation of their basal rates. Third,
that the initial dosage of thyroid extract should be small and should be
gradually increased, at the same time checking with repeated basal rates.
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DISCUSSION

Dr. Joseph A. Speed, Durham: I certainly enjoyed these two papers.

I think one of the hard things to know how to do is to treat disease of

the thyroid. I think in every case it is essential to study these

patients thoroughly, and it is almost necessary that they be studied

in the hospital, in order to know the degree of thyroid disturbance they

have and in order to prepare them for operation if operation should be

necessary. Rest and removal of focal infection, if present, are just about

as important as the removal of the diseased gland.

Dr. Frederick R. Taylor, High Point: I have been very much in-

terested in these two papers and particularly in the last one on hypothy-

roidism. One thing is interesting to note, and that is how hypothyroidism

came to be recognized as a clinical entity. I think it was Ord who first

accurately described hypothyroidism and demonstrated the conditions.
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I believe Osier tells us that. A number of distinguished men were there,

and from that day the knowledge of hypothyroidism spread throughout

the world. It is a condition we hear much about and read much about^ but

so far as the advanced case goes just one thing is necessary for us to

make the diagnosis, and that is to see just one case. I should like to see

clinical demonstrations here of conditions like that, which are obvious

almost at a glance, yet are sufficiently rare so that many do not get the

opportunity to see them. Here is a case that illustrates my reason for

saying this. I was called in consultation several years ago to see a patient

who was grossly overweight, getting fatter every year, and failing men-

tally. She had been carefully examined by her physician. When I went

to see her in consultation I had no idea of what I should see, but my
diagnosis was made on entering the door. I made a diagnosis of myxe-

dema, simply because I had seen a case several years before. The woman

was grotesquely fat; she must have weighed in the neighborhood of four

hundred pounds. Her face was all distorted; the best way to describe it

is perhaps to say that she had a frog face. I do not know how to describe

it, but it did not look like a human face. I made an examination, of course,

and we went out and discussed the matter. I said I thought it must be

a case of myxedema, and we looked it up in the literature, and the attend-

ing physician said he thought it must be that. He had never seen a case

before and so was not able to diagnose it. A little confirmatory thing

happened in this case. Just before leaving the house the patient's daugh-

ter pulled out a table drawer and showed us a prescription which she said

was the only thing that had ever done her mother any good. It was a pre-

scription for dessicated thyroid gland, given in another state. She had

been told not to take it except under observation and had discontinued it

on leaving the state where the prescription was given.

Dr. C. T. Smith, Rocky Mount, closing the discussion: I have nothing

more to say in closing the discussion except that I was particularly im-

pressed with the latter half of Dr. Stanford's paper. I waited a long,

long time to see a text book case of myxedema and have not seen one yet

that corresponded exactly with the picture the text books give. The

early case, as described in the latter part of his paper, I have seen. It is

surprising, as he remarked, how very frequently they are nervous and

emotional and have a rapid pulse. Unless you go into the case carefully

you may think at first that they have hyperthyroidism instead of hypo-

thyroidism. Tlie patient may not have gained in weight but may be at a

standstill and be eating practicaUy nothing.

Dr. W. R. Stanford, Durham, closing the discussion: I think Dr.

Taylor is entirely correct in what he says. All you need to make a diag-

nosis in these severe cases is to have seen one. I remember a case. This

patient walked into my office and I made the diagnosis as she entered.

She had had typhoid fever and had been sick for six years. I made an

examination, and put her on thyroid extract. I could not get her to come

back for determination of her basal metabolic rate ; she regulated her own
dose. Within the last few days I was called out to see her. She had had

a convulsion, and I got the information from her husband that she had
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increased the dose from about three grains to six grains a day. He attrib-

uted the convulsion to the increased dose ; I do not know what caused it.

A thing to be emphasized is the danger of giving iodin indiscrimi-

nately^ as Dr. Smith said. Some of us learn by reading, others by experi-

ence. Of course, the knowledge gained by experience lasts longer. I have

a patient in whom I made a diagnosis of early hyperthyroid disease. I

gave her some Lugol's solution and told her to come back at a certain

time. She failed to come back at the set time; then when she did return

she was in a very bad condition.

AN EXTRAORDINARY CASE OF A DISEASE OF THE CEN-
TRAL NERVOUS SYSTEM IN A YOUNG MAN,

WITH AUTOPSY FINDINGS

By F. R. Taylor, M.D., High Point.

On November 4, 1927, a 22 year old single bookkeeper who worked

in the office of a veneer factory, came to see Dr. H. L. Brockmann at the

High Point Hospital, complaining of pain in the right hip, and some

weakness and numbness of right leg and foot. Temperature 99. Right

patellar reflex a little weak. X-ray of hip negative. The next day he

returned to the hospital, dragging his right foot a little, and reinforce-

ment was required to obtain the patellar reflex. He was sent home to bed.

The following day. Dr. Brockmann saw him at home, and found his tem-

perature 102. There was an almost complete flaccid paralysis of the whole

right upper extremity, slight motion of the wrist and fingers alone being

possible. He had on this date a sudden shooting transitory pain beginning

in his right great toe and going up to the right side of his abdomen. Blood

pressure 120-68. The next day the paralysis of his right upper extremity

was complete, his temperature was falling, and he had a pain beginning

in the finger tips of his right hand shooting up into the right side of his

neck, lasting only a few moments. I saw him with Dr. Brockmann at

this time. Blood count and urine normal. Family and past history negative.

Pulse 50 to 60 throughout disease, except after getting atropin, when it

rose to 106.

Nov. 11. Dr. Brockmann asked me to take charge of the patient,

which I did. Right facial paralysis today, involving the lower branches

of the nerve only. Patient still rational, and not suffering any pain-
would talk a good deal, laugh with the left side of his face, etc.

Nov. 12. Severe vomiting attack last night. A physician who lived

next door was called to see him and gave him a hypodermic for temporary

relief. Vomiting not projectile.

Nov. 13. Very severe headache. Dr. Brockmann saw him with me.

Spinal fluid clear, under apparently normal pressure, cell count normal,

some of fluid sent to state laboratory for Wassermann, which was found

negative. Puncture did not relieve headache, but it cleared up after

taking amidopyrin.

Nov. 16. Temperature subnormal. Condition otherwise unchanged.

Has never lost use of right leg completely. Mind entirely clear up until

last two days of illness.
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Nov. 17. Seems to be doing well. Moved right arm very slightly.

Nov. 18. Becoming stuporous. For about 2 hours, left pupil sluggish,

but then it regained the normal light reflex. Right side of tongue para-

lyzed.

Nov. 19. Has voided involuntarily a couple of times. Left pupil
again sluggish at 9:00 A. M. About 8:00 P. M. his paralyzed tongue
began to choke him. This was taken care of, and he breathed freely for

a few minutes. I happened to be in the house when the incident occurred.

Then he seemed to have definite respiratory failure. He had been pre-

viously getting 71/4 grains of caffeiif sodium benzoate hypodermically
when in severe stupor. When his breathing stopped, both pupils dilated

fully, and the corneae seemed to be glazing. Artificial respiration was
given, also a hypodermic of atropin, and he soon started breathing again,

and his pupils partially contracted, and a little later he tossed about on
the bed slightly. I stayed with him 3 hours, but found no further change.
There were no important variations in his blood pressure noted through-
out the disease. His preagonal temperature was 105.

Nov. 20. Patient died at 7:15 A. M. An autopsy was secured, and
the brain, including pons and medulla, were removed, and a section of

the cervicothoracic cord was removed separately. Thoracic and abdominal
viscera not examined.

DISCUSSION

Dr— - : I offer the diagnosis of syphilitic tumor.

Dr. Taylor: I might say, in regard to that, that the spinal fluid

showed a negative Wassermann. Incidentally, this young man was a man
whom some of us knew pretty well and was of exemplary habits and good
family history. That should have been brought out.

Dr. W. R. Stanford, Durham: Did you mention his eye-grounds. Dr.
Taylor.?

Dr. Taylor: No, I do not. I guess I had better tell you our original
diagnosis, on which Dr. Wesley Taylor and I agreed. The national epi-
demic of polio was going on at that time. No case had been reported in

High Point, according to our health officer; and the man had not been
out of town or exposed, so far as we knew; but we thought he might
have got it from a carrier. Our diagnosis was the ascending hemiplegic
type of poliomyelitis, or the poliomyelitic type of encephalitis. We did
not examine the eye-grounds, which, if our diagnosis was correct, would
have been normal. We did not see the use of sticking our faces right
down to his, when he probably had a highly transmissible disease and
when the eye-grounds ought to have been normal, and his vision was
normal.

Dr. Stanford: Was there any change in sensation.''

Dr. Taylor: Not that we noticed. We made only rough tests for
sensation, not heat and cold.

Dr. Stanford: Was the third nerve involved?
Dr. Taylor: No.

Dr. Stanford: Was there any previous illness.''

Dr. Taylor: No, not even a cold.
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Dr. Stanford : It sounds like a tumor of some sort, although the

length of time is against it. I should suspect hemorrhage into a gland.

Dr. Taylor: The illness lasted only sixteen days. Our own feeling

was against tumor, because of the short duration of the illness.

(Read autopsy findings)

Autopsy Findings: Grossly, before sectioning, the brain and cord

appeared quite normal. They were put into formalin for hardening before

gross sectioning was attempted. Later, on section, we found an abscess

the size of a small hen's egg, containing thin pus, in the left parietal

lobe, extending back slightly into the left occipital lobe, apparently

almost in process of rupturing on the mesial surface of the hemisphere,

as there were adhesions to the falx cerebri. This abscess was thickly

encapsulated, suggesting marked chronicity.

Coviment. The most painstaking inquiry failed to indicate a primary

focus of infection elsewhere, such as ear trouble, sinus disease, a cold in

the head, etc. During his illness patient asserted that it came on suddenly,

and that he felt perfectly well until the first symptoms we have described

appeared. The course of the disease so far as symptomatic evidence went,

appears to have been exactly sixteen days, but the autopsy findings would
suggest a much longer duration of the trouble previous to the onset of

symptoms.

Question : How can we explain a flaccid paralysis with an upper motor

neuron involvement.^

Dr. Wesley Taylor, Greensboro: Dr. Taylor's case is not only

interesting but most unusual. So much does it depart from the usual

symptomatology of brain abscesses or brain tumors that it is doubtful if

a diagnosis could have been made ante mortem.

The treatment and management given the patient are beyond criti-

cism. The case could not have been better or more intelligently handled.

So I suppose it is permissible to speculate regarding the case, admitting

to begin with that "our hindsight is better than our foresight."

Dr. Taylor has his symptoms beautifully arranged in proper chrono-

logical order, which is so necessary in cases of this kind; because it is

recognized to be of the greatest importance to get the symptoms in the

order of their appearance. Localizing symptoms, to be of any value, must
appear early, the early symptoms being the significant ones.

Two sets of symptoms are looked for in brain neoplasms : General
symptoms, which say there is a brain tumor, and focal symptoms, which
enable us to locate the growth.

Before diagnosing any cerebral growth we must first exclude lead

poisoning, anemia, and nephritis. This was done in this case before they

even came into question.

Diagnosis of a brain tumor usually waits on the presence of both gen-

eral and focal symptoms. Taking up the more striking symptoms in this

case, as they appeared:

The patient came with pain, weakness and numbness in the right leg

and foot. These were the only positive symptoms. On the second day the

weakness increased markedly, the right foot was dragged, and the patellar
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reflex on the right side was nearly abolished. On the third day there was
fever of 102 degrees and flaccid paralysis of the right upper extremity.
The flaccic paralysis at this point negatived the idea of any purely local

cerebral trouble, though we are all familiar with flaccid paralysis and
abolished reflexes following immediately and temporarily on a cerebral
hemorrhage or traumatic insult. Fourth day—normal temperature, with
a pulse which had dropped to between 50 and 60 per minute, continuing
till the end. On the eighth day the right lower facial showed paralysis.
Ninth day, vomiting; tenth day, headache; thirteenth day, subnormal
temperature; fourteenth day, improvement; fifteenth day, stupor, pupil-
lary changes, and paralysis of the right side of tongue; sixteenth day,
respiratory disturbances and what I assume to be general epileptiform
manifestations, with ante mortem temperature of 105 degrees. These arc
the symptoms as they presented themselves; a very limited and unsatis-
factory array they are. The three cardinal symptoms in brain tumor, as
we all well know, are headache, vomiting, and optic neuritis. The first

appeared on the ninth and the second on the tenth day, too late to be
of any service, especially in the absence of other definite focal symptoms.
There was, however, a definite slowing of the pulse to 50 or 60 beats
per minute from the fourth day and a certain amount of flaccid paralysis
almost from the outset. Mental disturbances, probably the most common
of all symptoms, were not evident till just before the end.

The slowing of the pulse is a valuable sign and is more common with
tumors of the temporal lobe and abscesses of the posterior fossa. Vomit-
ing, also, is most pronounced in posterior fossa affections. Temporal lobe
tumors and abscesses are very frequently the most difficult of all growths
to diagnose, let alone to localize. They are frequently devoid of all local-
izing symptoms. They usually produce symptoms due to pressure on
the adjacent parts, as for example faciobrachial mono- or hemiplegia,
with disordered reflexes of the corresponding side, as in this case. Diag-
nosis of abscess is extremely difficult and as a rule dependent on a history
of infection or trauma. General convulsions are very common in temporal
lobe tumor.

How easy it is to marshal your symptoms after you have seen the
post mortem.

The most disconcerting phenomenon, and one which stood firmly in
the way of a correct diagnosis, was the flaccid paralysis. How is it ex-
plained? Bing, of Basle, in his Regional Diagnosis of Nervous Lesions,
1927 Edition, page 158, says: "Spasticity is less intense in cortical than
in capsular lesions. In rare cases it may be entirely absent, a facl; for
which no satisfactory explanation can at present be given."

Dr. C. D. Thompson, High Point: I happened to be the doctor who
was called in at midnight one night to see this patient. I found him suffer-
ing with a most violet temporal headache. I gave him a quarter of a grain
of morphin hypodermically and waited thirty minutes. It had no effect.
I gave him another quarter grain and waited about thirty minutes. It had
absolutely no effect as to relief of pain; however, it made him rather
stupid, and he went to sleep. A minute before he closed his eyes I asked
him if he had any relief, and he said absolutely none at all. He vomited
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very freely immediately before going to sleep, vomited without any
effort. I saw him only this one time, except that I went in one day to

pass the time of day. He was a next door neighbor of mine, and I had
known him for several years. He was one of the cleanest, most exemplary
young men I have ever known in my life, so I know there is absolutely

no question of specific disease or anything like that in the case. As to the

diagnosis, when I saw him I felt there must have been a cerebral hemor-
rhage. I did not say much about it, because none of us knew very much
about it until after he died.

Dr. Seavy Highsmith, Fayetteville: I want to ask Dr. Taylor if he

ever discovered any primary focus of infection to which this must have

been secondary, also if the patient was subject to any varicosity of the

veins, I have seen cases in which slight embolism occurred, which later

produced abscess in event that the embolism was not sufficient to cause

immediate death.

Dr. Taylor, closing the discussion: Answering Dr. Highsmith's ques-

tions, we found none, Doctor.

I am very grateful for this discussion, especially for Dr. Taylor's

interesting explanation. Dr. Taylor also made a remark which interested

me from another standpoint. He said the treatment was beyond criticism,

I should like to say that from the therapeutic standpoint the treatment

was very interesting. It was subjected to severe criticism, in this way,

A man who is a rather gifted, high-pressure type of evangelist lived in

High Point. He said his own daughter had been literally snatched out

of the jaw of death by the use of Rosenow's anti-polio serum, in Toronto.

The family got wind of this and wanted to know why we did not use the

serum. We had thoroughly considered it. All our information was to the

effect that the serum, if of value at all, is of value only before the onset

of paralysis. We had diagnosed the case as polio and had placarded it as

polio. Usually the febrile stage precedes the onset of paralysis. In this

case, however, paralysis was the first symptom. This gentlemen got

so insistent that the family even wired Rosenow for the serum and actu-

ally considered having it sent by airplane. Rosenow wired back that he

no longer had charge of it and to apply to Eli Lilly & Co. In the meantime
I had written the Rockefeller Institute, who replied they had not been

able to confirm Rosenow's views. I showed that letter to the family, which

allayed their feeling somewhat. Since the death of this patient I have

been interested to learn that the Council on Pharmacy and Chemistry

American Medical Association has refused to pass this serum, on the

ground that the therapeutic claims for it have not been proved.

THE ANALYSIS OF A GASTRO-INTESTINAL HISTORY
By Eugene Carr, M.D., Asheville.

Gentlemen

:

My reasons for presenting a paper on such an elementary subject are

two. First—The conviction that 80 per cent or more of chronic gastro-

intestinal diseases may be diagnosed on the basis of a carefully taken and
properly interpreted history, and second, the impression that most prac-

titioners are either unable or unwilling to take and to interpret such a

history.
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I shall ask you to consider my remarks as an expression of clinical

opinion and not in any sense as an attempt to state scientific facts.

The actual technique of history taking is somewhat difficult to describe

as it varies within wide limits depending upon the type of patient con-

cerned.

In my own experience I have found it best to let the patient first tell

his story without interruption, meanwhile making rough notes of the

points which impress me as important. The sane, intelligent patient with

a definite organic disorder, more often than not, will practically make the

diagnosis for us. The neurotic, or he who tends to be rambling or dis-

cursive, may have to be cut short, but he will at least have given us a

valuable insight into his mental reactions and probably some leads which
may disclose the true nature of his difficulty.

My next move is to undertake a detailed analysis of individual symp-
toms and attempt to establish a chronological background. For this a

printed outline is used, which of course, includes general as well as gas-

tro-intestinal history but for present purposes we will limit our discussion

to the gastro-intestinal phase.

Under Past History we consider the serious infectious diseases, espe-

cially typhoid ; chronic or repeated acute infections in the head or upper
respiratory tract; attacks of jaundice; loss of weight and strength; ab-

dominal operations, and in women, multiple pregnancies.

Localizing gastro-intestinal symptoms may be studied conveniently

under four groups. The fiirst of these includes disturbances of appetite,

food idiosyncrasies, and habits of eating. Anorexia occurs most frequently

from two causes. First—the destruction of gastric glands following chron-

ic infections, malignancy, pernicious anemia, etc., and second from purely

psychic changes where there may even be a hypersecretion. The latter

patients often complain that the sight, odor or taste of food destroys

their appetite. Abnormal increase of appetite is seen most commonly with
diabetes and other wasting diseases, certain endocrine disturbances, and
certain parasitic infections. In some patients distress may follow the inges-

tion of specific foods or types of food—common examples are the intoler-

ance of fats observed in many cases of gall bladder and liver disease,

that of proteins and condiments in gastric and duodenal ulcers and that

of cellulose in colitis. Habits of eating always deserve attention. The
nervous or high pressure individual who eats rapidly, chews insufficiently

or swallows large amounts of air, often suffers after meal distress which
may be on a purely mechanical bapis. Over indulgence in alcohol, tobacco,

or coffee, are also to be noted under this heading.-,

The second group of symptoms includes belching, bloating, heartburn,

nausea and vomiting which, as Alvarez has shown, are often due to re-

verse peristalsis following a disturbance of the rhythmic gradiant. It is

probable that there may be in some cases a chemical as well as a mechani-
cal explanation. Belching, bloating and heartburn in my own experience

occur most frequently in association with hyperchlorhydria, which is

itself only a symptom. Even where no hyperchlorhydria is present, the

above symptoms, strangely enough, seem to be most satisfactorily relieved

by the administration of alkalies, though true chronic gastritis is an ex-

ception to this statement. We are all familiar with cases of gastric or
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intestinal fermentation where belching, bloating and flatulence may be

the leading complaints. Here, if we ask him, the patient will often tell

us that starchy foods, sweets or hot breads, tend to increase his distress.

With nausea and vomiting our chief problem is to determine whether

the underlying cause is mechanical, toxic, or purely functional and it is

often possible to do this on the basis of history alone, by considering the

relation of these symptoms to the intake of food, bowel activity, abdom-

inal pain, character of vomitus, evidence of constitutinal disease and

psychic make up of the individual.

In our third group we consider true abdominal pain, a symptom which

warrants the most careful and detailed study, and which I personally find

it worthwhile to analyze under ten separate headings. (1) Location. (2)

Duration. (3) Character. (4) Time of onset. (5) Regularity of recur-

rence. (6) Continuity. (7) Periodicity. (8) Radiation. (9) Factors of

Relief. (10) Factors of Aggravation. Let us tabulate under these head-

ings the different types of abdominal pain, not according to any absolute

rules, but purely for convenience, and we have some such arrangement as

the following:

1st

—

Location—Epigastric pain may be due to ulcer, cancer, gastric

crises, colon, appendix, gall bladder, or pancreas.

R. U. Q. pain to gall bladder, kidney or colon.

L. U. Q. pain to stomach, with pyloric obstruction, kidney or colon.

R. L. Q. pain to appendix, colon, hernia, ureter, pelvis.

L. L. Q. pain to colon (spasm or diverticulitis) hernia, ureter,

pelvis.

Shifting abdominal pain is usually colonic in origin, the distress being

due to movement of gas.

2nd

—

Duration—Ulcer, gall bladder and appendix pain may last for

years. Cancer pain, usually for weeks, and pain from acute inflammatory

conditions, only for hours or days.

3rd

—

Character—Ulcer pain is dull, steady, often gnawing. Gall

bladder, renal and colon pain is paroxysmal, cramplike or "colicky."

4th

—

Time of Onset—
(a) Pain occurring within one hour after meals is not ulcer unless

this be complicated by obstruction, perigastritis, or hour glass

stomach. It is frequently colon, appendix or gall bladder.

(b) Pain occurring 1-3 hours after meals is usually ulcer, but

sometimes colon.

(c) Pain occurring 4-5 hours after meals is usually colon.

(d) Night pain may be ulcer or colon, but ulcer pain tends to

come on much earlier at night than colon pain. The pain of

tuberculous entero-colitis often begins in the late afternoon,

reaches a peak during the evening and decreases at night.

5th

—

Regularity—Ulcer pain is strikingly regular in the time of

recurrence. Colon pain is much less regular, while gall bladder and
appendix pain are definitely irregular.

6th

—

Continuity—Ulcer pain varies in degree but is continuous. Colon

pain tends to be much more intermittent, whereas gall bladder pain may
be either.
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7th

—

Periodicity—Ulcer pain is characteristically periodic, while with

colon pain it is rare to have long remissions. Gall bladder and appendix

pain shows no periodicity.

8th—Radiation—Ulcer pain usually radiates to the upper back. Gall

bladder pain, to the right shoulder or angle of the right scapula, appendix

pain to the epigastrum, whereas colon pain may radiate to any part of the

abdomen or to the low back.

9th

—

Factors of Relief—Simple ulcer pain is relieved by food or by
alkali. Pain due to ulcer with obstruction, gall bladder or cancer, by
vomiting. Colon pain is relieved by bowel movement and by expelling gas.

10th

—

Factors of Aggravation—
Colon pain is aggravated by cellulose, coarse foods, raw fruits

and vegetables, by cold foods and drinks, and by nervous

upsets.

Ulcer pain is aggravated by meats and condiments.

Gall Bladder pain is aggravated by fats.

By using some such outline it becomes relatively simple to classify

any type of abdominal pain, provided we are willing to spend sufficient

time and effort on this phase of the history.

The fourth and last group of symptoms comprises disturbances of

bowel function about which volumes continue to be written. Constipation,

chronic, acute or periodic, association of constipation with other symp-
toms, use of laxatives, diarrhea, relation of diarrhea to intake of food
and to specific foods, alternation of diarrhea and constipation, character

of stools, presence of mucus or blood, rectal pain and flatulence, are some
of the points which deserve consideration under this heading, and which
should be discussed with every patient suffering from chronic gastro-

intestinal difficulty.

After taking such a history it is well, before proceeding with the phy-
sical examination, to spend five or ten minutes in evaluating the data
obtained and to write down a preliminary impression of the diagnosis

based on the history alone. After physical examination, laboratory or

X-ray study, this diagnosis may be confirmed, amplified or corrected,

but the percentage of cases in which the preliminary diagnosis will stand
is sufficiently large to justify the effort involved.

THE DIAGNOSIS OF PEPTIC ULCER OF STOMACH
AND DUODENUM

By O. Edwin Finch, M.D.

Mary EHzabeth Clinic, Raleigh, N. C.

A peptic ulcer is an ulceration involving the mucous membranes of

the stomach or duodenum. It is also known as a simple ulcer and is

usually circumscribed and does not involve a wide area of the mucous
membranes.

As to etiology, the literature contains little more than it did 35 years

ago. There are several theories as to cause. It has been set forth that

peptic ulcer may be produced by gastric fluid, local nutritional disturb-
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ance, embolism, endarteritis, traumatism, anemia, hyperchlorhydria, bac-

teria or infection, toxic substances. The various causes are yet debatable

and will perhaps remain so for sometime.

There is one striking feature about peptic ulcer patients, and that is,

some focal infection can be demonstrated in the majority of cases coming

under our observation. To further support this, we have repeatedly noted

improvement in symptoms referable to peptic ulcer when the focal or

foci of infection have been removed. We regard this more than a coinci-

dence as we have known it to occur in fully 75 per cent of all cases

observed.

The season of the year has, in some manner, some influence as we
have observed more ulcer cases for first time in spring and early fall.

Further, cases that are under observation and not fully arrested or cured,

tend to relapse during these two seasons. The relapsed cases usually re-

spond very readily to treatment.

Another interesting point in our experience is the patient will occa-

sionally give history of having had at intervals, attacks of ulcerative

stomatitis, which consisted of small punched out ulcers on mucous mem-
branes, the borders of which have a grayish color with a crater like in-

flammation in center, comparable to peptic ulcer.

We are unable to make a satisfactory explanation as to the relation

of stomatitis to peptic ulcer. This coincidence has caused us to regard

the focal infection idea as causes of peptic ulcer more plausible. We do

not know.

Peptic ulcer is more prevalent between the ages of 20 and 35. As to

sex, men are more frequently affected.

Pathology : As to location, the pathologist say the posterior wall of

the stomach along the lesser curvature near the pylorus is the most fre-

quent area involved. If in duodenum it is located usually in the first three

inches beyond the pyloric ring.

The pathology will, obviously, be dependent upon the state of ulcer-

ation, whether acute or chronic. The peptic ulcer is usually solitary but

may be multiple, and if many are present they are usually grouped closely

together. The ulcer may be saucer shaped, terraced or funnel shaped. The
lesion involving the mucosa is nearly always large : there is less destruc-

tion of tissue when the muscular layer is involved. The margins may be

sharp, punched out in appearance. The floor of the ulcer may be muscle or

serous layers, or some adjacent viscus. In case of perforation the amount
of secondary pathology may be little or widespread. The possibility of

carcinoma being superimposed on the site of the peptic ulcer is to be

kept constantly in mind.

Undoubtedly many ulcers occur and heal without producing alarming

clinical symptoms.

The various deformities that peptic ulcer may produce is dependent

upon the duracion, severity, and location. The principal deformities con-

sists of pyloric stenosis, hour glass contraction, and other deformities

with or without perforation.

Symptoms: This is debatable and one may ask first. What constitutes

an ulcer symptom? In other words. What is an ulcer history? An ulcer

may exist, be found post mortem and no symptoms ante mortem.
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The symptoms may be latent and only arise when there is perforation

with associated peritonitis or fatal hemorrhage. Perforation may occur

and produce no alarming symptoms as has been revealed post mortem^

—

death being attributed to other causes,—as acute infection.

We have had one patient in which his only symptom was that due to

acute perforation while enjoying his midday meal. This ulcer was revealed

three hours later by laparotomy. He states that he had no previous di-

gestive disturbance : acute abdominal pain and shock was his warning of

perforation. Therefore, it is not surprising that the profession cannot

agree as to an all-enclosing "typical" history symptom complex. Only
can we classify an ulcer symptom when we regard the major symptoms
as occur in those patients diagnosed ante mortem or preoperative. There-

fore, the generally accepted ulcer symptoms are as follows

:

1. Pain. This may exist as an uneasy empty sensation to an acute

agonizing proxysm. Pain exists in about 90 per cent of all cases. It is most

commonly located in epigastrium below the xiphoid cartilage, or 1 inch to

the right of this area. This is dependent upon the location of ulcer. If to

the right of the midline the pylorus or duodenum may be suspected. The
pain is more commonly intermittent. It may be relieved or aggravated by
food. The pain may occur at the height of digestion or two to four hours

afterwards. The pain that is at its greatest intensity during the end of

digestion, an excess of hydrochloric acid may be suspected. In this event

the taking of alkaline food such as milk or albuminous food will afford

a certain amount of relief. Large amounts of heavy food frequently ag-

gravates the pain. The pain is more frequently described as a "hunger
pain." The patient forms a habit of taking some light food such as milk

between his regular meals, also taking soda bicarbonate, or milk of mag-
nesia, as this affords temporary relief. The pain may awaken him during
the night, usually six to eight hours after his evening meal. Frequently
the patient will have a glass of milk convenient to be taken during the

night. The pain is usually a referred pain, viscero-sensory reflex and is

not dependent on the organic changes in the gastric organ itself.

The characteristic features about pain is its periodicity or regularity

in which it occurs. Pain beginning one to three hours after meals, discon-

tinuing one hour before next meal, suggests gastric ulcer. Pain beginning
three to five hours after meals and continuing to next meal suggests duo-

denal ulcer.

2. Loss of Weight and Strength. This, we regard as next to pain in

point of importance. We have seen cases in whom the outstanding symp-
toms were pain and loss of strength and weight. In spite of persistent

inquiry these two symptoms were outstanding.

The patient will state he is eating more than ever but in spite of this

he continues to lose weight and strength. The loss of weight begins shortly

after onset of pain in epigastrium. The weight loss is in proportion to

the increasing frequency, and severity of pain. It may be gradual but

each month or week there is some loss. There may be exceptions to this

weight loss, but its prevalence is sufficient to list weight loss as a cardinal

symptom. The weight may fluctuate but in course of time a loss will be
observed.
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3. Vomiting—may appear at weekly intervals, or it may be daily.

It is usually preceded by pain. It may occur immediately after taking

food or one to three hours later. The pain may be, and usually is, relieved

by the act. The vomitus may consist of mucous, food, blood and highly

acid fluid, depending upon time of occurrence with reference to time of

taking food.

4. Eructation may occur immediately after taking food or during

height of digestion. Frequently a sour or acid fluid is eructated—which
produces a burning sensation in pharnyx or substernal area—-commonly
referred to as "heart burn" or dyspepsia.

5. Hematemesis—or blood in vomitus. This is the usual textbook

symptoms but in our observation it is not frequent. Even in routine gas-

tric analysis following Ewald meal^—occult blood is rather rare. We are

to keep in mind other causes for blood in vomitus as the act of vomiting is

a rather strenuous act. The effort may produce rupture of venules in

aesophagus, pharynx, and mouth, or from gingivitis, and erosions. It is

not advisable to depend upon the eye in studying vomitus but chemical

test should be made. When hematemesis is positive it has considerable im-

portance as an aid in making a diagnosis of gastric disease.

The test for occult blood is valuable only after patient has fasted for

several hours, and being careful to exclude other sources of blood, due

to trauma or general systemic diseases. The quantity of blood may vary

from a mere trace to a profuse and occasionally fatal hemorrhage. The
symptoms will vary according to rapidity and amount of hemorrhage.

The vomitus may be slight blood tinged, bright red to copious amount of

coffee ground color, dependent upon frequency and amount of vomiting.

In acute ulcer the hemorrhage may be a spontaneous, alarming onset

without preceding history or symptoms. In chronic ulcer, the hemorrhage

varies, usually a history of chronic indigestion and a progressive anemia,

and having previously vomited blood.

Blood when found in vomitus or in the stools, when other sources

than peptic ulcer have been excluded, is a valuable aid in the diagnosis.

Otherwise it has no special significance.

With reference to symptoms, the essential factor is to develop the

cardinal points in the history, for frequently the diagnosis can only be

made from the symptoms. Taken for granted that the symptoms are the

so-called "typical of peptic ulcer," a diagnosis should never be undertaken

without a thorough physical examination. In addition, the X-ray and

laboratory study should be made in every patient, for the obvious reason^

that the diagnosis is arrived at by process of exclusion. Further, as pre-

viously stated in the etiology of peptic ulcer that focal infections are to

be considered as a possible cause of peptic ulcer. The foci of infection, if

present, should be recorded on the report.

Frequently the physical examination is negative. In fact, there are no
outstanding signs produced by peptic ulcer. There is one sign that is

present in a great majority the presence of tenderness located in the

mid epigastrium. This is more common in gastric ulcer. If located one

and one-half inch to right of mid epigastrium it is more indicative of

a pyloric or duodenal ulcer. No rule prevails as to referred sensory pain

or tenderness which portion of stomach or duodenum is involved.
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Occasionally deep palpation in this area will produce a dull aching

sensation posteriorly at the angle of the left scapula. In atypical cases

the tenderness may be diffuse radiating in lesser intensity from epigas-

trium. No tumor mass is ever palpable in acute ulcer. In chronic ulcer

with considerable pathological change, much more may be found on exam-

ination, particularly should the patient be emaciated. In this event, gas-

tro-enteroptosis may be expected and this is to be kept in mind with refer-

ence to location of the enclosed portion to be palpated. Should the ulcera-

tion be of long standing and symptoms of gastric stasis have been re-

vealed, a dilitation of the stomach is to be expected.

Too much importance should not be given to the point of tenderness

in epigastrium as at this point other conditions may be responsible by

way of reflex.

X-ray examination is indispensable in properly studying these cases

for peptic ulcer and a final diagnosis should never be undertaken without

its use. The examination should be made early in morning before any

food has been taken. This study should be made by a competent roent-

genologist as the shadows are not so evident that "even he who runs may
read."

Final conclusions in the X-ray study should never be drawn until

observed under the full physiological effects of atropin. This is especially

important in acute ulcer and in nervous or excitable patients. Deformi-

ties, hypermotilities and muscular spasms will frequently disappear after

the administration of atropin. Valuable information is made possible by

a properly interpreted X-ray study.

Gastric Analysis: This may show little. Whatever may be revealed

it is but one of the links in a chain leading to a diagnosis. The single test,

or residue test as employed by some, we regard as useless procedure and

fear it is used more for its psychological effects on patients than for

information obtained from the study of the gastric contents.

The fractional test is one of preference. The fasting residue should

be withdrawn after which an Ewald test-breakfast should be given,

specimens to be withdrawn every fifteen minutes for a period of two hours

and laboratory study made. There are no typical findings but here we
have material to study.

A diagnosis of peptic ulcer cannot be made by gastric analysis. The
acidity may and usually does, vary from a low to very high acidity. Free

hydrochloric acid may in atypical cases, and chronic cases, be absent.

The presence of lactic acid is suggestive of stagnation from obstruction.

We do not permit the results of gastric analysis to influence us either

way in arriving at our final conclusion, unless there is other corroborative

evidence in our study.

SUMMARY

The final diagnosis is to be based on the following:

1. A careful and detailed history relating to digestive disturbances,

as developed in symptoms of (a) Pain in mid epigastrium varying in in-

tensity from an uneasy feeling to sharp agonizing, boring pain, occurring

at regular intervals, which may be relieved by taking of alkali or some
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food such as milk, (b) Loss of weight and strength—gradual but pro-

gressive in proportion to other cardinal symptoms, (c) Nausea and
vomiting—usually associated with pain on taking of heavy foods. It

may occur immediately following meal or during active digestion, (d)

Eructation or so-called heartburn attacks, (e) Hematemesis, or blood in

vomitus, varies in amount and frequency. Its presences may be important

or significant.

2. Thorough physical examination demonstrating usually an area of

tenderness in mid epigastrium. The presence of a focus or foci of infec-

tion.

3. Fractional gastric analysis after Ewald test meal, specimens ob-

tained every fifteen minutes through a period of two hours.

4. Fluoroscopic and X-ray study before and after atropine medica-

tion.

DISCUSSION

Dr. W. O. Nisbet, Charlotte: Dr. Carr's paper has presented a com-
prehensive and clear-cut schedule of history taking. I feel sure that if

properly followed out it would be to anyone a great aid in getting jscp.

accurate and correct history and would therefore assist in the proper

diagnosis. I find often in these cases it depends to a large extent upon
the intelligence of the patient. It is often very wise to review the history

on two or three separate days, because many time we get a separate view

of the case on the second or third day taking from that we got on the

first.

In reference to the diagnosis of peptic ulcer as very clearly and fully

presented by Dr. Finch, in beginning this discussion I should like to

emphasize especially the importance of earlier diagnosis of peptic ulcer.

The time was, in the momory of the older men present here, when we diag-

nosd as ulcer only cases showing gastric hemorrhage or tarry stools.

That day, of course, is long past; and the advance has been brought about

by the assistance which we get in diagnosis through the X-ray and also

by the advances which have been made through operative work on ulcers,

which has led us to understand a great deal more about symptoms of

peptic ulcer.

It comes to us from the leading clinics of this country and other

countries that the diagnosis of ulcer is very late, according to the

statistics which these clinics give. The average at the Mayo Clinic runs

from eight to ten years. The same story comes from a great many other

clinics. In a hundred cases of gastric ulcer which I tabulated and reported

to the Tri-State Medical Association a year ago in Columbia, the average

duration of those symptoms was seven and a half years. Now, this is too

long for the average case of peptic ulcer to go undiagnosed. The question

arises, why is this? Can not we diagnose gastric ulcer and peptic ulcer

earlier, and are not we as medical men casting reproach upon ourselves

by not doing so.^ Early diagnosis presupposes early treatment, and earlj

treatment means many more cures than we can get otherwise. It is because

of this delay in diagnosis and treatment that so many of our clinics are

flooded with operative ulcer cases.



PRACTICE OF MEDICINE 43I

As to the loss of weight that Dr. Finch mentioned, I think this comes
from a psychic basis; it comes from the fear of the patient to eat on
account of pain or discomfort. The secondary anemia comes in those
cases of so-called leaking ulcer, or cases in which there is a small hem-
orrhage for a long period of time. The chief reliance for diagnosis of
peptic ulcer is careful history and careful radiographic and fluoroscopic
study of the case. These are our main reliance. There are a few other
things that are of marked assistance, but often the X-ray is not infallible
in the diagnosis of ulcer. It often fails to show ulcer on the posterioi^
wall and does not distinguish between the defects of an active ulcer and
the defects of an old ulcer scar or the defects caused by small duodenal
adhesions.

It is necessary to decide whether an ulcer is medical or suro-ical—
that IS, whether medical or surgical treatment should be given We often
find ulcers on the lesser curvature, the so-called penetrating type of
ulcer

;
the ulcer has almost eaten through. I have had six or eight of them

and have watched them carefully. One of them, when I first saw the
patient, I felt sure would have to have surgical interference. But I put
the patient to bed on a modified Sippy diet, once a week had an X-rav
examination, and he got along all right. A great many of these cases will
prove amenable to this medical treatment, and should not be operated
unless the medical treatment proves unsuccessful.

The finding of occult blood is of value if we can exclude varices in
the stomach or intestine or rectum. My feeling is that it does not apply
to over ten or fifteen per cent of the cases.

Dr. Finch has presented a good paper, and I feel sure if we follow
out the diagnostic points brought out we shall in the future diagnose
more of our peptic ulcers, and I hope as medical men we shall all try
harder to diagnose these cases and cure them in the early stages, before
It IS necessary to resort to surgery.

Dr. R L. Felts, Durham: I should also like to emphasize the im-
portance of earlier recognition. It seems to me all too many peptic ulcers
are diagnosed at the time of perforation, and apparently 'there has beenno diagnosis of ulcer prior to that. I have seen in the last year at leasttwo such cases One had been operated on six months before for chronic
appendicitis. I think we should diagnose ulcer early, so we shall nothave to call m the surgeon because perforation occurs.

Dr. Finch, closing the discussion: I want to thank Dr. Nisbet for
his splendid discussion. I hope to present to this society, if I live loneenough, about fifty cases, which were the basis of this paper, and also theend results I do not think we can afford to draw too eari; conclusions
I am heartily m accord with Dr. Felts as to the importance of early
diagnosis, and I think if we study diligently for peptic ulcer we can find
It. The important feature of the fluoroscopic examination is to have aman who is thoroughly familiar with it. Frequently it is necessary to take
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OBSCURE FEVER

By William B. Dewar, M.D., Raleigh.

Mr. Chairman, and fellow members of the North Carolina Medical

Society, this paper is being presented to the Section on Medicine, because

there is possibly no other condition in medicine that gives the internist,

clinician, or general practitioner more concern, study or worry than a

patient running an abnormal temperature, with no evident cause.

Fever has been defined by one authority as "a response in metabolism

to invasion of micro-organisms, and a toxic disturbance of the regulation

of temperature." It is something more than a mere elevation of tempera-

ture which is called pyrexia.

Obscure fever, in this paper, refers to a case of pyrexia without ade-

quate signs, and symptoms, and which after a careful and thorough diag-

nostic study, no definite diagnosis can be made.

This subject for convenience of classification may be divided into two
main groups

:

First. The obscure fever which for some time cannot be diagnosed, and
then later as symptoms, physical signs, or laboratory procedures become
positive, a definite diagnosis is made.

Second. The obscure fever which may run on for weeks or months
finally returning to normal, and with no positive diagnosis having ever

been made.

Under the first group of obscure fever may be named, subacute infec-

tious endocarditis, the typhoid infections, chronic malaria, septicemia,

tuberculosis, all of the focal infections, lymph oadenoma, neoplasms, (from

their toxic effects,) syphilis, and thyroid dysfunction. Into a study of

this group I shall not enter for they are familiar to all of us.

In the second group, where the patient runs a continued long fever,

with never any definite physical signs, or positive findings, when all

methods of precision have been exhausted, we have a difficult and trouble-

some class.

What physician knows that a patient with a continued low grade

fever which he is unable to diagnose, may not have some serious illnes,

in its incipiency, which early diagnosis and treatment may cure. On
the other hand, an overlooking of the disease may cause, not only suffer-

ing to the patient, but embarrassment, and loss of prestige to the physi-

cian.

It therefore behooves every physician having a patient with an

obscure fever to make a continued and repeated search for its cause,

calling into play every available aid possible.

As for my own cases, I have a positive plan to follow. A complete

diagnostic study is made of each case, including a careful history, com-

plete physical examination and all laboratory procedures indicated, such

as complete blood examination, thyroid rate, tuberculin test, X-ray and

twenty-four hours urine examination. If no positive diagnosis can be made
the patient is put to bed at absolute rest, and a record of temperature,

pulse and respiration is kept for a definite period of time, usually about
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two weeks, and again the complete examination is repeated, as if the

patient were calling on me for the first time. If a diagnosis cannot be

made by this time, the patient is advised to consult some other medical

man, of his preference, or recommended by me, and to return to me with

any positive findings that he may note. Honesty and frankness in these

cases have never lost for me a patient, but invariably increases the

patient's confidence.

I wish to present the following cases of obscure fever in which no

diagnosis has ever been made. None of these patients are very sick. I

might also state that all of them have been seen by three or more physi-

cians.

Case 1. Mrs. A. Patient was well until she had an appendectomy, with no

drainage, following an acute attack of appendicitis. For over one year since her

operation she has had a fever ranging from 98.6 to 101°, with no definiite regu-

larity. She feels perfectly well, and other than being able to tell when she has

fever, has no symptoms. Repea/jed studies of her by chest men, surgeons, nose

and throat men, and internists have fai'ed to find anything abnormal in phj'sical

examinations and laboratory procedures, including urine, blood, X-ray, and

thyroid examinations. Yet she continued to run a fever, when last seen by me.

Case 2. Miss M., age 27. Chief complaint "General Malaise." History other-

wise normal. First seen by me about seven months ago. A complete study of her,

including all examinations on patient mentioned above, failed to reveal any dis-

ease. A tuberculin test was negative. She had a temperature ranging from normal

to 99 4/.5, with no regularity whatsoever, and sometimes going for forty-eigiht

hours with a normal temperature, but again becoming abnormal. She feels worse,

wheni she has fever, and can tell when it is present, before taking her tempera-

ture. At my request she consulted another internist, and he was unable to find

anything definite. For the past seven months she has continued this fever and

her general malaise goes on.

Case 3. Mrs. B., age 35. Patient seen by me with a chief complaint of fatigue

and somnolence. I made a careful examination as in the previous cases and found

only a low grade fever ranging from 98.6 to 99 3/5. Physical examination and

laboratory findings including blood, urin^, X-ray, Thyroid, and tuberculin tests

were normal. She was advised by a nose and throat man to have her tonsils re-

moved as a source of the fever. This she did, with no re'ief. Again she was

studied with no positive findings. Dr. McCain saw her and found no cause for

her fever. She continues this irregular fever.

In all of these patients the fever continues, and nothing positive has

ever been found as an etiological factor. All of them continue along their

routine methods of life.

There are some authorities who believe in the so-called "nervous

fever," and there are others who think that an irregular fever may be

normal for some individuals. Is it possible that the cases above fall into

these groups ?

I am of the personal opinion that an irregular fever must have some
disease, or infection as its cause, even when careful study fails to find it.

How shall we handle these cases of obscure fever.'' After we have
studied their cases over and can find no cause, they must be reassured that
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there is no serious ailment. Observe them occasionally. Don't put them

in bed at rest^ as this is not indicated. Allow them to go about their

various walks of life as usual. Have them to throw their thermometers

away, and give them an opportunity to be well again.

DISCUSSION

Dr. N. O. Spikes, Durham: Dr. Dewar has discussed in a very fine

way, I think, one of the most bewildering problems in the practice of

medicine. Fortunately for both doctor and patient, these conditions form

a very small percentage of our practice. I must say I admire Dr. Dewar
for the very frank way in which he approaches his patients who have this

condition. I have always tried to do the same thing and in my brief

experience have found it profitable.

In conjunction with the cases which Dr. Dewar has presented, I have

one case which I should like to report. This was a married woman, white,

aged forty-four. The past history was entirely negative except that she

had been operated on several years before for acute appendix, which was

not drained. She convalesced quickly from that operation. In July, 1926,

she was taken suddenly with chills and fever and pain in the back. The
pain was later found to be not merely in the back, but she localized it in

the pelvis. She was treated at home for malaria, with no benefit. She con-

tinued to have chills and fever and grew worse steadily. She was then

admitted to the hospital, because no cause could be found, and after care-

ful study was operated on, a laparotomy being done. Nothing was found

in the pelvis. Every examination that could be thought of was done in

the hospital, except cystoscopic, which was not indicated. She carried a

leucocytosis. She was also given injections of neo-arsphenamin, with

the hope that it would give some benefit, but it did not. She was sent home,

hoping she would improve there, but did not and was returned to the

hospital and further study made. Nothing was found by blood study or

blood culture except continued leucocytosis. An agglutination test was

made for Malta fever and was positive. The blood was later sent to

Washington and was reported negative. Occasionally the patient becomes

much better, the temperature returns to normal, and she seems to be

well; then she relapses. At the present time she seems to be much im-

proved, the exacerbations of fever not being as great as formerly. The

case is still undiagnosed.

I think the point Dr. Dewar brought out of assuring the patient he

can get well means a good deal, and I think it might be a good idea to

treat any such patient as that for latent syphilis. There are some cases

reported in the literature of persons with a negative Wasserman respond-

ing to specific treatment. Of course, this may be unscientific, but it is

worth trying. I think in any long continued fever we ought to keep the

big three in medicine constantly in mind, namely, syphilis, tuberculosis,

and neoplasm.

Dr. W. R. Stanford, Durham: I want to compliment Dr. Dewar on

his paper ; I think it is very interesting. I think his method of having peo-

ple return for repeated examination is certainly the best thing to do.
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I shall mention very briefly a patient I saw recently^ who came into

the hospital with a temperature of about 103 degrees and ran temperature

up and down without any localizing symptoms at all. I had a consultant

see him who made a diagnosis of blood infection, although he had a nega-

tive culture. I noticed that he had a little pleurisy. He suddenly developed

pain over his liver, his temperature going up all the time. He was aspir-

ated, and we found a big liver abscess. Of course, that is not comparable

to Dr. Dewar's cases, but it is an interesting thing that the fever could

go on without localizing symptoms.

THE CONQUEST OF FEAR: A MEDICAL PROBLEM
By Wm. Redin Kirk, M.D., Hendersonville, N. C.

For a correct understanding of the effect of fear upon the individual

we must go first to the lowest forms of life and study their response to

stimuli. This is chemical in nature and as we progress in the continuity

of species from the protozoa through the metazoa to the highest verte-

brates we find these chemical substances or harmones concentrating in

the ductless glands and connecting these various glands we find nature

evolving a nervous system becoming more complex the higher we go in the

scale of development. "The close interaction, says Langdon Brown, of

the endocrine glands with the sympathetic nervous system on the one

hand and with the reproductive organs on the other, is a fact of para-

mount importance in the understanding of the emotional response of the

sympathetic nervous system and of the influence of emotion on structure."

It would be most interesting at this point did time permit to go deeply

into a study of the mechanism of self-defense which we have inherited

from our lowly ancestors and which has so admirably served its purpose

for primitive man in his fight for preservation and the perpetuation of

the species.

"When we consider the results of the sympathetic stimulation, to

quote Brown again, we see that they all serve to activate the body for

a struggle and to increase its power of defence. The pupil dilates to

increase perception of light ; the heai't beats more quickly and more forci-

bly to supply the muscles with blood : the blood vessels in the visceral

area constrict, raising the blood pressure and driving the blood from the

digestive area, whose funstions are simultaneously inhibited into the skele-

tal and cardiac muscles, the lung and the brain, the sweat glands are

stimulated to cool the body heated by its excessive muscular effort. 'f

Crile says, "The mechanisms for self defense which we now possess were
developed in the course of vast periods of time, through innumerable

intermediate stages, from those possessed by the lowest forms of life.

One could suppose, therefore, that we must now be in possession of

mechanisms which still discharge energy on adequate stimulation but

which are not suited to our present needs." He illustrates this by a modern
instance of a business man "sitting at his desk in command of the compli-

cated machinery of civilization, when he fears a business catastrophe, his

fear is manifested in terms of his ancestral physical battle in the struggle

for existence. He cannot fear intellectually: he cannot fear dispassion-
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ately, he fears with all his organs, and the same organs are stimulated

and inhibited as if it were a physical battle with teeth and claws.

The individual under the stimulation of fear may be likened to an
automobile with the clutch thrown out, but whose engine is racing at full

speed. The petrol is being consumed, the machinery is being worn, but

the machine as a whole does not move, though the power of its engine

may cause it to tremble." The individual then under the stress of worry,

anxiety or fear is rapidly using up his reserve of stored energy and if

these emotions are unduly prolonged, he is laying the foundation for actual

disease. Through stimulation of the thyroid, Graves disease, through the

pituitary, diabetes insipidus and through the liver and pancreas by mo-
bilization of excessive blood-sugar hyperglycemia and later on diabetes

mellitus.

Who is not familiar with the many disorders of digestion induced by
fear, arrest of secretion of the gastric juice, spasm of the stomach and
colon, intestinal stasis with retention of toxic material which in turn pro-

vokes its long line of cardiac and vascular symptoms with structural

changes.

Besides actual pathological disease caused by fear, there is a long

list of functional disorders which have their inception in this most de-

structive of all emotions: phobias, psychosis, neuroasthenias, neurosis, etc.

Some say we are born without fear, that fear is learned; other say

that there are two original intuitive fears with us from birth and that all

we subsequently have, we acquire. Watson has shown that if you hold a

new born infant in your hands and suddenly pull your hands away letting

it fall back upon the pillow, it will cry with fright or make any loud or

unaccustomed noise the baby will show signs of fright. He tried in many
others ways to frighten babies from one day to several months of age but

was unable to elicit fright except by the two named causes.

Fear, if he is right, except for these intuitive examples seems to have

come with the power of reason.

Man, the most imaginative and alert of all animals, must have begun

to fear with the dawn of memory for born into a world where man, beast

and nature were hostile to him, he early began to associate in his mind
those things which were harmful and reflect that, what could hurt him
once, could and probably would do so again. His was a lone fight and has

remained so today to a great extent notwithstanding the fact that other

causes making for association and mutual help has brought about some
degree of dependence of the human race upon each other. Fears are

learned and what has been learned can be unlearned. Were this not so,

there would be little hope that we could ever conquer fear.

Almost from the moment of birth it seems we are taught to fear.

Our parents to compel obedience, frighten us into submission: "The
bears will get you if you do not go to sleep"

—
"If you do not behave, I

will call the policeman and he will lock you up"
—

"If you say those bad
words again, the doctor will come and cut your tongue out"—Good illus-

trations of how parents train children to lives of fear. Later on in life

our own faulty thinking lays the foundation for the numerous phobias.

Oh, the phantasies we build to escape reality, living in an unreal world.
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"We are not what we think we are,

Even to ourselves we're what we seem,
A look, a touch, a sudden jar

Waking a dreamer from a dream
May make complete the thing or mar
The thing we thought to be supreme."

A form of rationalization the phychologist call it. A form of reasoning
to justify our behavior when we are afraid to meet the situation squarely.
How much better could we say with Henley: "I am the master of my
fate ; I am the captain of my soul."

The Conquest of Fear is a medical problem, belonging to the domain
of psychiatry but because fear is so universal, so»all prevading, entering
as it does into every phase of the practice of medicine, it becomes fthe

problem of us all no matter what branch or specialty one may practice.

And who better than the doctor can cope with this monstrous thing?
casting its menacing shadow like a pall over mankind; blighting happi-
ness, destroying careers, ruining lives which otherwise would be bright,
useful and gay, as God intended, living joyously as Browning so well
expresses it:

"Oh, our manhood's prim vigor: no spirit feels waste.
Not a muscle is stopped in its playing nor sinew unbraced.
Oh, the wild joy of living, the leaping from rock up to rock,
The strong rending of boughs from the fir tree, the cool silver shock
Of a plunge in a pool's living water.

How good is man's life, the mere living; how fit to employ
All the heart and the soul and the senses in joy."

I do not mean in saying this is a medical problem, that the doctor is

to take the place of the priest but I do believe that the scientific mind at
times comes nearer reading God's message than the cleric. The churches
and by that I mean the religious sects, are too arrogant to control fear.

The scientific mind of today comes powerfully near translating matter
in terms of the spiritual, Bergson in his "Creative Evolution" almost
does it.

Although the doctor may not usurp the prerogative of the priest or
teacher, there are times when he as physician and friend can do more than
anyone else to "Minister to a mind diseased" and by wise counsel and
kind words help like sleep to "Knit up the raveled sleeve of care"—be
"Nature's sweet nurse" indeed to some sad and troubled soul.

The most common fear of all is the fear of failure, the foundation of
the inferiority complex; it has its inception in demand upon the individ-
ual which are beyond his mental and physical capabilities. To combat
such a fear, one has only to remember that no one fails absolutely in
every thing, there are degrees in failure as there are in success and if we
do our best at tasks not beyond our ability there should be no fear; and
once success crowns our efforts, confidence is gained, which helps the next
time. Psychology teaches us, we can all do more than we think we can.
Fear is not overcome by reciting some magic rubric or by the exercise
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of our SO called and popularly understood will pozver, but by a system
of re-education—unlearning the false and learning the true. It is often

a slow and tedious process of acquiring a good habit instead of a bad
one^ until the response will follow the well beaten path.

The phychiatrist treats fear by searching for the cause no matter how
hidden or remote and bringing it up from its dwelling place in the sub-

conscious to the plane of consciousness where reason may destroy it. Then
he attempts to assist the patient in building up morale, but habit is a

powerful thing and the mind subservient to training has a curious way of

slipping back into the old ruts, so that if we are to conquer fear we must
be on the job to acquire good habits of thought, to replace the bad and
everlastingly exercising them to gain the necessary strength to win. Many
may be able to side trabk fear for a time but to really conquer fear, man
must build for himself a philosophy of life—adequate to live by and sub-

stantial enough to sustain him when the final summons comes.

We will not all build alike, but each after his own heart and according

to his needs. Let us not be deterred by the fear of knowledge—because

it may be strange or opposed to our prejudices. For there is a fear of

knowledge, it is the reluctance to accept new truths which may upset old

established beliefs. The human race is too complacent, it will cling to the

familiar rather than be disturbed in its accepted way of thinking.

Was not Prometheus bound to a rock and his entrails torn out by
vultures because he dared to steal knowledge from the gods for the benefit

of man?

Did not the common unthinking herd superstitious and fearing, poison

Socrates and crucify Christ.^

Let us be broad enough to distinguish between truth and error, and
not tear down until we can replace with something better. "Know ye the

truth and the truth shall make ye free." says St. John; and by the way
there is no better treatise on fear than the Bible. Recall how often the

Scriptures say, "Fear not," "Be not afraid."

How beautifully has Oliver Wendell Holmes caught the spirit of

the Word in the "Chambered Nautilus":

"Build thee more stately mansions oh, my soul.

As the swift seasons roll.

Leave thy low vaulted past.

Let each new temple nobler than the last.

Shut thee from heaven with a dome more vast,

'Till thou at length art free,

Leaving thine outgrown shell by life's unresting sea."

Man, to be fearless, happy and enjoy life to the fullest, should

satisfy himself of his place in the universe, know his relationship to the

Creator and realize the purpose for which he was created. Not many of

us perhaps can do it. Philosophers from Plato to Will Durant have tried

with varying degrees of success, but few of us fail to see or feel a mar-
velous and irresistible life principle, working through all living matter;

although life itself may be incomprehensible. This life principle is within
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US, through unknown millions of ages it has developed the conquest prin-

ciple. It has never met defeat. Turned aside by some obstacle, as a stream

is by an impervious rock it glides around or streams over. What is it that

tells our tissue to compound from the elements at hand an anti-toxin to

neutralize and destroy the toxin from some germ the body has never met
with before? It never shirks the challange and furthermore it never fails

to find a way. Useless organs it will do away with; new ones if needed it

will build. It will meet my needs whatever they be. To be in harmony with

such a force, is to be strong indeed, with power enough to conquer fear.
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Chairman: Dr. T. C. Bost, Charlotte
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Ladies Card Room, The Carolina

Chairman Bost: The meeting will please come to order.

Gentlemen, I would like to say that I am very sorry we have a limited

time here. As you can see, we only have one afternoon to get off our<

surgical program, and with this number of papers, (I believe we have

nine papers) I will ask the men to make these papers as brief as they can.

When it comes to the discussion, I will ask you all to please leave off the

customary introduction in saying just how much you have enjoyed the

paper and how much you are interested in that subject. We take it that

that is all true, that you are interested and enjoyed the paper, but just

plunge right into your discussion and say what you have got to say and

make it snappy and let somebody else have a word. Let's conserve all

the time we can.

Dr. H. a. Codington, Wilmington: Mr. Chairman, I would like to

bring before you this afternoon a visitor, Dr. C. W. Roberts, of

Atlanta, Georgia, Associate Professor of Surgery, Emory University,

who is a fraternal delegate to our Society from the Georgia Society, and

I would like to move he be granted the privilege of the floor. The motion

was carried.

Chairman Bost: We are glad to have you. Doctor, and hope you

will join in our discussion.

Another word I wanted to say was that I am sorry we can't accommo-

date any more men on this program and that we were unable to make
room for all those men who applied. You can see the reason why. We only

have one afternoon. It was a question of first come, first served, so that

will explain why some of you men perhaps didn't get on the program.

It is a question of not having room for you.

I will ask Dr. Gaul to take the chair during my paper.

Dr. J. S. Gaul, of Charlotte, took the chair.

Chairman Gaul: The first paper this afternoon will be the Chair-

man's address, by Dr. T. C. Bost, on "Enterostomy—Its Surgical Impor-

tance."

ENTEROSTOMY—ITS SURGICAL IMPORTANCE
By T. C. BosT, M.D., F.A.C.S., Charlotte, N. C.

Enterostomy is a simple life-saving procedure which has greatly re-

duced the mortality in cases of intestinal obstruction and general peri-

tonitis from whatever causes. Peritonitis and obstruction are both factors

in many instances and are inseparable. As pointed out by McKinnon, a

ruptured appendix produces peritonitis, peritonitis produces obstruction

and obstruction in turn produces the fatality.
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Distention is the symptom that demands immediate attention in

obstruction whether the cause is mechanical or inflammatory. Kocher and
others have shown that gaseous distention of the bowel alone can produce

gangrene and actual perforation. Muscle tissue of the intestinal coats

stretched beyond a certain point loses its contractile power and automati-

cally peristaltic waves cease. Furthermore it has been shown by Gatch
and others that when the gas pressure in the intestine equals an animal's

blood pressure a complete circulatory stasis results in the bowel wall.

The stomach and colon may be emptied mechanically, but there is

only one efficient way of emptying the small intestine and that is by peri-

staltic waves. When the peristaltic waves are lost, the abdomen becomes
silent and as the late Dr. John Wesley Long so well said, "when the bells

have ceased to ring," we have no way of relieving the distended paralyzed

intestine. The cue is to take advantage of the peristaltic waves by resort-

ing to enterostomy sufficiently early to empty the intestine and prevent

its paralysis.

Enterostomy is designed to drain the bowel of its toxic material to

relieve gaseous distention and for the introduction of solutions into the

bowel.

It is my purpose to urge the more frequent use of the primary enter-

ostomy to prevent further obstructive symptoms, incident to obstruction

and peritonitis and also earlier enterostomies in the event enterostomy
was not done as a part of the primary operation, since its use is attended
with but little danger and produces wonderful results.

An enterostomy is indicated in severe cases of ruptured appendix with
peritonitis, in intestinal obstruction, post operative ileus, traumatic peri-

tonitis due to ruptured viscus or perforated bowel, pneumococcic and
streptococcic peritonitis, and in certain cases of anastomosis or resection

of the bowel. To paraphrase the old adage about drainage ; when in doubt
do an enterostomy. The only contraindication is tuberculous peritonitis.

For several years I have been doing enterostomies not only on all

cases with marked distention, but also on those with a moderate amount
of distention with obstructive symptoms, whether of inflammatory or me-
chanical origin. Naturally this has mostly been in dealing with ruptured
appendices with peritonitis. No fatalities have occurred in appendix
cases notwithstanding some of these appeared almost hopeless and
moribund.

One of the great arguments in favor of enterostomy in ruptured
appendix with peritonitis is the well known fact that nearly all fecal

fistula cases recover. This is unquestionably due to the fact that nature
in such cases forms a safety valve which decompresses or drains the in-

testine of its gaseous distention and toxic material. Enterostomy does
this in anticipation of nature's needs. Incidentally the same or better

results are accomplished in a surgical way, cleaner and much more safely

and, healing is effected much sooner.

One of the outstanding causes of mortality in obstruction and peri-

tonitis is operating under ether anaesthesia. Whether it is a simple enter-

ostomy or an operation to relieve the obstruction, together with an enter-

ostomy. Ether narcosis practically inhibits peristalsis for 24 or 36
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hours. Thus insult is added to injury^ the narcosis making the already

partially paralyzed bowel complete^ that is arresting all peristaltic action^

and then we wonder why the intestine will not drain through the enter-

ostomy tube.

A local anaesthetic is imperatively needed for obvious reasons in

doing an enterostomy. Also should be employed at primary operation

whenever possible.

The comparatively recent experimental work of Orr and Haden might

tend to cast some doubt on the value of enterostomy. They did a series

of high jejunostomies on dogs. Their work was done in the first 10 or

12 inches of the jejunum and in part consisted of obstructing the jejunum

and then doing a jejunostomy above the obstruction. They concluded that

jejunostomy following obstruction had no beneficial effect on the dura-

tion of life. Also they concluded that animals with simple jejunostomy

died more quickly than those with obstruction of the jejunum.

It is reasonable to assume that a high jejunostomy would be some-

what analogous to the well known duodenal fistula which causes such a

rapid depletion and dehydration. Furthermore Walters has shown that a

pancreatic duct fistula alone is incompatible with life. It is also probable

that other secretions in the duodenum are necessary to support life. Also

in high obstruction there is always a profound metabolic disturbance caus-

ing a constant rise in the non-proten nitrogen and urea nitrogen, and a fall

in chlorides, and a rise in the carbon dioxide combining power of the blood

plasma ; also a gastric tetany and starvation.

In view of these experiments together with our established knowledge

of the upper intestinal tract our one point to bear in mind in doing an

enterostomy is to avoid the upper jejunum, and do our enterostomies a

reasonable distance from the upper jejunum to obviate this possible

danger.

If enterostomy serves no other purpose than to prevent post operative

ileus, and gaseous distention, it is a valuable adjunct. For a flat abdomen

is a safe abdomen, and a distended abdomen is unsafe.

TECHNIQUE

A suitable loop is selected and its contents gently express. The

assistant either holds both ends firmly with the fingers or applies lightly

a rubber clamp or clamps. Then a purse-string suture is placed opposite

the mesenteric border. Traction is applied to this suture as is done in

inverting an appendix stump. The intestine is then incised and the No. 10

or No. 12 rubber catheter with fenestrations is inserted for a distance of

from 2 to 3 inches. The purse-string suture is tied and the tube sutured

with the same stitch. The catheter is then depressed along the intestine

and several Lembert sutures are inserted which unite the serosa over

the tube from 1 to 2 inches. If the omentum presents readily, the free end

of the catheter is passed through an opening in it. The catheter may be

withdrawn through the original incision or through a stab wound.

The catheter may be allowed to drain out on the flank. This pro-

cedure will decrease the distention of the abdomen and facilitate the

closure. If the drainage is not free, simple irrigation will probably start

it.
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I recall very vividly the first case that I ever had. I was the mjost

miserable fellow you ever saw^ and two or three days after an operation

for appendicular abscess, the whole fecal stream came through this open-

ing. I felt very much depressed. I felt like the fellow would never get

well, and I really didn't know what to do for him. The truth of the matter

is that I treated him conservatively. I didn't do anything to him. I just

let him alone and let him get well.

Not long since, a young fellow said to me, "In a case of that kind, I

would open him up and sew that up." Don't start sewing up the fistulas

before you have tried nature, because if you do, you will certainly get

into trouble.

I think something about the technic of this operation might be spoken

of. The Doctor didn't say anything about it. You know our friend, the

late J. W. Long, did more for medicine in North Carolina, in my opinion,

than any one single man. I had a great deal of respect for him. He had

his peculiarities like the rest of us, but I had a great deal of respect for

his opinion. It was always good. His way of doing an enterostomy appeals

to me very much, and it is the one I usually use. It is not absolutely nec-

essary to come out the opening of the original incision, that is, through

the opening in which you did the operation. You can come out on the side.

I always try to go through the omentum first and then come up through

the wound and let the omentum lie between the parietal peritoneum and

the intestine. You will have adhesions, there is no question about that,

but if the omentum adheres, it can't do any harm. If the intestine adherer

to the parietal peritoneum, then you may have obstruction later. So 1

think it is always best to pull up a little of this omentum and go througl:

it and then come up through the abdominal wall.

An enterostomy is so easy to do ; and why it isn't done oftener, I can't

understand. It appears to me from what I have heard, people are a little

afraid of this operation; at least they stay away from it. They don't do

it as often as it should be done. I certainly wouldn't advocate its being

done as often as Dr. J. W. Long did it. I think he had a series of about

one hundred cases, if I remember right, that he reported not long since.

All in the world you have got to do is to pull up a loop of the lower ileum,

place in it a circular cat-gut stitch, perforate the gut with the cautery;

push a catheter into the bowel, draw the purse string tight, place an extra

stitch which anchors the catheter to the intestine. In one case I neglected

placing this anchor stitch and the catheter slipped out. There wasn't any

more discharge of iecal matter and the patient went on to complete

recovery and had no further trouble.

I am certainly an advocate of enterostomy in selected cases. I believe

it is one of the greatest life-savers we have.

Dr. J. W. Tankersley, Greensboro: I don't want to be contrary to

everybody else, but I must confess that I am not in favor of enterostomies

as a rule. As Dr. Crowell says, I think they are good in selective cases,

but the cases are few and far between. I happened to have worked with

Dr. Long. I am familiar with his enterostomies and I am familiar with

the large number that he had in the hospital and I can faithfully say,

truthfully say, his results and my results and the death rate are approxi-

mately the same. I seldom use enterostomy. If you are going to do an
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enterostomy:, it is well to do it at the time of operation and not later.

Preferably open up through a stab wound, outside of your operation, and
let your omentum seal that off.

Both doctors have made the remark that cases of fecal fistula always

get well. That is true. You open up the lower ileum, and yet the fecal

fistulas nine time out of ten, or worse than that, ninety-nine times out of

a hundred, are always in the cecum. So why open up the ileum? I can't

understand why you should recommend opening up the ileum when the

fecal fistulas of coecum always get well. As he says, save your patients.

These don't need to be closed up; they will all close themselves. The only

ones I have ever found that didn't close themselves were in the ileum.

I think the judicious use of the stomach tube, the proper washing out

of the lower bowel, the stimulation of the intestine with pituitrin, or

whatever you wish to use, will do almost as much good as the enterostomy.

I do think it has its place, and its place is at the time of the original

operation where you have distension, streptococcic infection, widespread
edema, widespread peritonitis and an edematous condition of the bowel.

Those cases should be opened up and drained at the time you go into

them. I seldom use it except in that type of case.

Dr. Bost, Charlotte, closing discussion: I wish to thank the gentlemen
for their discussion and am very glad Dr. Tankersley brought out the

objections. He is not by himself in this as there has been a recent article

or two not very much in favor of enterostomy. Generally speaking I think

the non-advocates of enterostomy are those who have done late cases

when patient was already in a hopeless condition. Procrastination is

fatal. Do your enterostomy at primary operation or at any rate before

peristaltic waves are lost. Don't wait for fecal vomiting, which as Hand-
ley has well said should not be looked on as a symptom of obstruction

but as a sign of impending death. Even in this condition I agree with
Bonney who holds that no patient should ever be allowed to die with fecal

vomiting since such a simple procedure as enterostomy taps its source
and establishes free drainage.

In my ruptured appendiceal cases I do an enterostomy in cecum at

time of operation which is analogous to a fecal fistula which type of cases

nearly always get well. I think it is unwise to get out of the contaminated
field hunting for a distended loop of ileum to do an enterostomy on. If

patient does not show improvement or is not doing satisfactory in first

24 to 48 hours, then I do not hesitate to do another enterostomy in ileum
or lower jejunum in a clean field under local anaesthesia.

THE LOGICAL INCISION FOR AN APPENDECTOMY
By Dr. R. B. Davis, Greensboro.

The history for incisions for appendectomy is obviously as old as

appendicial surgery. The location has ranged from the mid-line to the

right lumbar region. The logical incision should have the following points

of advantage.

1. It should cut as few blood vessels and nerves as possible.

2. It should not cut across, but split muscle fibres.
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3. It should come down as near to the base of the appendix as

possible, because this is the most fixed portion of the appendix.

4. It should be located so as not to spread infection.

5. It should leave an abdominal wall as strong as possible.

I believe that an incision located one inch internal to the anterior

superior spine of the crest of the iliul possesses all of these points of

advantage. This incision has been advocated and used by Whitlocke,

Wood and Lee. We are indebted to Lee, of Philadelphia, for reviving

this incision and also for the motion picture reel that we will show later.

The skin incision is made parallel with the fibres of the aponeuroses

of the external oblique muscles, with its center on a line leading from

the anterior superior spine to the umbilicus. This cuts only one small

cutaneous branch of the deep circumflex iliac artery and some very small

cutaneous branches of the ileohypogastric nerve. (Plate No. 1.)

The external oblique now comes into view and is split in the direction

of its fibres. This exposes the belly of the internal oblique, whose fibres

run transversely. This muscle along with the transversalis which is

immediately beneath it, is split by blunt dissection in the direction of the

fibres. This exposes the peritoneum at or near the junction of the parietal

and visceral layers. This is incised in the direction of the skin wound.

By slightly retracting the edges of the wound, the anterior wall of

the colon is usually brought into view. (Plate No. 2.) The longitudinal

band can be seen and by following this, one will always locate the base

of the appendix, regardless of where the tip of it may be. (Plate No. 3.)

By clamping the base of the appendix with a Kelly forcep, traction can

be made with perfect safety. The meso, therefore, can be tied with ease

and the appendix stripped. The small intestine is not seen at all, except

possibly the terminal ileum.

In case of an abscess, which is always at or near the distal end, we
know that the appendix must lead to it and by starting at the base, there

is no difficulty in locating the abscess. Besides, and this is exceedingly

important, the abscess is entered from the outer side, draining the pus

away from the coils of the small intestines. Peritonitis kills by attacking

the small intestines, producing a toxic ileus. With this method of ap-

proach, the pus is drained away from the coils of the small intestine,

preventing such a catastrophe. (Plates Nos. 4, 5 and 6.)

If one will recall the way in which the brim of the pelvis expands

outwards from the ileo-pectoneal line, it will be easy to see that the

drainage tube does its best work. This incision, then, is geographically

situated at the proper place for the drainage of an abscess. The line of

drainage is also external to all the coils of the small intestines and along

a tract formerly occupied by the appendix. Such an incision also lends

itself readily to enlargement and the lower end does not cut through the

linea semilunaris as is the case when the McBurney incision is extended.

Last, but not least, this incision leaves a strong abdominal wall,

because the greatest strain produced upon the abdominal wall is along

the mid-line and the farther we get away from the mid-line, the less like-

lihood there is of a post-operative hernia. Personally, I have not seen

or heard of a post-operative hernia in this region, but I have seen two
fecal fistulae which closed spontaneously within one month.
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SOME REMARKS CONCERNING APPENDICITIS

By Albert D. Parrott, M.D., F.A.C.S., Kinston.

Chief Surgeon Parrott Memorial Hospital, Kinston, N. C.

No, the last word concerning appendicitis has not yet been said^ and

I do not intend to say it today. I just wish to make a few practical

remarks about this frequent and deadly malady, just some things that I

have experienced in a few years of daily contact—even though it be in

part a repetition of some well known principles—to be oft reminded

does no harm. I think we all agree that early operation is the keynote

and sheet anchor of successful treatment. If moments were ever "golden"

it is certainly the first few minutes, or hour or two after the onset of an

acute attack of appendicitis, and the time that elapses from onset to

operation should be measured in terms of minutes instead of hours. Hours
should not elapse before surgical removal, and in event they do, only one

or two should be all. I am positive that anything else short of the removal

of the appendix in these acute conditions is really no good, amounts to

nothing, and should not be dignified with the name of treatment. This

applies with equal force to the so-called chronic and recurrent type, but

usually you can time operation to suit yourself with this latter condition.

When we do not see the patient early, we operate just as soon as we do

see the patient, be it three or four days after onset, and if patient is

almost moribund even then there may be some slight chance, but nothing

can be gained by waiting. I have waited and the results were usually dis-

astrous. Of course I realize that there are rare exceptions to this form
of treatment but they are exceedingly scarce. I am also an advocate of

removing the appendix where possible. I never leave it in when it is phy-
sically possible to remove it or there is otherwise a rare contraindication.

In "walled off' abscesses, particularly where abscess is adherent to ante-

rior parietal peritoneal wall. I would not break down adhesions and try

to remove, and there are possibly several more conditions where its

removal would not be wise, but I am sure the contraindications are prac-

tically nil. There was a time several years ago when a patient came to

the hospital with a two or three day old attack we put him on "cold

storage" and waited for the interval. We said this caSe is too late for

early operation and too early for late operation, I am glad to say that

this awful practice is relegated to the past, but I understand it is still in

vogue in a few places, however I hope not in North Carolina. This kind
of management I think must have originated in a misinterpretation or

a misapplication of the Fowler Ochsner treatment, and I am sure more
lives were lost on account of this misunderstanding than the method de-

vised by these distinguished surgeons ever saved. In conversation with
Dr. Ochsner several years ago in Chicago he commented on this and
said he was very sorry the treatment had been so universally misapplied.

So the proper time to operate for appendicitis is any time, but the earlier

the better.

Often the question is asked, how are you always going to be sure
about your diagnosis very early .^ With the modern diagnosic methods we
will not go astray often, but I would rather operate on suspicion on one
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of my children and remove a healthy appendix than to wait and try to

make an accurate diagnosis, and open the abdomen later and find gan-

grene, perforation, and later maybe death. In removing the healthy

appendix you have just practiced a little prophylaxis and not taken dan-

gerous chances. The post operative treatment is simplicity itself. We give

nothing except as indicated, i.e. morphin for pain only, fluid by rectum

only until patient can retain by mouth. I am not so strong for enteros-

tomy, but no doubt in especially selected cases this procedure is necessary.

I have seen cases recover after this was done, and I have seen them
recover when this was clearly indicated but was considered and post-

poned. I have also seen patients die after this was done. I am about 50-50

on this procedure. I always drain if there is any foul odor, even the

slightest putrid smell, and of course in any stage where there is further

development of disease and destruction of appendicular tissues, such as

sloughing, gangrene and perforation. I usually prefer the time honored

cigarette drain and place it at the most advantageous location possible

for the furtherance of getting the infected fluids out of the peritoneal

cavity. If the appendix is perforated and is low in the pelvis over the

pectineal I insert a drain low in the most dependent part of the pelvis, if

high in the right iliac fossa, it is there that I place it, and never allow

drain to rest on or make any more pressure than possible against the

intestines. I remove this drain completely in three to five days, elevating

it a little every -day, and replace it with a gauze wick which I place

shallower each day until finally removed, thus allowing the sinus to fill

up from the bottom. I realize that a drain of this sort rapidly becomes a

plug, but I do not leave it long enough for this to occur. I was always a

little afraid of rigid rubber tubes, split rubber drains or the glass tube.

In these drainage cases with either a local or general peritonitis I think

the Fowler-Ochsner treatment or its modification to suit individual cases

is indicated, for instance plenty of morphia to reduce respiration 8-10

per minute, producing mental and physical tranquility, keeping intestines

quiet, and allowing nourishment to be taken and retained either by mouth
or rectum as the case may be, 45 per cent elevation of head of bed to

assist gravity in better drainage.

* DISCUSSION

Chairman Bost: Gentlemen, we have these two papers to be dis-

cussed.

Dr. D. a. Garrison, Gastonia: Mr. President, I will just say this by
way of parenthesis, there has been more talk about appendectomy than

anything in surgery, I believe, as to how to do it and when to do it and
all that. I don't know whether they have arrived at any real decision as

to time of operation in every case. Every case is a law unto itself when it

comes to operation on the appendix. I believe in early operation. I believe

that is better for us and better for the patient. So far as his not breaking

down any adhesions and trying to remove the walled off abscess, I can't

agree. I say rather than leave a diseased appendix, go after it and get it

out, because it is the offending member and you should get rid of it. If

you can get it without breaking down the wall, that is so much the better,

but very few times you can.
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As to the drainage lie spoke of, I believe in drainage, but the old idea
of a hard rubber tube or a glass tube is nil. We had more hemorrhages
and more perforations from that than all the other things combined, and
we use the cigarette drain.

I don't agree with him on the gauze, because I don't want to plug up
anything there. I want to get that drainage perfect. There has been estab-
lished a sinus that will drain anyway, and I think the best thing is to
remove the tube on the fourth day. It will take care of itself.

As to enterostomy, I am going to be careful, but I am going to tell
you I don't believe in it, gentlemen. / am not using them. If you are
going to use them. I want to agree with Dr. Tankersley, use them when
you do the operations.

Chairman Bost: The discussion of these two papers is now open.
Dr. Chas. I. Allen, Wadesboro: Mr. Chairman, there was one state-

ment made by Dr. Davis that I entirely disagree with, if I remember
correctly, and that was not to ligate the appendix but to invert it. I
realize the theoretical possibility of developing an abscess in a closed
space when you ligate the appendix and invert it, but if you ever had a
postoperative hemorrhage from the appendix into the bowel, you would
never invert another one without ligating it. That is a real possibility.

I have a doctor friend here today whose appendix was inverted with-
out ligating and who came very near dying from hemorrhage into the
bowel. I have had two of those cases and I think it is an exceedingly
important thing to ligate the appendix before you invert it, that is, if you
do invert it, and it should be done in all cases.

Dr. Foy Roberson, Durham: Mr. Chairman, I want to put on record
a case of traumatic appendicitis, a case I operated just a few days ago.
We hear occasionally of cases of traumatic appendicitis, but of course
very rarely. I believe this was a real case.

This young boy of eight years came in with a history of having fallen
ten days before he came. I think he was trying to pole vault and as he
fell from the pole, as the pole came down, his right side struck the corner
of the porch. He didn't think so much about it at the time and didn't pay
very much attention to it until about two days before he came into the
hospital. At that time he gave a very typical history of an acute attack of
appendicitis, a history of generalized abdominal pain and nausea. He had
a temperature of 101 and 17,000 leukocytes and a very definite mass in
the right side in the region of the appendix. His father asked if I thought
the injury had anything to do with it. I told him I did not.

When I operated on him, I found this mass was mostly omentum;
(his abdominal wall was edematous, and I thought of course he had an
appendix abscess that was further along than two days). It was the size
of a good sized roll, very much swollen and as large as my wrist almost.
I delivered the omentum and resected it, and when I got down to the
cecum, I found that the cecum was indurated just like the omentum; all
around the base of the appendix it was indurated just as from a bruise,
and the appendix from the base on out was absolutely all right, which,
of course, I expected to find gangrenous or ruptured if it came from the
appendix from within out.
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As I say, the further I got in, the less pathology I found. The ap-

pendix was not ruptured but was indurated all the way around the base

and swollen and the lumen was cut off on account of the induration. There

was some free fluid about this mass, but there was no pus. I believe that

was a very definite traumatic appendicitis.

Chairman Bost: We have a man with us who has recently written a

book on appendicitis and I think we would be interested in hearing what

he has to say. Not only that, but he has recently had an appendectomy,

so perhaps he can speak with feeling on that, and if he had to do it over

again might prefer some other incision.

Dr. Hubert A. Royster, Raleigh: I am in the position of your

enemy who hath written a book and who is compelled to defend it on all

occasions. 1 have accomplished more than that; I have proved that I

practice what I preach, obeying the injunction that if thy appendix

offend thee, pluck it out.

I want to take this occasion to say that I have on myself a McBurney
incision, located pretty far over, which was done by Dr. J. M. T. Finney.

My young son who was near when 1 came out of the ether (I don't re-

member this, but he tells it) said that I put up two fingers and asked,

"Right rectus on McBurney?" He said, "McBurney," and I replied,

"Thanks," and went to sleep.

There is a sermon in that. If it were in order, I would produce myself

as exhibit A by disrobing, but you all know the appearance, so it won't

be necessary to show you.

I think it is very well now and then^ referring to Dr. Davis's paper,

to go over some of our simple procedures with the idea of reviewing them,

adding to them, or improving them if possible, because there is nothing

new anyway except what has been forgotten. A review of what may be

called a simple thing, as incisions in appendicitis, is very timely. Cer-

tainly the last word has not been said about appendicitis. I know that

after writing 375,000 words myself. My next venture, if I sell enough

copies to get a second edition, will be to add an "appendix" to my book.

Dr. Davis' title is well chosen, "The Logical Incision in Appendec-

tomy." Logical may apply to the anatomy, to the pathology or to the

technic, and what may be logical for the patient may not be logical for

the operator, and vice-versa. I should say that in general, the logical

procedure in an incision should be what the operator has found useful to

himself and what he can do easily^ and that he should apply that method

to the case in hand just as his better judgment dictates.

There are three types of incisions and all of the other modifications

are merely subdivisions of those types, it seems to me. The first is the

so-called right rectus incision which may go at one edge of the muscle

or through it. This incision has been variously called after the names of

different men, but the modifications are only slight.

Then the next is the so-called McBurney, or muscle splitting incision,

which was first reported by Charles McBurney and the principles of

which still prevail, no matter where you place the incision.

The third is the transverse incision, first announced by Elliot of

Boston, popularized by G. G. Davis, of Philadelphia, and recently

advocated largely by Rockey.
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All of these incisions have their advocates. All of them are useful

under some circumstances, and all of them will be performed more or

less every day, every week, by surgeons operating everywhere all over

the world, according to the indications.

I am perfectly satisfied that the most useful incision, the one most

widely employed and the one which will give the greatest, the best ap-

proach in all cases, taking them by and large, is the so-called McBurney
incision. I have used the otjhers more or less, but I find that gradually

I come back to the principle of the muscle splitting type.

Of the 10,000 operations done by various operators that I reviewed,

the McBurney incision was used in eighty-five per cent, counting all

classes of cases, chronic, subacute and acute, with or without drainage.

I am very glad Dr. Davis has brought up this incision which he has

outlined and suggested, because it has great advantage over an incision

placed in other areas. I regard it simply as the McBurney incision placed

further over to the outer side near the iliac spine. It is useful for the

reason that there is no question about the fact that the appendix is more
readily secured and delivered through this location and in acute cases

certainly we should keep in the safety zone, which is outside of the

cecum. A further advantage is perfectly obvious, certainly in patients

who have fat abdomens. Why go through the top of the mountain, when
you can go around the edge of the mountain, and then you can get in and
do what you please.

I wish to refer particularly to one point Dr. Davis made. He said

you should avoid the small intestine. That is very necessary in the acute

cases with rupture ; in other cases, it seems to me we all want to get at

the lower ileum. You can get the appendix up much better, if, when deliv-

ering the coecum, you also include the terminal ileum. Then you get the

ileocecal angle in sight, spreading it out, and there is the appendix.

Let me refer here to a matter Dr. R. L. Payne, of Norfolk, brought
out some years ago. He found that you can tell the terminal ileum by
one particular anatomical observation. The vessels of the terminal ileum

run parallel with the bowel and not transversely as the vessels do higher

up ; so if you are in doubt about the terminal ileum, take the cecum, fol-

low it up and you will see the vessels in the coat of the terminal ileum
running towards the cecum instead of around the bowel. It has been of

great use to me. I included this point in my monograph and I wanted to

express credit to him here for it.

Chairman Bost: We will ask Dr. Davis to close his discussion.

Dr. R. B. DaviSj Greensboro: I thank the men for paying such close

attention and keeping quiet. My way of inverting the stump of the ap-
pendix is such that the purse string does not go through the whole three
coats of the intestine, but only through the muscular coat. Therefore,
you should not be on the inside of any blood vessel, you should be on the
outside of the blood supply, and when you tie it down, I fail to see how
you can get a hemorrhage in the bowel if you are on the outside of the
blood supply and you clamp it off.
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CERTAIN CLINICAL FEATURES OF JAUNDICE

By Jas. W. Gibbon, M.D., Charlotte, N. C.

By jaundice is meant the retention of bile pigment in the organism,

or the accumulation of bilirubin in the blood stream, hence the term
bilirubinaemia. The role of the liver in the occurrence of jaundice has

only recently been settled but it is now well established that bile pigments
are formed elsewhere than in the liver, probably in the reticulo-endo-

thelial system, from the hemoglobin of the blood. Such pigment is

brought to the liver by the blood stream and is excreted by the liver cell.

When a patient with jaundice presents himself, one is confronted

with the necessity of a prompt diagnosis, since an early relief of the

jaundice is essential in many instances to the protection of the liver cell.

Among the classifications of jaundice, that of McNee has the advantage

of simplicity and comprehends all the information which is usually avail-

able in a given case. McNee's classification includes, first, obstructive

jaundice, second, intra-hepatic (toxic or infective), and third, hemolytic

jaundice. For a plan of study that of McVicar and Fitts seems admirably
suited in the opinion of the writer to clearing up the diagnosis in cases of

clinical jaundice. According to these authors, jaundice cases may be

grouped as follows: (1) the reaction of the jaundiced serum to the Van
den Bergh reagent; (2) the height and behavior of the serum pigment
curve as determined by the Van den Bergh test or by the icterous index

method; (3) the quantity of the bile reaching the intestines as determined

by siphonage of the duodenal contents; and (4) the presence of pain and
its character when present. The application of such a systematic method
of study to jaundice cases routinely, particularly when extended over a

short period of observation, will do a great deal towards clarifying the

clinical picture, besides giving one a nicely coordinated idea of the phases
of jaundice.

1. Hemolytic jaundice is due to an excessive destruction of r.b.c.

with an increased production of bile pigment which accumulates in the

blood stream beyond the limits of excretion by the liver cells. Owing to

the fact that the pigment has never passed through the liver cell and has

never been acted upon by the liver cell, this pigment reacts to the Van
den Bergh reagent diflerently from the pigment which has passed through
the liver cell, has been excreted and resorbed as result of obstruction to

the ducts. In hemolytic jaundice the Van den Bergh test shows a delayed
positive reaction in contrast to the immediate positive reaction in obstruc-

tive jaundice. Here we have the first real clinical value of the Van den
Bergh test which is the separation of two great groups of jaundice

—

hemolytic and obstructive. While the serum pigment of hemolytic jaundice
is increased, the height of the icterous curve is not so great as is often

seen in other forms of jaundice. There is bile in quantity to be gotten

from the duodenal siphonage, and bile is always present in the stools.

Pain is universally absent. Other important features of this type of jaun-
dice is the markedly increased fragility of the r.b.c, and splenomegaly.
The spleen is the site of the pathologic process and splenectomy cures the

jaundice.
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2. Intra-hepatic jaundice, so called acute catarrhal jaundice, infec-
tious jaundice, etc., responds to the Van den Bergh test with an immediate
positive reaction which places this type of jaundice in the group of ob-
structive jaundice. Here the obstruction is located in the small bile radi-
cals within the liver. The bile pigment is brought to the liver by the blood
stream, excreted by the liver cell, obstructed in the small radicals, re-
sorbed and accumulates in the blood stream. The pathologic lesion is
within the liver. In this type of jaundice we find a very high serum pig-
ment, and the icterous curve declines gradually. An icterous index of 300
is not unusual in this form of jaundice. Duodenal siphonage commonly
demonstrates a free flow of bile into the intestine, if not at once, after two
or three attempts. This type of jaundice is usually painless, although
there may be an aching discomfort felt by the patient. This form of jaun-
dice is the most common type, is seen as simple catarrhal jaundice, in
hepatitis, in cirrhosis of the liver, in the so-called forms of toxic jaundice,
biliary cirrhosis, cancer of liver, and the jaundice associated with acute
infections. The treatment depends on the underlying factor.

3. Extra-hepatic jaundice is seen when there is a gross obstruction
of the large bile duct, usually due to calculus or a carcinoma at the head
of the pancreas. Bile pigment is resorbed and accumulates in the blood
after passing through the liver. The serum pigment gives an immediate
positive Van den Bergh. When the Van den Bergh test was first intro-
duced, it was hoped that it might serve as a test to differentiate the
surgical obstructive jaundice (due to stone or tumor) and the non-surgical
(due to obstruction within the liver). But the serum reaction in both
intra-hepatic and extra-hepatic obstruction is quite the same.

Jaundice due to obstruction from within the duct is the result of a
calculus. The pathological lesion, of course, is in the gall bladder and
ducts. In these cases the icterous index is never high, rarely over 60, and
the curve is commonly irregular, varying from day to day, which is due
to the fact that the stone is moveable and acts rather like a ball valve,
causing an intermittent obstruction to the duet. The jaundice, therefore^
in cases of calculus obstruction, ebbs and flows with the intermittent
drainage of bile around the stone. For similar reasons, the duodenal con-
tents may vary. At one time, bile is present and at another period it is
absent. The most characteristic feature of this form of jaundice is the
association of severe pain or colics requiring morphin for relief. Ordi-
narily, jaundice from calculus obstruction is not difficult to recognize. As
a result of the intermittent obstruction, there is produced a dilatation of
the entire biliary tree, as pointed out by Counseller. Associated with this
dilatation, there is, however, a very marked leucocytic infiltration and
fibrosis about the bile radicals within the liver due to infection. The gall
bladder itself is often fibrosed and shrunken. The common duct is usually
tremendously dilated and thickened to accommodate the presence of the
stone or stones. Unrelieved, the condition institutes the process of a per-
manent biliary cirrhosis. The treatment, of course, is obvious—removal
of the calculus and drainage. Operative intervention should be practiced
at the earliest opportunity, since prolonged dilatation and infection will
certainly impair the integrity of the liver cell and produce a chronic in-
validism or even death.
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Jaundice due to compression of the bile duct from without is nearly

always due to a carcinoma at the head of the pancreas. The Van den
Bergh test gives a prompt positive reaction. The serum pigment is very

high and the icterous curve is either stationary or steadily rising. No bile

is ever to be found in the duodenal contents. The stools are free from
bile, and there is no pain. In this form of obstruction, "hydro-hepatosis"

(a term suggested by Rous and MacMaster to describe the hepatic

changes and analagous to hydro-nephrosis) is extreme. The biliary tree in

common with the gall bladder is dilated enormously, its walls thin and
saculated, and the small branches definitely varicose. At operation the

liver is large and tense, with rounded edges and bile stained. Infection

and fibrosis, so prevalent in stone obstruction, are conspicuous by their

absence, and biliary cirrhosis has never been observed. When infection

occurs, it is commonly a terminal event. Carcinoma of the pancreas is of

slow growth and long remains local, so that an early anastamosis of the

gall bladder to the stomach or duodenum will relieve the jaundice and

add length and comfort to the patient's life.

Benign stricture of the common duct is usually the result of trauma
during operations on the biliary tract. Jaundice following gall bladder

operations is probably due to an injury to the duct and stricture, or to

a recurrence or an oversight of stones in the duct. In cases of post-opera-

tive stricture, if the gall bladder is present, an anastamosis between this

organ and the gut may relieve the situation. If the gall bladder has been

removed, operative restoration of the bile flow is more hazardous and
often unsuccessful. When the stricture is low down and does not involve

the entire duct and the greatly dilated duct above the stricture can be

defined, an anastamosis between this dilated portion and the duodenum
may be accomplished. When the entire duct is involved or strictured, and
represented by little more than a fibrous band, attempts at reconstruction

over a small rubber tube may be attempted, but even in the hands of the

most experienced surgeons success is rarely encountered. Judd thinks

that certain cases of stricture occur not as the result of operative trauma

but rather as a sequence of "a generalized obliterative cholangeitis."

Finally, it is in the instances of painless jaundice with a high degree

of bilirubinaemia, that a differential diagnosis becomes most difficult. In

the higher grades of jaundice, that is with a serum pigment of 200-300,

differentiation must be between intra-hepatic jaundice and jaundice due

to compression of the common duct by an extrinsic tumor, almost invari-

ably a malignant pancreatic tumor. At the Mayo Clinic, carcinoma of the

pancreas has not been encountered under the age of 35 years. The occur-

rence of painless jaundice under that age is therefore presumptive evi-

dence of intra-hepatic disease, acute catarrhal, infectious jaundice, etc.

Painless jaundice at the age of forty years and beyond may be either

intra-hepatic, infectious jaundice, or extra-hepatic, due to tumor obstruc-

tion, and the differentiation must then depend very largely upon the

demonstration of bile in the intestines. Pancreatic carcinoma occludes the

duct quickly and completely, so that persistent absence of bile in the

stool or duodenal contents is presumptive evidence of carcinoma of the

pancreas. "This rule is, however, subject to some modification. There may
be some doubt that the duodenal tube has actually reached the duodenum,
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and in certain stages of intra-hepatic disease there appears to be com-
plete inhibition of bile flow for a day or two. A working plan, advised by
McVicar, which has much to recommend it when doubt exists, is to carry

out duodenal drainage on each of three successive days. During the

period, the patient may be prepared for operation by investigation of the

blood coagulation and by the administration of calcium intravenously, or

by transfusion, if indicated. If dry drainage is encountered on three suc-

cessive days, it will be safer to proceed with operation, even if an occa-

sional exploration reveals a normal pancreas and empty biliary passages

characteristic of intra-hepatic disease."

Courvoisier's law, which postulates that the gall bladder is enlarged

in 80 per cent of cases in which jaundice is due to a malignant obstruc-

tion by a pancreatic tumor, is regarded by some observers as more of a

post-mortem finding than clinical, and its value as to any real diagnostic

assistance is questioned. However that may be, the palpation of a defi-

nitely enlarged distended gall bladder in a patient with painless jaundice,

is very suggestive evidence that one is dealing with a case of extrinsic

tumor. The dilated gall bladder is then an excellent index of that great

degree of biliary dilatation which is predominantly and characteristically

a feature of complete obstruction to the bile duct by compression from
a pancreatic carcinoma.

In common with the experience of most surgeons, I have witnessed the

gradual decline and ultimate death within a few weeks of patients with a

high degree of jaundice in whom adequate operative bile drainage has
been accomplished, and in whom the elimination of large quantities of

bile failed to alleviate the jaundice. In some of these necropsy showed
the pancreatic growth was still local or no stones were present to account
for the persistence of the jaundice. The question which then arises is

why the continued jaundice in the presence of a very free surgical drain-

age of bile, with no visible obstruction in the liver, and why the death
with no metastases of the carcinoma.^ The answer is undoubtedly found
in the irreparable damage to the liver cell, due to the back pressure from
a long-standing obstruction. Furthermore, the inference, as emphasized
by all authors, is that patients with persistent jaundice should at once
be subjected to a rigid hospital observation and study with a view to

reaching an early diagnosis and if then requiring operative intervention,

this should be accomplished before the back pressure in the biliary tree

has resulted in an advanced and permanent hepatic injury. Death from
hepatic insufficency or so-called cholemia will most certainly overtake
the advanced cases of jaundice whether or not the surgeon has obtained
free bile drainage.

To summarize briefly, our jaundice patients are best observed and
studied by short period in the hospital where our present knowledge of

jaundice and liver pathology can be brought to bear, and the necessary
laboratory and clinical facts assembled for a prompt and accurate
diagnosis. Surgery, if indicated, should be advised early in order to fore-

stall permanent liver injury. Carcinoma of the pancreas is frequently of

slow growth, and although ultimately fatal, the life of the patient may
be materially prolonged by appropriate surgical measures which prevent
death from obstructive jaundice.
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SPLENECTOMY IN THROMBOCYTOPENIC PURPURA
HEMORRHAGICA

By Thomas Meares Green, M.D., F.A.C.S., Wilmington, N. C.

Splenectomy for thrombocytopenic purpura is purely an empyrical

procedure and this empyricism is based principally upon the knowledge

that splenectomy produces an increase of the blood platelets or throm-

bocytes. Bedson^ and others have shown that splenectomy produces this

increase of platelets immediately and in large numbers, that they appear

in increasingly greater numbers each day, reaching their greatest height

about the 10th to 14th day and gradually subsiding to the normal number
in from 3 to 4 weeks.

A vast amount of effort has been expended by many workers through-

out the world on purpura hemorrhagica which finally seems to have cul-

minated in advancing splenectomy for its treatment. It seems to offer

a definite promise in the face of an otherwise hopeless condition, although

little as yet is known of its etiology or pathology ; indeed it is frequently

difficult to differentiate it from other types of bleeding diseases. Werlhof"

first separated purpura hemorrhagica from other hemorrhagic diseases

in 1731. It is frequently called Werlhof's disease.

Denys^ first described the decrease of the blood platelets or thrombo-

cytes in this condition and this was later confirmed by Hayem^, who also

described the failure of the blood clots to retract and squeeze out the

serum as it normally should do, although clotting would occur in normal

time. Duke^ later described a delay in the bleeding time. All of these in-

vestigators found no strictural changes in the red or white cells. These

are the essential characteristics of purpura hemorrhagica and unless

there can be demonstrated, (1) marked decrease of platelets, (2) normal

coagulation time, (3) delayed bleeding time, (4) no retraction of the

clot, (5) no variation in the cellular elements of the blood, one should

hesitate before calling a given condition purpura hemorrhagica and cer-

tainly no splenectomy should be offered.

Brill and Rosenthall'' first associated^ thrombocytjoperiic purpura

with the reticulo-endothelial system, which Ashoff' had previously de-

scribed in 1924. This reticulo-endothelial system consists of a system of

cells which are closely associated with the blood destroying apparatus

and which are widely distributed throughout the body. Their most im-

portant function seems to be to devour and metabolize all the old red and

white blood cells and platelets. The cells of this system are found in the

blood sinuses of the spleen, the lymph sinuses of the lymph nodes, in

the capillaries of the liver lobules, in the capillaries of the bone marrow,

some are found wandering throughout the connective tissues of the body

and some are found clustered about the capillaries with their irregular

pseudopodia almost completely surrounding the capillaries. These last

cells are called Rouget* cells after Rouget who first described them.

These Rouget cells seem to exert a definite control over the passage of

the cellular elements of the blood through the capillary wall. In 1916

Kazenelson'' advocated splenectomy for purpura hemorrhagica and is

given credit for being the first to do so. He interpreted the pathology of

purpura hemorrhagica to be due to the excessive destruction of the blood
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platelets from over activity of that portion of the reticulo-endothclial

system situated within the spleen. The splenectomy was followed by bril-

liant result and was repeated several times by him. Since which time it

has been done probably in 100 cases throughout the world with constant

success. Whipple^*' reported as many as 8 cases as late as March 192G

and I have found 5 others during 1927 besides my own. In some of these

cases the effect has been spectacular, bleeding ceasing immediately upon

ligation of the splenic pedicle. In others there have been remission of

bleeding for varying lengths of time after splenectomy, but with pro-

gression towards ultimate relief. It must be remembered, however, that

there are other hemorrhagic diseases in which the reticulo-endothelial sys-

tem is at fault, that are not to be benefited by splenectomy, because

it is not that portion of the reticulo-endothelial system situated within

the spleen that is at fault. In Gaucher's disease for instance, splenectomy

is useless because that portion of the reticulo-endothelial system at

fault lies within the lymph nodes and bone marrow. In hemorrhagic

jaundice as in purpura hemorrhagica the trouble is situated in the

splenic portion of the reticulo-endothelial system, so splenectomy is

beneficial. Whether purpura hemorrhagica is a distinct entity or whether

it is merely a phase of a deranged reticulo-endothelial system remains to

be proven. In 1920, Eppinger^^ suggested the name, Thrombocytopenic

Purpura.

Purpura was produced by Ledingham^^ in 1914 by injection of anti-

platelet serum. It also had been produced by injections of the by-products

of bacteria (pneumococci and streptococci). This latter finding strongly

suggests that there must be some underlying cause for the disfunction of

the various parts of the reticulo-endothelial system. According to Griffin

and Holloway^^ it would seem to be dependent upon focal infection. There

are many other adherents to this view. Diagnosis is mostly a differentia-

tion from other hemorrhagic diseases. Strict adherence to the 5 cardinal

requirements previously mentioned is very essential. During the outbreak

of purpura the haemoglobin is low according to the amount of blood lost

and there is not a marked reduction in the color index. The turniquet

test is absent in the acute cases and present in most of the chronic cases,

but is not always demonstrated between outbreaks. The hemorrhage of

purpura is usually capillary and when visible is seen as oozing from
the gums, the nose, the uterus and rarely the bowel or kidney. But there

also occurs concealed hemorrhages which are just an exaggeration of

the purpuric spots. These last occur in any part of the body. Compara-
tively large amounts of blood may pass through the unbroken vessel

wall in this manner ; due no doubt, to the derangement of the function of

the Rouget cells of the reticulo-endothelial system. The disease is one

of youth, although cases have been reported from childhood to the fifth

decade. It is not hereditary according to Brill and Rosenthall^'', is most
common in females and may be seen in acute and chronic stage.

Treatment consists of transfusion and splenectomy neither of which
appear to be aimed at its true etiology. By transfusion we attempt to

replace the lost blood and this includes the platelets, and by splenectomy

we attempt to stop the excessive destruction of the platelets and blood

cells and allow for their replacement through the natural source.
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Nothing can be done in the acute condition, but repeated transfusion.

If they live and the condition becomes chronic, then splenectomy seems

to offer a decided hope. Transfusions may be done before and after

splenectomy. In transfusions the whole fresh blood is to be preferred to

citrated method as the citrate dissolves many of the platelets while many
others are filtered out in the gauze. Massive transfusions must be the

rule to supply platelets in sufficient quantity to control hemorrhage.

Larabee^^ has shown that a 500 cc. transfusion of blood will raise the

blood platelets 20,000.

Sooy and Moise^^ have reported a series of cases benefited with the

mercury vapor quartz lamp. But Tolstoi^^ could get no benefit with the

same treatment in three cases. It failed also in this case.

Family History: Father died of pneumonia, 68. Mother living and well. One

sister living and well. Paternal grandmother died of T. B. No history of bleed-

ir.'g disease.

Past History: Always healthy. Most of diseases of childhood. Several minor

attacks of malaria and one of influenza. Normal menstruation was established

at 14. Present trouble began October 1923 at the age of 35, with pain in the right

wrist and pupuric eruption over the body. Mild bleeding of the gums and nose.

Lasted only a few days. Two weeks later had another attack, ushered in with

pain about the right ankle and calf, associated with purpuric eruption and

bleeding from the gums and nose. The calf was very much swollen and later

became discolored, due to hemorrhage into the tissues. All of her attacks of

purpura have their onset just before or after menstruation and only once has

this been abnormal in duration or amount. The first attack was mild, but she

was given 1000 cc of blood for the second one with Very good efPect. She had

the third attack of purpura with bleeding from the gums and nose, associated

with abdominal pain in June 1925 (7 months later). Was given 1000 cc of blood

at this time with immediate clearing up of all symptoms.

The fifth attack of purpura occurred in July 1926 (1 year after the fourth and

was associated with bleeding gums and nose. A large subcutaneous hemorrhage

occurred in the tissue about the left hip, pressure from which caused loss of

sensation and function of the limb. She was given 1000 cc of blood with immediate

cessation of all symptoms, followed by a series of exposures to the Mercury

Vapor Quartz Lamp for the following six months wtih no improvement.

The sixth attack occurred in December 1927. Like i'.'s predecessors was

associated with bleeding from the nose and gums. A large hemorrhage occurred

in the right arm, the pressure from which caused loss of use and sensation of

the arm. She was given 1550 cc of blood in two transfusions at this time with

rapid clearing up of symptoms.

One month later she had another outbreak of purpura the seventh, associated

with five weeks of menstruation, also bleeding from the gums and nose. This

menstruation was not excessive in amount. Was givem 1000 cc of blood. One

month from this transfusion, she was brought into the hospital with the eiglhth

attack in about four years.

Progress Notes: Feb. 13th, 1926: 6 P. M. Condition of patient on entrance

was very grave. Pulse 150, barely perceptible. Blood pressure 115/50, pale,

dusky skin, bleedin.ig from the gums and nose, generalized purpura. One larg^

hemorrhage into the tissues of the right arm. Transfusion 1000 cc of blood.
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Pressure of hemorrhage in 'he arm so great as to interfere with sensory and

motor activitj'. The following day she was much improved. Blood findings on

that day showed slight ]eucocytosis. 2,000,000 reds, 48% haemoglobin, 70,000

platelets, 2 minute bleeding time and 2 minute coagulation time. All bleeding

stopped immediately after transfusion. Slight u'.erine bleeding, third day after

transfusion, which continued for three or four days. Second transfusion of 1100

cc blood done one week later.

Feb. 27th, 1928: Seven days following the last transfusion, splenectomy was

was done, through left rectus incision. Spleen found moderately large, two large

super numerary spleens near the hilum were also removed. Slight adhesions to

the peritoneum and to the diaphragm. Weight of spleen was 239 grammes.

Pathological report, diffuse sclorosis. Capi'lary oozing was rather marked until

after ligation of the splenic pedicle after which time it ceased. Patient came

off the tab!e in good shape. The blood picture just before operation showed

haemoglobin 82%, R. B. C. 4,200,000, bleeding time and coagulation time two

minutes, platelets .500,000. Twelve hours after operation, this blood ijicture

was unchanged, but the patient was almost pulse'ess. This, I consider a post

operative shock and gave her 850 cc of fresh blood, with very happy effect.

March 4th, 1928: Seven days after splenectomy, nose began bleeding.

March 5th, 1928: Nose still bleeding, slight bleeding from the gums. As this

was her menstrual time it was thought it might be a vicarous menstruation.

Complains of difficult swallowing. Definitely acidotic. Taking little or no nourish-

ment. Condition of wound satisfactory.

March 6th, 1928: Difficulty in swallowing diffuse uticaria on the limbs. Fluids

given by bowel, skin and intravenously. Slight menstruation, acidosis cleared up.

March 7th, 1928: Continuation of nose bleeding and slight menstruation.

Greater part of left lung suggests consolidation. This was thought to be due

to hemorrhage within the lung, which was later demonstrated with the X-ray

and which gradually cleared up with the cessation of the disphagia.

March 8th, 1928: Gum bleeding freely. Conditions not good, pulse rapid and

volumn poor (10 days after splenectomy).

March 9th, 1928: Gums still bleeding freely. Platelets 500,000, breeding time

12 minutes, coagulation time 5 minutes, haemoglobin 44%, 1000 cc blood given.

Good response.

March 16th, 1928: 900,000 platelets, 4,000,000 reds,, 1500 W. B. C, of wiiich

81% were polys. Bleeding time 5 minutes, coagulation time 2 minutes, haemo-

globin 70%. Patient much improved. Abdominal wound healed.

March 21st, 1928: Few malaria parasites found. Patient found to have diseased

tonsils and moderate degree of pyorrhoea, which it is my purpose to have elimi-

nated later.
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DISCUSSION

Dr. Foy Roberson, Durham: Mr. Chairman, I realize that in dis-

cussing a paper of this type, you are apt to step off into deep water in

trying not to have too much to say. I think, however, this paper is deserv-

ing of much credit because so little is known about the hemorrhagic

diseases. They should stimulate a lot of study and not be passed up as

hopeless propositions. It seems to me, in the light of Dr. Green's paper
and the paper by Dr. Payne this morning, that the practical thing for us

to remember is first of all the differential diagnosis between the purpuric

diseases and the other hemorrhagic diseases, such as hemophilia.

Dr. Green has brought out purpura hemorrhagica occurs mostly in

children and girls. Hemophilia, of course, occurs only in boys. In purpura
hemorrhagica and in all the purpuric diseases^ there is always a decrease

in blood platelets ; in hemophilia, there is no decrease. In purpura hem-
orrhagica, the clotting time is normal, although the clot is not firm. In

hemophilia, the clotting time is very slow. Up until this time, transfusion

was supposed to exert a very definite or beneficial influence on cases of

purpura hemorrhagica. Dr. Payne in his paper this morning said that it

was his idea that transfusions were simply whipping up a tired horse and
probably did no good. Of course, that is a question that has to be settled.

That by no means stops transfusions.

As to the cases that should have splenectomies done, that of course is

the important thing. Dr. Green seems to feel that the cases for splenec-

tomy are the chronic cases where the reticulo-endothelial tissue of the

spleen is at fault. Dr. Payne seems to have an idea that aplastic anemia

is simply a step further in purpura and that he is able by the blood pic-

ture in which there is a relative increase of lymphocytes, to determine

the differential points and those cases should not have splenectomies

done. As I say, it is a very interesting thing and a thing that not a great

deal is known about.

Dr. a. deT. Valk^ Winston-Salem: Mr. Chairman, there is just one

point I want to mention. Of course, as Dr. Green and Dr. Gibbon said,

particularly in reference to congenital hemolytic jaundice and this chronic

purpura, we know there is a definite disturbance of the reticulo-endo-

thelial system, but what brings about this disturbance, no one knows. In

the cases that I have had, not having had very many, there has been a

very definite relationship between focal infections and acute exacerbations

of the condition. That is more applicable to the purpuric cases.
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I remember about two years ago I had a case of chronic hemorrhagic

purpura in which I did a splenectomy with apparently a very good
result. About six months later, he had an attack of tonsilitis with a

flare-up of his old purpura which was worse than any attack he had had
before he had his spleen removed. As soon as that subsided, he had his

tonsils removed and since then he has had absolutely no further trouble.

So there must be some very definite relationship between focal infection

and this diseased condition of the reticulo-endothelial system.

Dr. J. S. Gaul, Charlotte: Mr. Chairman, I was particularly inter-

ested in one remark that Dr. Green made in discussing his case of purpura
particularly in quoting from the literature where he mentioned the use of

the by-products of some bacteria as producing a destruction of blood

platelets. This particularly impressed me because of a case that we had at

the orthopedic hospital that came in with a history of having had nose

bleed and hemorrhage from his mucous membranes ; about three years

before he developed a tremendous destruction of his humerus because of

an osteomyelitis with metastatic abscesses in a number of his ribs and
in his femur and in the lower end of his ulna. We operated him for his

osteomyelitis. We took cultures in which we would get a report from the

laboratory of an unusual type of streptococcus that they haven't definitely

classified. About three months after he had been discharged with, liis

osteomyelitis healed, he developed a beautiful case of purpura hemor-
rhagica, starting first with typical lesions on the anterior surface of both

legs, later spreading to various parts of his body, having hemorrhage
from the bowel and so on. We asked Dr. McKnight to see that case. He
will probably confirm my statement.

The question arises as to whether infection has anything to do with

these cases. That is particularly true because of a conversation I had
with Dr. Snyder from the University of Minnesota, who is quite interest-

ed in pernicious anemia and who states that they have isolated an organ-

ism, a streptococcus which they believe may play quite a prominent part

as the cause of pernicious anemia. He feels that most of these cases of

pernicious anemia have their infection in childhood and later in adult

life develop the pernicious anemia. I was wondering if Dr. Green knew
of any work that had been done in an endeavor to isolate the causative

organism in the purpura.

Dr. R. B. McKnight, Charlotte: The case Dr. Gaul just referred

to, a boy about fourteen years of age, he asked me to see. He has already

given you most of his history. This boy's blood studies were entirely

normal, with the exception of a moderate degree of leukocytosis, about

12,000 whites in which the polymorj^honuclears predominated. His bleed-

ing time and clotting time and clot retraction time were all normal. He
had had in addition to what Dr. Gaul mentioned hemorrhages into the

joints.

After a careful study of the case, I made a diagnosis of Henoch's
purpura. The mucous membrane hemorrhages, the effusions of blood into

the joints, patches of hemorrhage into the skin at various portions of

the body, and the negative blood picture were typical. This boy's platelet

count was normal on four or five different determinations. The question

came up as to what to do with him. Undoubtedly I believe infection cer-
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tainly played a large role in that boy's condition. I do feel that we were
justified in his case, after having talked with Dr. Snyder of the Univer-

sity of Minnesota about him, to try some small therapeutic doses of

X-ray over the spleen and long bones. He seems to believe we will get

some results in it. This boy has had repeated transfusions and he still

has his patches of purpura which crop out at times. I feel splenectomy

is not justified in a case like that. I want to see him in an acute attack

and see what his platelet count is then. I don't believe splenectomy should

be done unless his platelet count should drop below 60,000.

Dr. J. B. SiDBURY, Wilmington: Mr. Chairman, I had occasion to

see this particular patient and gave most of the blood that was given to

this patient and studied her from the standpoint of transfusion very

closely. The remarkable thing in this particular case was how rapidly

she destroyed blood. The last time she came in the hospital before splen-

ectomy was done, she had a haemoglobin of eighty per cent on Friday
and a red count of 5,000,000 ; on Monday afternoon, she was brought
to the hospital in a practically moribund condition, her haemoglobin was
less than fifteen per cent and her red cells under 1,000,000,

The point was asked whether or not these things were associated

with menstruation. Each time she had an attack, it was at a menstrual

period. So that particular phase was discussed. Each time that she had
these symptoms she had the five cardinal symptoms that Dr. Sprunt has

brought out, and at no time were any of us able to feel her spleen. So a

palpable spleen is not a necessary physical sign in this condition. That
was a symptom that all of us looked for at each examination but at no
time were we able to find the spleen. I consider that she responded, not

miraculously, but satisfactorily, to her splenectomy.

Chairman Bost: I will ask Dr. Gibbon to close the discussion of his

paper.

Dr. J. W. Gibbon, Charlotte: Mr. President, the only thing further

I have to say is I think probably many of the poor results we get in cases

of jaundice are due to the fact that the jaundice is oftentimes long

standing before any attempt at surgical relief is undertaken. Of course,

in any case of jaundice, the first thing we entertain is settling the diag-

nosis. If a case is amenable to surgery, due to calculus or pancreatic car-

cinoma, the earlier we get at this, the better end results we will attain

for the simple reason that the patient in the majority of the instances

dies from a cholemic condition, in other words, depression of the liver

cells which is brought on by the prolonged back pressure in the biliary

tree and results in what is spoken of as a pressure atrophy. The term
hydro-hepatosis, I think, very excellently describes the condition and it is

very closely analogous to the hydro-nephrosis we find in prostatic dis-

ease, prolonged obstruction to the ureter and the kidney outflow, and as in

prostatic disease, it is the kidney we are chiefly concerned with. From
the standpoint of prognosis, I think in these long cases of jaundice, it is

unquestionably the condition of the liver cells that determines the outcome
of many operative procedures. It has been pretty well established in

cases of carcinoma of the pancreas, if drained, if there is an anastomosis

made between the gall bladder and the duodenum or the stomach early
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in the course of the disease, a number of years of comfort can be added
to the patient's life. If it is postponed and delayed for months until
there IS depression of the liver cells, of course, no amount of drainage of
the bile will relieve the situation.

Chairman Bost: Dr. Green, will you close.?
Dr. Thomas M. Green, Wilmington: The paramount question in

regard to purpura hemorrhagica is its etiology; is it a failure of the
normal rate of development of the blood platelets or an excessive destruc-
tion of them.? It has been shown by Wright that the blood platelet is aproduct of the megacaryocite of the red bone marrow. It requires about
5 days for the blood platelets to be developed to its normal size Thevery rapid rise in the number of blood platelets immediately after snlen-ectomy would tend to refute the idea that the low platelets count is due
to interference of the platelets. On the other hand it would tend tostrengthen the idea that the excessive destruction of them was due to
the over activity of the splenic portion of the reticulo-endothelial system
It IS very essential that we correctly classify a bleeding disease before
splenectomy is offered, since only those bleeding diseases that are de-pendent upon disfunction of the splenic portion of the reticulo-endothe-
lal system can possibly be helped by splenectomy. It is difficult indeed
to maJce a distinction between purpura hemorrhagica and some types ofbleeding diseases, especially aplastic anemia. In aplastic anemia splenec-tomy does no good because that portion of the reticulo-endothelial system
at fault IS situated within the bone marrow. This takes us back to the fivecardinal points: (1) the delayed bleeding time, (2) no change in coag-
ulation time (3) no retraction of the clot, (4) a low platelet count and
(5) no morphological change or relational change in the cellular elements
ot the blood. In aplastic anemia there is a relation change in the white
cellular element; the polys become less than normal and the lymphocytes
increase m number. There is also a very rapid progress of the' case in the

hem^JrhrS
''°^'"' '"'^'''' '' ''^^''^' ^'''^^' ^''^" ^* '^ ^" purpura

Infection, I am confident, plays an important role in the disfunction
of the various portions of the reticulo-endothelial system.

Dr. Sprunt is quite right in saying a careful analysis of each case isnecessary. As I stated, no splenectomy should be offered unless the fivecardinal points can be shown.

THE SURGICAL TREATMENT OF PULMONARY
TUBERCULOSIS

By Dr. R. R. Ivey, Asheville, N. C.

In contemplation of surgical procedures on the intrathoracic organs
It might be well to recall a few of the physiologic and anatomic pointsconcerning these organs. ^

The thoracic cavity is roughly divided into three portions; the centralpart or mediastinum, occupying the central portion, and is by no means
fixed m this position, but may oscillate from side to side according tovariations in the intrathoracic pressure. The pleural cavity, ordinarily nota cavity at all, but that space lying between the parietal and visceral
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pleura which are in contact and moistened by just sufficient secretion to

make the least amount of friction and are maintained in apposition by

two forces; first: the atmospheric pressure which constantly tends to

expand the lung, and, secondly: the contractile power of the lung tending

to contract it. As a result of the action of these two forces there is

created between the two layers of the pleura a negative pressure which

in normal ordinary respiration varies from minus four to minus ten centi-

meters of water. It is well, also, to recall that the lymph flow within the

thorax is governed very largely by the respiratory excursion of the lungs.

While artificial pneumothorax is not a part of the surgical treatment

of tuberculosis, it might be well to briefly mention it because it has to do

with the evolution of this mode of treatment and, also, because every

case in which pneumothorax is used is potentially a surgical case.

It was something more than one hundred years ago that James Carson

conceived the idea of using artificial pneumothorax for compression of

the lung. It was his idea at that time to use it in cases of large abscess

cavities and also in severe hemorrhages from whatever cause. He stated

that it was just as necessary to place at rest and put in apposition the

walls of the abscess cavity in the lung as in any other part of the body.

Regarding hemorrhages, he said that compression of the lung might well

be compared with kneading the bleeding parturient uterus. Later on he

concluded that compression might well be applied in the treatment of

tuberculosis.

However, it was not until during the last decade of the nineteenth

century that Forlanini, and three or four years later John B. Murphy,
both working independently, advised and put into practice artificial

pneumothorax in the treatment of this disease. By 1910 this method of

treatment had become general among phthisiotherapists. Compression by
this method is ideal, but there are many cases which cannot be compressed

in this manner, and these are the ones in which surgery takes its place

as a public health measure in the prevention of the dissemination of the

disease and in the saving of many cases of far-advanced tuberculosis from

an untimely death.

The profession at large, and especially in America, has been slow,

indeed, to use surgery for this class of cases. In Central Europe, that is,

in Switzerland, Germany and Scandinavia, there have been five times as

many cases reported in which radical surgery was used as in the balance

of the civilized world. This is due to many causes. In the first place there

is a general impression among both the laity and the profession that sur-

gery should be condemned in tuberculosis. Also many articles have been

written concerning this phase of the subject which are misleading in that

they picture the wrong type of operation and the wrong selection of cases

which naturally give poor results. These articles have also given the

impression that the operation is attended with horrible suffering and

great deformity and, therefore, necessarily disappointing in the end re-

sults. For these reasons it behooves physicians in general to familiarize

themselves with the indications and contraindications for radical surgery.

It is not necessary that they be familiar with the technical details, but in

a general way so that there might be intelligent consultation between

the internist and the surgeon.
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A great majority of cases of tuberculosis, certainly as much as 92 to

95 per cent, are not suitable for surgical treatment. Too many factors

enter into each case to permit us to lay down dogmatic rules covering

all cases. The case should be moderately well or far advanced and must
be unilateral, or nearly so. It must be of the fibro-ulcerative type. The
patient must be in good general condition, including circulation, individ-

ual resistance, etc., and must have had a reasonably long period of sana-

torium treatment which has failed to arrest the progress of the disease.

In this connection one can readily see the necessity for close cooperation

between the surgeon and the internist for the purpose of properly select-

ing the cases. When we say moderately well or far-advanced cases, we
mean that early cases would not be operated for the reason that if prop-

erly handled the majority of them will recover without the use of surgical

methods.

As regards unilateral types of cases, we might say that if there is

disease in the opposite side it must be a very small amount and one which
shows marked fibrosis, because if it is of the soft floculent type and active,

radical surgery would only serve to make it progress more rapidly. The
idea of selecting fibro-ulcerative types is to have cases in which fibrous

encapsulation has already begun, for this is the only way we have of

knowing whether fibrosis is going to take place, and, if it does not, surgi-

cal compression will not aid in arresting the disease.

As regards general condition, there must first be good kidney function.

The patient who is running normal temperature, who is expectorating

a moderate amount of sputum, who shows no organic disease of the

heart, whose systolic blood pressure is not below 100, and a patient who
has demonstrated individual resistance by causing the disease to become
non-progressive for a period of months, would seem to represent a gen-

eral condition suitable for operation.

As regards contraindications, it might be said that any condition of

a patient which would prohibit any major surgical operation would be

unsuitable. Specifically, however, marked lesions of the bones and joints,

severe laryngeal tuberculosis, intestinal tuberculosis and psychosis would
be sufficient to prohibit radical surgery.

As regards renal tuberculosis, in these cases opinions differ. There
are those who maintain that in a unilateral renal lesion, a thorocoplasty

may be done and a nephrectomy subsequently done. Psychosis of any kind

would contraindicate operation because of the fact that in such cases we
cannot expect cooperation of the patient after operation which is so

necessary for a good result.

The time for operation in every individual case is an important thing

to decide. It should be done as soon as a decision can be reached, after

months of sanatorium treatment, and after artificial pneumothorax fails.

This is the stage of the disease when severe hemorrhages may occur and
the patient remains in the same condition continuously. If the condition

of the patient decidedly indicates the progression of the disease, the

question as to whether one should operate before progression goes on to

the inoperable stage may well be compared to the decision of whether one
should operate a cancer before metastasis takes place.
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Contrary to the usual opinion, tuberculous patients, under proper

care, stand operation well. There is only about two per cent of operative

mortality. The death rate in the following few weeks as the result of com-
plications only indirectly connected with the operation is about ten to

twelve per cent. Obesity and dyspnoea and rapid heart action are un-

toward indications, but do not absolutely bar operation. This dyspnoea,

when due to fibrosis of one lung, and consequent mediastinal displace-

ment, is much improved after operation.

The usual age of patients suitable for operation is between twenty
and forty years, but younger or older patients should not be denied opera-

tion on account of age alone.

Sauerbruch states that twelve to twenty-four per cent of operated

cases die of bilateral tuberculosis, but one might ask—how many would
die of the same without operation. The answer is probably one-half as

many.

New lesions in the good lung after operation may be accounted for

in several ways. First by natural progress of the disease. Second by auto-

tuberculinization. Third by increased respiratory movements, and; fourth

by aspiration. If one kidney is very bad and the other one sliglitily*

damaged, do we not remove the worse one and see the other improve?
This may well be compared to similar conditions in the lungs. However,
if there is doubt that a similar condition exists, the patient should continue

for a further period of observation and the advisability of doing a phren-

ictomy on the worse side as a therapeutic test to see if this will cause the

good lung to "light up" might well be considered.

All the operative procedures used in the treatment of pulmonary
tuberculosis will not be considered in this paper. Those in more common
use, such as phrenicotomy, apicolysis and pneumolysis and paravertebral

thorocoplasty only will be considered.

Phrenecotomy consists in the resection of the portion of the phrenic

nerve near the root of the neck. The operation which is still better than

this is avulsion of this nerve. It is easily exposed by transverse or vertical

incision at a point two inches above the clavical when the sterno mastoid

muscle is retracted forward and the nerve is found lying on the scalenus

anticus muscle. The result of this operation consists of paralyzing the

diaphragm on that side permitting it to rise one to three inches in the

thorax, thus reducing the space on that side and also reducing respira-

tory movements. This operation may be used alone as a therapeutic test

or in conjunction with pneumothorax or thorocoplasty.

Apicolysis and pneumolysis are operations well worth our considera-

tion in certain types of cases. For instance, if there is a large cavity in

the apex and pleural adhesions below definitely fix the apex of the lung

so that it can not be displaced downward, an apicolysis can be done by
resection of the second rib and tunnelling between the chest wall and the

parietal pleura, pushing the apex down, thus obliterating the cavity. The
space left, thereby, may be filled with a fat graft from the same or

another patient, or by muscle flap or by gauze tampons. The muscle flap

will atrophy and in most cases prove unsatisfactory. The fat graft will

in many cases necrose and suppurate. Gauze tampons which have to be

renewed every few days are uncomfortable and are much more trouble
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to both the patient and the physician, but are likely to prove more satis-

factory in the majority of cases. In cases showing apicol cavities with

insufficient pleural adhesions below, this operation is not indicated for

the reason that the entire lung will be displaced downward when pressure

is placed on the apex, and, therefore, the walls of the cavity cannot be

brought into apposition.

Pneumolysis is a similar operation done on parts other than the apex,

and its field of usefulness is more limited than apicolysis. The operation

more suitable in the average case is paravertebral thorocoplasty. The
effect of this operation is to obtain functional rest of the diseased lung,

and this is the key-note upon which success of surgical compression de-

pends for its results. Absolute rest in bed by the patient, in a way, ap-

proaches functional rest of the lung which is necessary, but is incomplete

for the normal respiratory movement continues, and as the flow of lymph
in the thoracic cavity is largely dependent on this movement, you can

readily see that dissemination of bacilli-laden lymph continues even

though at a lower rate than if the patient were up and about.

Paravertebral thorocoplasty decreases respiratory movements to a

minimum, thus reducing the lymph flow and in this manner reduces the

spread of the disease. It results in a reduction of the size of the thoracic

cavity, varying in amount from one-fourth to one-half. It brings the walls

of the cavity into contact, the blood supply of the compressed lung is

increased if the compression is not too great, and it promotes formation

of fibrous tissue in the lung which, in turn, reduces further the size of the

thoracic cavity. This operation is nearly always done in two or more
stages since the complete operation, which consists of resection of a por-

tion of the first to the eleventh ribs, inclusive, is too much of a sliock

for the average patient, and has been attended by a mortality rate which,

it is known, can be reduced by dividing the operation into more than one
stage.

There has been a great deal of discussion as to whether the upper or

lower part should be operated first. Sauerbruch first began by compress-
ing the apex first, and among the first four cases, all developed pneumonia
and two died of it. He then changed his method to compress the lower or

least diseased portion first, and has steadfastly maintained that this is the

proper procedure. He contends that compression of the most diseased

portion first causes pneumonia in the healthier portion by pressing secre-

tion from the cavity into the healthier portion.

There are others who contend that compression of the lower thorax
first more or less destroys the expectorating function, and for that reason
causes a stasis pneumonia and, therefore, reverse the procedure resecting

the upper ribs first. It is a fact that pneumonia occurs in the contra-

lateral side in many cases, but statistics seem to indicate that compression
of the upper portion first is followed by a smaller percentage than when
the lower ribs are resected first.

Partial operations such as phrenicotomy are used in instances which
preclude radical operation, but the results are not so good. This, however,
may be due to two factors ; first, the very nature of the circumstances
which contraindicate radical measures, and ; second, the incomplete com-
pression which necessarily follows.
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The preparation of a patient for operation should receive careful

consideration. These cases should be placed in the hospital several days

before being operated, and the majority of the men doing this work be-

lieve that preoperative digitalization is a good routine. The patient should

be encouraged to take large amounts of fluids for several days before

operation. Purgation should be avoided. On the morning of the operation

it is quite important to see that the patient thoroughly empties the lung

cavities before going into the operating room.

Regarding anaesthesia, there is much difference of opinion. Local

anaesthesia alone was popular for awhile but is now losing ground, but

in conjunction with gas anaesthesia is very useful. Continental surgeons

do not hesitate to use ether. They believe that the only harmful results

from general anaesthesia comes from abolition of the cough reflex and

consequent aspiration, and they argue that general narcosis, from what-

ever agent, will have equally as bad results.

The interval between operations varies from two to five weeks and

should be no longer than is necessary for the patient to recuperate to

that point which makes it safe to proceed with the second operation.

Delayed too long, regeneration of the ribs will take place, thus making

the thoracic wall rigid and thereby not permitting full compression from

the last stage of the operation.

The principle causes of death following operation are pneumonia,

wound infections and heart failure. To prevent pneumonia the most

important thing would seem to be compression over the most diseased

portion first which is usually the apex, as recent literature shows this

complication to be less frequent when this procedure is followed. What-
ever technique is used, however, special effort should be made to have

the patient expectorate at frequent intervals to prevent stasis, and if

expectoration is prevented by pain, narcotics in sufficient quantity to

control this should be given. A properly trained nurse who, by carefully

supporting the operated side during efforts at expectoration, can also

contribute much aid in this direction.

As regards wound infection and heart failure, the same measures as

in any other major surgical procedure would be applicable. Post operative

care of these cases is otherwise not radically different from the care of any

other surgical case. The patient should be placed in bed, usually on the

back, but in the position most comfortable to him. There is usually a large

amount of pain which may continue from one to three weeks, and nar-

cotics for the relief of this should not be withheld. We may expect a rise

of temperature and pulse rate for a day or two due to auto-tuberculiniza-

tion. But should this continue longer, complications of a more serious

nature should be searched for. These patients should remain in the hospi-

tal two to three weeks after the last operation and then return to a sani-

torium to continue sanitorium care as long as seems advisable in each

individual case.

DISCUSSION

Dr. Wm. p. Herbert, Asheville: Mr. Chairman, I want to speak

simply about the work Dr. Ivey is doing in Asheville. I happen to be

doing some of the same work myself, but I do know the work Dr. Ivey is
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doing is excellent work, and with him I hope more men will take up this

work. There has been some complaint on the part of the tubercular men
that it is difficult to get patients to submit to so extensive an operation.

That is certainly true in some instances. However^ in a tubercular resort,

one of the difficulties we had after several of these operations had been

done was trying to persuade the patients it wasn't a cure-all for every

type of tuberculosis. We found for a great many of them it was merely

a step forward in the curative process of pulmonary tuberculosis, just

as pneumothorax or an}' other rest procedure, because that really is all

that an artificial thorocoplasty or paravertebral thorocoplasty is. It is

putting the diseased lung at rest. As I said, it is only a step forward
in the rest process that is the aim and object of all men in tubercular

work. Again, I want to speak in the highest term,s of the work he is doing

in Asheville and I am delighted that I have a man in Asheville who is

engaged in the same sort of work that I am who is doing such a, high type

of work.

A STATISTICAL INQUIRY INTO THE
RELATIVE FREQUENCY OF SUPRAPUBIC AND PERINEAL

PROSTATECTOMY FOR BENIGN HYPERTROPHY

By R. B. McKnight, A.B., M.D., Charlotte, N. C.

Mr. Chairman and Members of the North Carolina State Medical
Society:

It was my intention to talk on the technic of suprapubic prostatectomy

in the operative treatment of benign hypertroph}' and to supplement such

a talk with statistical data having to do with the relative frequency of

this operation. Consequently I sent out inquiry cards, as I shall show in a

few minutes, to those men who are in a position to give substantial sta-

tistical data. The tabulated replies are so interesting, that with your
permission, I shall change my subject, and confine my remarks to a study

of the replies received. I assumed that a lantern would be available in

this hall, but I did not assume that I was able to have the slides made,
therefore I prepared a series of charts, and I hope that you can all see

the attempts at printing thereon.

Chart 1

A statistical inquiry into the relative frequency of suprapubic and
perineal prostatectomy for benign hypertrophy. A preliminary report.

This is only a preliminary report. It is my intention to go into a more
detailed study of this question, and I expect to report such a study in the

course of the next year or so.

Chart 2

Inquiry cards were mailed to (1) each of the 75 members of the

American Association of Genito-Urinary Surgeons from whom 42 replies

were received, and (2) each of the 38 members of the American Urologi-

cal Association practicing in North Carolina and the four adjoining
states; replies were received from 21.
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Six returned cards from the 42 answers in the first group and 2 from

the 21 answers in the second group gave no figures or percentages. Sta-

tistics are based therefore, on:-

36 replies from the first group

19 replies from the second group

Chart 3.

In the treatment of benign hypertrophy of the prostate I use the:

1. Suprapubic operation.

(a) One stage Approximate percect of cases

(b) Two stage Approximate percent of cases

2. Perineal operation.

(a) Perineal section alone Approximate percent of cases

Approximate per cent of cases

(b) Suprapubic cystosomy followed by perineal section

My opinion is that the opera';ion has certain advantages:

Anatomical Physiological

My opinion! is that functional results are better following the operation.

Signed

It is my plan to send a more detailed questionnaire to the entire mem-
bership of both these organizations, and to a number of men doing gen-

eral surgery.

Chart 4

Statistics based on 36 replies from members of the American Association of

Genito-Urinary Surgeons in the United States and Canada.

Chart 5

Fifteen men doing the suprapubic operatior.i only

Six entirely or chiefly the two stage

4% of cases in one stage

96% of cases in two stages

Nine entirely or chiefly the one stage

78% of cases in one stage

22% of cases in two stages

I do not specially like the terms "one stage" and "two stage," but

they are almost universally used. By the term "one stage" is meant that

drainage has been secured by means of intermittent catheterization or

the use of the indwelling uretheral catheter, and that the bladder is

opened and the prostate enucleated in one operation. In the two stage

operation, a preliminary cystostomy is done to secure drainage, and sub-

sequently the prostate enucleated.
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Chart 6

Sixteen men doing suprapubic operation and an occasional perineal

Seven doing their supruapubics entirely or chiefly in two stages

92% suprapubically

11% in one stage

( 89% in two stages

8% perineally

96% in one stage

4% in two stages

Nine doing their suprapubics entirely or chiefly in one stage

88% suprapubicaKy

61% in one stage

36% in two stages

12% ])erineally

86% in one stage

14% in two stages

Total percent of this group donoe suprapubically 89.7%

Total percent of this group done perineally 10.3%

Chart 7

Two men doing perir.eal operation only

One stage 95%
Two stages 5%

Threen men doing perineal operation with an occasional suprapubic

Perineal operation 88%
One stage 87%
Two stages 13%

Suprapubic operation 12%
One stage 20%
Two stages 80%

For the sake of brevity under chart 7 I use the terms "one stage" and

"two stage" in the perineal operation. By the term "two stage" I mean
that a suprapubic cystotomy is done preliminarily for drainage and then a

subsequent removal of the gland through a perineal incision. You will

note that only two men of the 36 do the perineal operation exclusively.

They perform it almost entirely in one stage. Dr. Young of Baltimore

comes in the second group, although he is not included in my statistics

as he gave no figures or percentages on the inquiry card. He wrote a very

cordial letter, however, stating that he does the suprapubic operation

occasionally, but that his series is not large enough to draw conclusions

therefrom. He does chiefly the perineal operation, as you all know, and
with mighty good results.

Chart 8

Statistics based on 19 replies from members of the American Urological

Association! practicing in North Carolina and the adjoining states: Virginia,

Tennessee, Georgia and South Carolina.
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Chart 9

Fifteen men doing the suprapubic operation only

Seven chiefly in one stage

One stage 88%
Two stages 12%

Eight chiefly in two stages I

One stage 7%
Two stages 93%

Two men doing chiefly the sujirapuhic operation with an occasional perineal

Suprapubic operations 80%
Perineal operations 20%

Two men doing the perineal operation only (botli from one clinic)

One stage 100%

The two men doing perineal operation exclusively are both members of the

same clinic which does only the perineal section.

Chart 10

A.A.G.-U.S. A.U.A.

Men doing: No. % No. %
Suprapubic operation only 1-5 41.7 15 78.9

Suprapubic operation chiefly

(Occasional perineal) 10 44.4 2 10.5

Perineal operation only 2 5.6 2 10.5

Perineal operation chiefly

(Occasional suprapubic) . 3 8.3

Suprapubic operations 36 82.0 19 92.0

Perineal operations 36 18.0 19 8.0

Chart 11

Anatomical and Physiological advantages A.A.G.-U.S. A.U.A.

Suprapubic route 24 16

Perineal route 5 1

Same - 3 1

Functional results are better following the:

Suprapubic operation 29* 17

Perineal operation .=
4** 1

No difference 1

*Thirteen men do both operations.

**Three men do both operations.

This chart speaks for itself and needs no special comment. I shall

not go into details in this paper as to what is meant by anatomical and
physiological advantages. Briefly, that operation which offers the safest

method of approach, the clearest visualization of the field, the least like-

lihood of untoward post-operative complications, the best setting for

post-operative treatment and prospects for the smoothest convalescence

and last and perhaps most important, that one which is the simplest to

perform, cerainly possesses such advantages.
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One man wrote me that he had been brought up on the perineal opera-

tion and had performed it for a number of years in a large series of cases.

He decided to do a series of suprapubic operations so as to compare his

own results. He was so gratified with the functional results that he has

entirely abandoned the perineal operation and does the suprapubic as a

routine.

These statistics, I think, will give one a fairly accurate idea of the

views of those men who are in a real position to judge the merits of the

various forms of operative treatment for benign hypertrophy. One is

justified in drawing from them the following conclusions:

Chart 12

CONCLUSIONS

Suprapubic prostatectomy, either in one or two stages, is preferred

to perineal prostatectomy by an overwhelming majority of men doing

urological surgery. They believe that there are anatomical and physio-

logical advantages, and that the functional results are superior in those

cases in which the suprapubic operation is performed. Therefore, from
these statistics, one must infer that suprapubic prostatectomy is, by all

odds, the operation of choice.

DISCUSSION

Dr. W. M. Coppridge, Durham: In regard to the choice of operation

in prostatectomy, this is a thing that has been debated a good long time

and I think has resolved itself to the training of the individual man as to

which operation he prefers. Certainly Dr. Hugh Young has had tremend-
ously good results with the perineal operation and a lot of men who have
been trained under Dr. Young are getting good results with the perineal

operation. There are a large number of men, however, who have had very
little or no experience with the perineal operation and, naturally, prefer
the suprapubic. I happen to be of that class. The training I have had
has been altogether by the suprapubic method and I am sure so far as

I am concerned, I can get very much better results that way.
I believe that the statistics will show that there are probably fewer

complications and better functional results by the suprapubic operation,

that is, taking the results of all operators and analyzing them. They
almost all agree you can get better functional results by the suprapubic
operation. That may be because there are such a small number of men
who have been adequately trained in the perineal operation. I don't know
about that. As to whether or not tiie suprapubic operation should be done
in one or two stages I think depends a lot on the type of patient that
the individual operator sees. It is certainly true you can do a much prettier

operation, a much better technical operation in one stage, where you can
open the bladder and with direct vision see the gland thoroughly Jand
then do whatever suturing might be necessary to cover up the dead space,

but that operation, of course, is better for the better risk. The men who
see poor risks, the older cases, the more or less neglected cases such as

we see largely in North Carolina, I certainly think will find the two-stage
operation the safer. I would say that the one-stage operation is certainly

nicer surgery, but I believe the two-stage is the safer surgery in the
majority of cases.
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I think Dr. McKnight is to be commended on trying to get the data

on these two operations and throw any light he can on this problem.

Dr. a. J. Crowell, Charlotte: Mr. Chairman, I have been attending

most of the medical societies in this section of the country, and in the

nation, for about twenty-five years. During that time I have heard Hugh
Young and his followers put out of commission, but somehow or other

Young and his followers are still getting results.

When you take the statistics, the number of fatalities following the

perineal operation and preparation for same and the suprapubic opera-

tion with preparation for same, you will find at least twice the fatalities

and twice the complications following the suprapubic operation. Why?
Because, in the first place, you have drainage in the perineal operation

from the most dependent point—I have said this time and again, and I

will say it as long as I live—not only from the wound itself, but the

kidney secretion. Therefore, you will need no foreign body in the bladder

to irritate the bladder and produce infection, embolism, thrombus,

phlebitis and so on, but we all know that any surgeon will drain any

wound from the most dependent point when it is possible to do so. You
don't drain your bladder from the most dependent point; if you could, you

would. Therefore, it is common surgical sense to believe that a wound
drained from the most dependent point is the ideal way to drain that

wound.

For twenty-five years or more I have been doing nothing but follow-

ing Hugh Young and his followers, and if I live twenty-five more, I will

continue to follow him when I can do the perineal operation. Remember
we don't do the perineal operation exclusively. When it is necessary

to do the suprapubic operation, we do it. We did one only two or three

weeks ago. There was a great big stone in the bladder. While they were

in there, (Dr. Thompson and Dr. McKay did this operation) they re-

moved the stone and said, "Well, how about it?" I happened to be stand-

ing there. They said, "Will we go ahead and take the gland out?"

I said, "I don't see any reason why you should not. You will get

good results from the suprapubic operation. Rather than keep the man
here two weeks to do a secondary operation, go on and do it now."

The man was in pretty good shape. They operated and he got along

all right.

I speak of the preparation, the fatalities following the preparation.

I happen to be a member of the Genito-Urinary Surgeons' Association

and I have heard this thing discussed time and time again, and they

all admit about two per cent of the cases die following the first step

operation, and then they have from two to four per cent afterwards.

I can't give you the actual statistics at the present time, but in the neigh-

borhood of 2000 cases, I will say patients we have operated on, I don't

believe from the day we began prostatectomies until the present time,

we have had over, at most, five per cent fatalities. Today we have from

one and one-half, I will say, to two—in the neighbrohood of that. Our
patients get up very seldom without good function following the peri-

neal operation, no more frequently, I will say, than when the operation

is done suprapubically. You may see a perineal case occasionally where

there is not very good function and I see a suprapubic case where there
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isn't very good function occasionally. You may see a perineal fistula

occasionally as a result of the perineal operation. I see suprapubic fistu-

las occasionally following the suprapubic operation. Therefore, speaking

of the statistics that Dr. McKnight has shown us, it is nothing but what
would be expected.

How many colleges in the United States are taught suprapubic opera-

tion.'' You must remember that the perineal operation originated at one

institution and has gone out from that institution. Where it is taught in

other institutions throughout the United States, it is taught by those who
follow Young's plan. The general surgeons throug^hout the United
States have been teaching this operation, and it has been done supra-

pubically. It is natural that you get such statistics as you have seen

this afternoon, but you watch as time goes on and men become more
skilled in the perineal operation and you will see the statistics change.

Chairman Bost: Any further discussion? I will ask Dr. McKnight
to close the discussion.

Dr. R. B. McKnight^ Charlotte: Mr. Chairman, the fact is that

the perineal operation was done several years before suprapubic enucle-

ation was done. I did not intend to get into a discussion as to results or

merits of these operations, but I cannot agree as to the figures which

are quoted, that the mortality following the suprapubic operation is twice

as high as that of the perineal. It is not. That does not check with clinics

which do a large series of suprapubic operations, as any one can find

by referring to the literature. The statistics from the Mayo clinic com-

pare favorably, as a matter of fact almost identically with those of Dr.

Hugh Young. There is an institution where they have on their files

probably 1000 perineal prostatectomies, yet perineal prostatectomy has

been practically abandoned. They are doing a few there occasionally.

I have a letter from one man who has done a series of over 500 cases

in which he said he was trained and brought up on the perineal route

and had done a large series of those cases, but for his own information he

decided to try a series of suprapubics, which he did, and was so gratified

with the results that he has entirely abandoned the perineal operation

in favor of the suprapubic. When it is all said and done, the mortality

depends perhaps largely on a man's training. If I had to have my pros-

tate removed and Dr. Crowell by chance were going to do it, I should

prefer that he do a perineal operation. If Dr. Hunt of the Mayo clinic

were going to do it, I should want him to do a suprapubic operatiojn,'.

not because I believe in the first instance that the perineal operation is

the operation of choice, I don't, but because the operator in question

is trained to do only that.

I know when you compare the statistics, clinic for clinic, or man for

man, who do both operations, you will not find that the mortality sta-

tistics are a bit better in the perineal route than in the suprapubic. You
will find that the vast majority of men, as I believe I have showed you
here today, (and, incidentally, this paper was not from the general

surgeons, the replies were from members of the American Association

of G. U. Surgeons and the American Urological Association exclusively)

reports that they consider better functional results following the supra-

pubic than the perineal operation.
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URETERAL STONES

(Methods of Removal)

Claude B. Squires, M.D., F.A.C.S.

of

The Crowell Clinic of Urology and Dermatology

A brief report is made on 208 consecutive cases of ureteral stones

coming into the Crowell Clinic during the period from February 12th,

1925 to March 31st, 1928. With a few exceptions these stones are all

on exhibit in the Museum of the Crowell Clinic. Of these 208 cases,;

almost an equal number were found on the right and left side—100

were found on the right, 106 on the left and in two instances the ureteral

stones were bilateral.

The number recovered by operative cystoscopy was 161 or 77.4%
of the 208 cases.

In 19 of the 208 cases we found it advisable to do an open operation.

1 6 of these were abdominal ureterolithotomies ; 1 was a vaginal uretero-

lithotomy; 1 was a pyelotomy for removal of stone higher up in the

ureter and in another instance a nephrectomy was done on a patient

whose kidney function had been totally destroyed and there was no

chance of restoration of the normal renal function.

There is a series of 19 cases in which the stones were not recovered.

Many of these 19 patients received treatment and left the Clinic and

in all probability passed the stone later. There were a few, howeverf,

who came into the Clinic for a diagnosis or consultation and did not

remain for treatment.

In 82 instances, or in 50.9% of the total 161 stones removed by

cystoscopy, the stone was removed within one week; in 35 instances or

21.7% the stone was removed in from one to two weeks; in 9.9% of the

cases they were removed in two to three weeks and in 5.6% they were

removed in 3 to 4 weeks; thus, in a period of four weeks a total of 88.1%
were recovered. From a period of one month to three months to one year

3.7% were recovered and over a period of one year or longer the re-

maining one was recovered.

A large majority of patients who came in with ureteral stones had

a hydronephrosis and an infection above the stone, that is, a uretero-

pyelonephritis. In this series of 208 cases we have positive evidence

that 111 of the 208 cases had infection or pus in the urine above the

stone. We have positive evidence that of the few patients who came in

with no pus in the urine above the stone, 5 became infected after cysto-

scopic manipulation. Of the remaining 92 cases, we have no positive

evidence that they were or were not infected, but we feel sure thati a

large majority of them were infected on admission. What we mean by

infection is a pus cell clump or 5 to 6 pus cells in the urine obtained

above the stone. There is always a hydronephrosis and if the infection

is not present at the time of examination, infection will soon be produced.

Following any cystoscopic manipulation there is, as a rule, some

reaction. However, when a cystoscopic manipulation is done for ureteral
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calculus, if a catheter can be passed by the calculus, there is, as a rule,
not any reaction, but on the contrary the patient feels perfectly relieved
because the hydronephrotic fluid has been drained off and drainage estab-
lished. When there is free drainage the patient is very comforta1)le even
when a catheter is in place in the ureter. After cystoscopic manipulation
and the stone is not passed, there is, as a rule, some reaction, conse-
quently, when a patient comes in with a ureteral calculus we make every
effort to get by the stone with a ureteral catheter in order to establish
drainage. The reaction which develops following cystoscopic manipulation
IS characterized by general malaise, chills, fever and pain over the kidney
involved. Just what causes a reaction following cystoscopic manipulation
we are not sure, but it seems to be due to a swelling of the mucous
membrane and a resulting hydronephrosis. We have positive evidence
that 29 of these patients who had cystoscopic manipulation had quite
a sever reaction.

Our procedure when a patient comes in with a stone in the ureter
is as follows

:

1st: We try to establish drainage by passing a ureteral catheter by
the stone. This is some times quite difficult by using various types of
catheters we can, as a rule, get by the obstruction.

2nd: We allow this catheter to remain in place by the obstruction for
a period of 48 or 72 hours, and,

3rd: In the case of a small stone we inject into the ureter above the
stone a 2% solution of novocain and allow it to remain for ten minutes
then, '

4th: We instill sterile oil slowly as the catheter is withdrawn The
patient, following this, is sent to the hospital but before goino- he is
given a gauze to strain his urine through so in case the stone^a^ses
he can recover same.

In many instances the stone is too large or is impacted and it is
necessary to use other means in removing same. We have been using
recently a stone dislodger with which we have been quite successfulWe always use the same procedure as in removing small ureteral stones
but when the catheter is removed after having been in the ureter for 48
or 72 hours, we immediately try to dislodge the stone using the dislodo-er
just referred to. Quite often, while using this dislodger it is possible^ to
catch the stone in its blades and with gentle traction the stone can be
removed easily. I am not intentionally advertising the company that
puts this dislodger on the market, but it is known by them as "The Damon
A. Brown Stone Dislodger" and is put out by the O. Carliczek Company
ot Chicago. "^

This instrument is quite valuable in dislodging and removing ureteral
stones but it must be managed with great care and precaution It must
not be shoved up the ureter but should be gently manipulated and turned
avoiding rough, quick manipulation. Quite often a piece of mucous'
membrane is torn off with this instrument and in case this is done a uret-
eral catheter should be immediately placed up to the kidney pelvis and
allowed to remain in for a period of 48 to 72 hours. We have found that
this prevents reaction and also prevents stricture formation.
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After a stone is removed we advise our patients to return every
two months for a period of over a year for dilatation of the ureter,

because we know that some trauma is done in removing stones and unless

it is followed up and treated a ureterial stricture is very likely to develop.

I desire to report briefly a few cases in which these methods have
been used in removing stones

:

Case Record No. 16133. H. W. L. Diagnosis, Left Ureteral calculus. Calculus

removed by cystoscopic manipulation after dilatation with a No. 11 and No. 6

catheter. After these catheters had been in the ureter for 24 hours they werte

removed and novocain and oil injected around the stone.

Case Record No. W734. F. M. Diagnosis: Large stone in Lower end of Right

Ureter. Removed following dilatation with one No. 6 catheter and one No. 5

catheter up to the stone. These two catheters were left up against the stone for

24 hours and following injection of novocain and oil around the stone it passed

after a period of 12 hours.

Case Record No. 20754- W. D. H. Diagnosis: Impacted stone Lower End of

Left Ureter. Removed by the same method.

Case Record No. 184-75. A. R. W. Diagnosis: Right Ureteral Calculus. Remov-

ed by metallic stone dislodger after the ureter had been dilated with a No. 6

catheter. The catheter was left in for a period of 48 hours and following this

the stone was removed without any trouble. Following the removal of the stone

the No. 6 ureteral catheter was passed up to the kidney pelvis for drainage and

to prevent reaction.

Case Record No. 18200. R. B. F. Diagnosis: Impacted stone Lower End Right

Ureter. This patient was quite large and the metallic dilator was passed up to

the stone easily and past the stone after a little manipulation. Stone was removed

at the first treatment and a Na. 6 catheter was passed up to the kidney pelvis

for drainage and to prevent reaction.

Case Record No. 18321. M. Q. Diagnosis: Impacted Stone Lower End Right

Ureter. This stone was removed after dilating the ureter with a No. 6 catheter

for a period of 24 hours time. It was removed with the stone dislodger. Following

the removal patient did mot have any reaction.

Dr. Claude O. Abernethy, Raleigh: Mr. Chairman, I want to

congratulate the Crowell Clinic, especially Dr. Squire, on this excellent

paper he has put forward today. I want to say for his benefit and for the

clinic's benefit that they are practically originators of this line of work
and have done more work in it, that I have been able to discover, than

anybody else I have found. They have done some real pioneer work.

I hav removed several stones from ureters by manipulation of the

cystoscope, and it isn't such an awfully hard thing to do. I remember
one particular case where it took me nine months to get the stone out.

I don't know how many times I cystoscoped that man, I don't think he

knows himself. It got to be a habit about once a week. He didn't seem to

mind it. There was dilating each time. We didn't have a stone remover.

I don't know if I would have used it if I had had it. I am like Dr.

Squires when he says you had better be sort of careful how you stick

that thing up a ureter unless you have an X-ray and can see what you

are doing. You might take part of the ureter out and you might take

enough out to cause a rupture. Usually if you dilate the ureter large
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enough below the stone and get by it and use enough novocain, which
1 am glad he is using instead of cocain and oil, the stone will finally
come away. Sometimes they come away after the patient leaves vou when
you only see them once. They come in for a diagnosis and vou make the
diagnosis and the man goes away and you never hear from him anv more
until you see him on the street in some other town about six months later
and he says, "I passed that stone."

You say, "I am glad you did. What became of it.?"

He says, "I lost it."

I am glad Crowell has some way of keeping the stones so he can putthem on record in various clinics. I congratulate vou for vour excellent
paper. Dr. Squires.

Chairman Bost: There is nothing humiliating about being a G Uman, fellows. Don't hesitate about discussing this paper.
Dr. W. M. Coppridge, Durham: Mr. Chairman, when Dr. Squires

wrote me and said he was going to present this paper, I looked over our
series of cases and found that in the last four vears we have seen 159
cases of stone in the ureter and with a percentage of-I have forgotten
the percentage,—but there were twelve cases we operated on In the
ease of a very large stone located about the mid portion of the ureter Ialways prefer to operate. I feel it is less trouble to the patient; it is notvery much more risk to open the ureter and take out a stone, particularly
It It IS much over a centimeter in diameter, than it is to subject him to the
large number of cystoscopic treatments.

I have had some limited experience with the use of the mechanical
stone remover. I have been able to remove quite a few small stones. Iprefer, though, after using it a number of times to stick to Dr Crowell's
original method of packing catheters in the ureter, as many as you canaround the stone and allowing them to stay from twenty-four to thirty-
six hours followed by an injection of oil. I formerly used novocain asDr Crowell recommended. Of late years I have stopped using novocainand just employ the oil. I feel I get about as good results without thenovocain as I do with it. I don't see any particular reason for not using
It except It IS just one more thing to do. I feel that when you pack the
catheters in the ureter, particularly large bougies and catheters, thepresence of these foreign bodies there in the ureter overcomes about allthe spasm that you could expect to get, even when you used novocain. So
I have just been employing oil.

For the last six or eight months I have been using the McCardy endo-scope for putting these catheters in the ureters for the reason that youcan get very much larger catheters and bougies through this instrument

rV r T ''°''^'' *^' "'^^"^'-'' cystoscope, and I believe the use ofthe McCardy instrument is quite a step forward in dilating the ureter Ithink we ought to always remember to give Dr. Crowell credit for this

Zh.-^' .k T^l'^^^
him all over the United States that he is the father

to urolo""

'•emoving stones, and it certainly has meant a whole lot

th^,?'"' ^'f^' ^'r^^'-^"'
Fayetteville: I have had some experience inthis line of work. I am not persisting with ureteral manipulation as muchas I did a few years ago. I find that it is best after a reasonable length
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of time to operate on these cases. The operation can be carried out very

successfully under spinal anaesthesia when the stone is in the middle

portion or low down, and following operation. I have never seen any bad
results. We follow with uteral dilatation for a period of some four to

six weeks in order to ward off the development of a hydronephrosis. My
best results have been with the employment of a caudal injection. This

gives a relaxation of the ureteral orifices and makes it possible to employ
instrumentation with the least possible amount of discomfort to the

patient.

Dr. Donnell Cobb, Goldsboro: I was very interested in Dr. Squires'

paper and I was interested especially in the case he reported of a vaginal

ureterotomy. I had a case some time ago in which I attempted several

times to remove the stone by cystoscopic manipulation and was unsuc-

cessful. I could palpate the stone just beneath the anterior wall of the

vagina, so I opened up the vagina and dissected the ureter, which was
quite easy, as I could feel the stone. I removed the stone in that way and
closed the ureter with a rubber tissue drain. There was drainage of urine

for two or three days and the patient was able to be out of bed and
discharged from the hospital on the tenth day. I wonder if Dr. Squires

would tell us something of his case.

Dr. a. J. Crowell, Charlotte: There are one or two things I want to

mention with regard to the tendency to do more ureterolithotomies. It

requires a great deal less skill to do them than it does to remove the stone

by cystoscopic manipulation, and the great tendency with all of us is to

follow the line of least resistance. I think the statistics in the last 208

cases treated at our clinic will verify this statement. We have done a

larger per cent of ureterolithotomies largely because it was so much
easier done. If the stone is large and you have some doubts as to whether

you can succeed in removing it by cystoscopic manipulation, the tempta-

tion is to do a ureterolithotomy and save effort.

Then with regard to the vaginal ureterolithotomy or Lower's opera-

tion. It is simple and a very easy operation if everything goes right.

Some time back I decided to try it out on a lady patient with a large stone

in the lower end of the right ureter and was quite successful. It took no

time and we had no trouble at all in removing the stone. In a second case

in which we attempted to remove one by this method a short time after,

the stone slipped up the ureter, making it necessary to remove it supra-

pubically. It occurred to me while operating that this operation could be

simplified very much by passing a six bladed metal dilator above the

stone before anaesthetizing the patient and open and close the blades

down until they come in contact with the stone and use it not only as a

tractor to keep the stone from slipping back up the ureter, but as a guide

in our incision and the location of the stone. We shall try this on our next

case and I am sure it will simplify the operation very much.

In looking up our records of 506 cases of ureteral stones we find that

of the 298 cases reported before our Tri-State Medical Society in 1925,

that the length of time it took to recover the stone was 16.5 days. Of the

last 208 cases, which Dr. Squires has just reported, the length of time

required to recover the stone was 22 days. We have purposely given more
time between treatments and have been leaving the ureteral catheter in
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longer than previously and this is the explanation as to why the greaterlength of time to recover the stone in the cases reported by Dr. SquTres
Dr. Claude B. Squires. Charlotte, closing discussion: Mr. Chairmanwe use caudal anaesthesia, but not as routine^ We use it in certain cases'but as a rule we employ only local anaesthetics in the urethra. I th nkDr Crowell probably answered Dr. Coppridge's question, that this stonem this woman removed the vaginal route was\ large stone easily locatedand very easdy removed. As Dr. Crowell said, we don't treat t^iese patients as often now and they can wear a catheter very easily. The avera 'enumber of days, I believe, is 22 in a series of 208 p'atients^t took a

W

that many days to recover the stone. We have one patient who is s^ilunder treatment, and one who was under our care for one vear
Chairman Bost: The next and last paper is "The' Treatment of

(ZlLpore!)^ "' *'^ ^''^''''"
'' ""'• ^'^'- ^ ^^'^' «^ Gri::i::.

our meeting I want to thank you gentlemen for vour papers and vourdiscussions. I am glad indeed to have served as Ch^irmaJ.
^ ^

Dr. Donnell Cobb, Goldsboro, was elected chairman for 1928 Session
Ihe meeting adjourned at 6:05 o'clock.
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The Section on Eye^ Ear, Nose and Throat was called to order by

the Chairman, Dr. S. D. McPherson, Durham, in the Men's Card Room,
The Carolina Hotel, at 2:00 P. M., Tuesday, May 1st, 1928.

Dr. V. M. Hicks, Raleigh, Secretary.

LARYNGEAL DIPHTHERIA

1. Proper Management of Intubated Cases

2. The Relation of Tracheotomy to Intubation

By V. K. Hart, M.D., Statesville, N. C.

Unquestionably the O'Dwyer intubation set has been a life saving

means of no little importance. Many cases go on to uneventful recovery.

A number of other patients have a stormy convalescence ; indeed ofttimes

serious complications. These latter cases are more numerous than usually

appreciated by the profession.

Ultimate recovery is made surer and chances of complications dimin-

ished by certain measures commonly overlooked. In the writer's practice

these measures are executed routinely: 1. Pagenstecher linen is used and

is not cut but pasted to the cheek and tied around the ear. This allows for

quick withdrawal in case of obstruction by secretions, food, or membrane
coughed from subglottic area. It also diminishes trauma to larynx in

removing the tube. Children soon become accumstomed to the linen in

the mouth. 2. Just enough atropin to check excessive salivation. 3. A
properly fitted tube. Too large a tube is apt to produce subsequent

laryngeal stenosis. Too small a tube is easily dislodged by coughing.

4. Cuffs on both arms to prevent child pulling out tube. 5. Sufficient anti-

toxin. Never is less than 20,000 units given. 6. Small amounts liquids at

frequent intervals. 7. Digitalization. Recent work of the University of

Michigan Pharmacology Department- shows this to be one of the best

drugs as prophylaxis against the toxic effects of diphtheria on the heart

muscle. 8. Proper hospitalization when possible; at least an experienced

nurse in attendance. 9. A tracheotomy set is always at hand when intuba-

tion is done and left in the room afterwards.

Having successfully intubated, when should a test extubation be done.''

As early as seventy-two hours later. Not later than ninety-six hours.

This because the tube, though dramatic in its relief of stridor, is bound

to act more or less as a mechanical irritant. Long continued wearing of

a tube is apt, being superimposed on an inflammatory condition, to pre-

cipitate or maintain extension to the arytenoid cartilages with a resultant

edema preventing extubation and possibly going on to a true laryngeal

stenosis. In the great majority of cases those patients who are going to

get along without tubes can be successfully extubated in seventy-two

hours. Where the tube must be replaced, the majority of personal cases
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have gone to tracheotomy. Occasionally a case is seen where the tube is

worn five to seven days or even longer and later successfully removed. If
the tube must be used longer than four days, these patients are to be
viewed with apprehension.

An average case without complicationis is first cited. It is taken at
random from a number of such cases.

Case No. 1. Female child, age two and one-half years. Fist seem December 12,

1926. Pharyngeal and laryngeal diphtheria. Definite stridor. T!hirty thousand
units antitoxin given intramuscularly. Labored breathing so marked. No. 2
O'Dwyer tube put in place. Immediate relief. Extubated December 8, 1926. Un-
eventful convalescence.

A case is next cited illustrating the other extreme and exemplifying
the necessity for always being ready to do an instant tracheotomy because
of possibility of subglottic involvement below the tube or because of dis-
lodging a piece of membrane and pushing same below tube while doing an
intubation.

Case No. 2. Male, age three and one-half years. First seen at home October
16, 1927. Marked stridor and cyanosis with all accessory muscles of respiration
in play (History showed child had been sick some forty-eight hours beflore

family doctor called). Immediate intubation with. No. 3 O'Dwyer tube gave no
relief. Tube taken out and replaced several times with no change at all in

breathing. Emergency tracheotomy done. Moved to hospital for posttracheotomic
care. Given 20,000 units antitoxin. Uneventful convalescense and successfully
decannulated seven days after admission. On the other hand, subglottic involve-
ment may come on after intubation and despite all treatment as shown by the
following case:

Case No. 3. Male, age two years, first seen at home August 13, 1927. Pharyn-
geal and laryngeal diphtheria. Stridor marked and respiration much embarrassed.'
Intubated with No. 2 O'Dwyer tube and moved to hospital. Immediate relief.

Twenty thousand units antitoxin given. Child apparently going on the unevent-
ful convalescense. Thirty hours later an emergency call found patient with
marked stridor and cyanosis. Tube hastily withdrawn (showing value of leaving
linen attached). Found patulous Cleaned and replaced. No relief. Emergency
tracheotomy done at once. Successful decannulation one week later and unevent-
ful convalescence.

As previously suggested a child sometimes cannot be extubated. The
sequence of events is reflected in this case:

Case No. 4. Male, age three years, first seen at home November 2, 1927. Laryn-
geal diphetheria obvious. Immediately intubated with a No. 3 tube with com-
plete relief. Family doctor had previously given 30,000 units antitoxin. Unsuccess-
ful extubation on third, fourth and twelfth days. The first two times the tube
was successfully replaced with relief, but the third time the stridor and cyanosis
became so marked even after replacing tube that it was necessary to do a
very rapid tracheotomy. (Would it not have been better to have done it much
earlier, removing all mechanical irritation from the larynx and putting same
at rest?) Child was moved to hospital for posttracheotomic care. One week later
breathing exercises were started beieving it loosens the musculature of the
larynx, stimulates the circulation and promotes absorption. Even after changing
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from No. 2 to No. 1 cannula, the child was only able to go an hour or two

with' the same corked, and then not compete relief. Exercises were repeated daily,

however, and child sent home after mother had been instructed rigidly how to

daily change the tracheotomy tube, care for same and carry out breathing exer-

cises. A week later fearing a postdiphtheritic stenosis, a direct laryngoscopy was

done with a small Jackson laryngoscope. The motility of the cords was good, there

was no granulation tissue or adhesions, and no fixation of arytenoids. There was

slight residual swelling of right arytenoid. Following this, the child slept quietly

on three successive nights wi.h cannula corked and decannulation was carried

out without further trouble.

Still another case is cited to show the value of early tracheotomy

when child cannot be extubated in five or six days. Tracheotomy was done

by necessity almost a week earlier in the course of the disease than in

Case 4. Convalescence was shortened at least ten days., thereby, because

decannulation was begun at the end of one week. (Not until about seven-

teenth day after tracheotomy in preceding case.) Short history follows:

Ca^e No. 5. Male, age three years, brought to hospital November 18, 1927

with unquestioned laryngeal diphtheria. Marked stridor and cyanosis. Intubated

at once with No. 3 O'Dwyer tube. Complete relief. Twenty-thousand units

antitoxin given (an undetermined amount had previously been given by family

doctor). Unsuccessful extubation on third day. Marked stridor comi^elled re-

placement of tube. Extubated again on slxLh. Given syrup of ipecac as expector-

ant to loosen any residual membrane. Temporary relief only, though given to

point of vomiting. Tube was replaced with difficulty beccmse of sioeUing of

arytenoids. (This illustrates a most important point previously menioned, viz.,

the mechanical irritation of the tube in exciting or maintaining a perichronditis

or chronditis or both.) Marked stridor and cyanosis continued, wi.h tube replaced

and an emergency tracheotomy was done. Uneventful convalescence. Successfully

decannulated one week later.

All the above cases were unquestioned diphtheria. In these cases the

Klebs-Loeffler bacillus can be demonstrated in cultures from areas of

involvement in pharynx or larynx, from membrane on intubation tube

when extubated, and from tracheal secretions when tracheotomy is done.

This latter work was carried out with interest for obvious reasons.

There is a type of streptococcic laryngitis which very closely simu-

lates diphtheria even to the production of a pseudomembrane. One such

case was recently reported by the writer.'^ Still another case is briefly

here recapitulated to show the difficulties of diagnosis.

Case No. 6. Called in consultation on morning of October 18, 1926 to see

baby, age nine months, because of difficult respiration. The breathing was more

"stuffy" than obstructed. There was no definite stridor, no cyanosis. The nose

gave evidence of an upper respiratory infection and there was a large mass of

adenoids in nasopharynx. No membrane in nasopharynx or pharynx. Temperature

99 3/5 (axillary). Am adenoldectomy was recommended if trouble continued.

That evening a hurry call was received from the family doctor. The child

was found in collapse. A No. 1 O'Dwyer tube was hastily put in place wii^h no

relief. Child stopped breahing with tube in situ. A very rapid tracheotomy was

done and artificial respiration started. (This case again shows the impor'tance
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of always having a tracheotomy set ready with intubation set.) The child rallied,

was moved to hospital. No. 1 Jackson tracheotomy tube placed in trachea and

usual posttracheotomic care instituted. Uneventful convalescence and child de-

cannulated one week later.

A study of the tracheal secretions did not show diphetheria organisms. Staphy-

ococci and streptococci can always be secureS on culture of secretions of upper

respiratory tract. However, this was interpreted as an acute streptococci laryn-

gitis due to extension from an acute coryza.

Comment: It is strange that there should be such a paucity of dis-

cussion on this all important subject. There is not a great deal in the

literature and text books do not discuss many important aspects of intuba-

tion and they mention briefly or not at all the relation of tracheotomy to

the same in laryngeal diphtheria.

As early as 1910 Lipscomb" reports a mortality of 25 per cent in 16

reported intubated cases. Certainly the mortality is much less under

present day management.

One of the few discussions of both intubation and tracheotomy is by
Jopson" in "Handbook of Practical Treatment" by Musser. He quotes

the statistics of Siegert who found the mortality from the operations to

be about the same ; namely, 3 i per cent. What is most startling is to see

a mortality of .50 per cent quoted where secondary tracheotomy was nec-

essary following intubation. Assuredly with a modern regime, as shown
by cases herein reported, the mortality should not be more than one per

cent when a case is seen early enough ; at any rate not more than one

per cent as far as respiratory complications are concerned.

Equally startling is a mortality of 80 per cent in 20 reported tracheo-

tomies by Purcell in 1913^. These were all done for relief of stridor in

laryngeal diphtheria.

In 1916 Lynah'^ made the statement that he had yet to see a case of

laryngeal diphtheria relieved by tracheotomy in which an O'Dwyer tube

failed to relieve the condition, nor had he ever seen a case of tracheo-

bronchial diphtheria relieved by tracheotomy when the O'Dwyer tube

was not long enough to reach below the obstruction. Absolute issue is

taken with this statement. Cases 2 and 3 show the falsity of this declara-

tion.

Hoyne** in 1921 reviewed 515 intubated cases. These were at the Chi-

cago Municipal Contagious Disease Hospital. The mortality under im-

proved management fell from 50.1 per cent in 1919 to 15.6 per cent in

1921. This seems high for such an institution, though it must be remem-
bered that in a municipal hospital the patients as a rule come from poor
hygienic surroundings.

PurcelP*^ in 1923 emphasized the superiority of direct intubation

using the instrument designed by Mosher. No great advantage is seen by
this method except that it allows preliminary aspiration through a spa-

tula. Furthermore, in most cases, there would have been no time to set up
an operating room for direct intubation. The patients were in dire need of

immediate relief. If the attached thread is cut, extubation by direct in-

spection through a laryngoscope is altogether preferable.
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Schlaefer^^ in 1924 reported two cases of fatal hemorrhage following

tracheotomy. With this no experience has been had and it is hoped none
will be forthcoming.

Wagers^" in a very recent article reflects one of the conclusions of

this paper^ i.e., that tracheotomy is to be preferred to repeated intubation.

He feels that trauma to a highly inflamed larynx is avoided.

In 1927 Baum/ in an interesting paper, took up the relation of intu-

bation and tracheotomy to laryngeal obstruction as a whole. He feel.s

that even in a streptococcic laryngitis intubation is to be done first.

It is very evident that both have their place in therapeutic armamen-
tarium and one should be prepared to do either. When thus prepared, a

mortality of 90 to 95 per cent prior to 1880 sinks to well below 5 per cent

under modern management.

As far as could be determined none of the cases here reported had had
toxin-antitoxin. Moreover the majority of patients came from outlying

country districts where it is difficult for the country doctor to get his

clientele educated to the point of prevention of dreaded membranous
croup.

A discussion of tracheotomy per se would be plagiarizing and a waste

of time. The "old master," Dr. Chevalier Jackson, has long ago com-
pletely standardized the operation, equipment and post operative care.**

As a former student of his, the writer has followed implicitly his teach-

ings and feels that herein lies the secret of what little success has been

his.

Due to the emphasis laid by Dr. Jackson on post-tracheotomic care,

it is surprising to find now and then a well trained general surgeon regard-

ing it lightly. Certainly many times it means the difference between suc-

cess and failure even with an operation done well from a technical and
mechanical standpoint.

The above cases illustrate another thing emphasized by Dr. Jackson,

i.e., even when a tracheotomy must be done in a great hurry, to do a low

tracheotomy. It is somewhat more difficult but means the difference be-

tween tracheal or laryngeal stenosis and successful decannulation.

Summary: 1. Intubation should be done first. Often nothing else will

be necessary. 2. Proper care after intubation is very important. It has

the same relation to intubation as post-tracheotomic care to tracheotomy.

3. Never should an intubation be done without a tracheotomy set at hand.

It should be left in the room with the intubated patient. 4. A test extuba-

tion should be done on the third or fourth day. If necessary replace and

do another test extubation on the sixth day. The return of stridor and

cyanosis at this time is a clean cut indication for tracheotomy even if

relief is obtained by replacement of the tube. Long continued wearing of

the tube excites or maintains inffammatory processes. Early tracheotomy

in these cases diminishes the possibility of post-diphtheritic stenosis of

the larynx. 5. Subglottic involvement of much extent is always an indi-

cation for tracheotomy. 6. Routine post-tracheotomic care as outlined by
Dr. Jackson must be followed. 7. A rest of the larynx for one week
seems to be very necessary in the average case requiring tracheotomy.

8. It is believed that laryngeal exercises should be started as early as

one week after tracheotomy even if the outer cannula can only be par-
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tially corked at start. It is best to change to a size smaller tube first.

The time of corking is increased each day as the patient's comfort allows

it. Such exercises probably hasten absorption and diminish adhesive pro-

cesses. 9. Routine digitalization of all laryngeal diphthf^rias is valuable

prophylaxis against myocardial failure.
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DISCUSSION

Dr. H. C. Willis, Wilson: He has corralled quite a bit of history and
collected quite a few emergency cases that only the laryngologist meets.

Unfortunately, the pediatrician, as he does lots of other things, handles
more of these cases than the laryngologist. Consequently Dr. Hart was
confined to emergency cases solely. With reference to intubation, as

intubation is commonly done, I am opposed to it, because I believe it to

be a very dangerous procedure. In the great majority of cases intubation
is primarily done by a man who has never seen the larynx, in other words,
he is shoving his finger into a hole and does not know where he is going.

That is the indirect method, which is commonly practiced. The conditions

that warrant an intubation certainly justify the same consideration with
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reference to a tracheotomy^ which eliminates the possibility of a stric-

ture, which you get in a great majority of cases that justify an emer-

gency intubation. Intubation is done many times without first the proper

preliminary treatment. All these cases, for instance, have a great deal of

mucus ; and when they begin to get a little blue or a little cyanotic I

have seen some general practitioners take them by the heels, which makes
matters worse. If they would just think for a minute and turn them the

other way, they would get red instead of blue. If they would just think

and give them a little atropin, that would do away with a good deal of

mucus, and many times they would never touch an intubation tube.

Combine that with a little morphin, and they would have still less oppor-

tunity for an intubation. Any larynx that calls for an intubation tube, in

my limited experience, is a far better case to do a tracheotomy of election

on; and you and the parents can go to bed with perfect comfort. Suppose

you do an intubation and the tube jumps out. That is the best indication

in the world that the tube does not belong there ; there is too much con-

striction on it. Some say to put in a smaller tube, but a smaller tube will

not do any good. That is another indication for tracheotomy. If the tube

is too large it is going to cause a definite amount of stricture that you

arr going to have to deal with for years after the primary condition is

over. If there is any class of cases that you do not want to see come into

your office or do not want to see come into the clinic room, it is those

cases that have been wearing a tube and have a stricture almost as hard

as steel. You dilate them today and think you have helped them, but

they come back in a week almost as bad
;
you dilate them again and again,

and the result is the same. The cases that call for a tube certainly call for

a tracheotomy in many cases, and by eliminating that class of cases from

the stricture stage you are profiting quite a bit. In the average case of

diphtheria, I believe, if handled by an intelligent laryngologist from onset,

he would seldom have any occasion to think of a Dwyer set. Most men
will say they have given five thousand units of antitoxin, but they shot

it into the arm or under the shoulder. It takes forty hours for antitoxin

given subcutaneously to become effective, but I have heard them say they

expect results in five hours, and at the end of five hours they repeat it.

"Antitoxin given intravenously is five hundred times more potent than

that given subcutaneously. It is eighty to ninety times more potent than

that given intraperitoneally." It will appear as a reaction in five hours

when given intravenously, whereas when given subcutaneously it will take

forty-eight hours to make its appearance in the blood. You can readily

see, if the average laryngologist would think for a few minutes (provided

the laryngologists had all the cases of diphtheria) and would give his

antitoxin intravenously, how few times he would have to use the tube,

provided he had the case under his care from the beginning. But Dr. Hart

had under his care only emergency cases. A tube case is an emergency

case; it is an instrumentation just as a tracheotomy is; but I contend,

from my limited experience, that an intubation should not be done where

a low tracheotomy can be done ; and I have never seen a case where a low

tracheotomy could not be done. I think in the larger centers it is prefer-

able to use tracheotomv rather than intubation.
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I shall cite one catastrophe that came to me on a child while in the

service in Bordeaux, France, and before I had done any laryngological

work outside of that which a general practitioner does. In this case there

was no chance of a thorough orientation in that there was so much swell-

ing that from the point of using as a guide every landmark of the throat

was obliterated, and owing to the tissue being of a very friable nature, I

pushed the tube through the muscle in the pyriform sinus. I am not

ashamed to admit it because it was an emergency case, an average expe-

rience at that time. I did this intubation by indirect method, but now I

use the Mosher direct method.

Dr. Everett A. Lockett, Winston-Salem: I agree with you in your

treatment of the cases except that it has been my experience, extending

over twenty-five years, that I do not use as large doses of anti-toxin as

you do; I have not found it necessary. I generally give them ten thousand

units at the start, and if I do not get improvement in six or eight hours

I give them a second dose of ten thousand units.

It do not agree with Dr. Willis at all in his statement, which is a very

broad one and in my experience would be a very erroneous procedure

;

that is, that tracheotomy is the treatment par excellence in preference ^.o

intubation. He spoke of one time when he punctured the pyriform sinus.

I think an intubation is a very delicate procedure and should not be

attempted by one who has not had experience on the cadaver and who
has not seen a competent man do it. An intubation is not a difficult pro-

cedure unless you get excited. In my opinion there are very definite indi-

cations for intubation. I do not think that you should wait until the patient

becomes cyanosed. When the patient has an embarrassed respiration,

bringing into play the auxiliary muscles of respiration, the sterno mastoid

and abdominal muscles of respiration, then I think is the time to do an
intubation. As I said, an intubation, if you do not get excited, is not a

difficult procedure. It is a procedure that you can do with your patient

either in prone position or sitting up. If I have time I prefer to have the

patient sitting up. After you have done it for a while you can do it just

as well without a light as with a light. Just take your forefinger and pass

back over the dorsum of the tongue until you pull the glottis forward.

The patient can breathe then, because you have the epiglottis pulled for-

ward. I have never seen a case so badly swollen that an intubation tube

would not go in with scarcely any effort. When I do an intubation I put

it in, using the finger as a guide, and slip it right over finger. I think those

who have trouble do not raise the iiandle of the introducer so that the tip

of the tube goes forward. If you remember, the larynx is not straight up
and down, but goes forward. I think the oldest child I have ever intubat-

ed was a case pure and simple of spasmodic croup. I was called in one

night, and while I was sitting there he got almost as dark as the doctor's

coat there, and before I realized it he nearly slipped away from me.

I do not know how many intubations I have done in private practice,

but over a hundred. I have had to do tracheotomy only a few times, not

over three or four. Those cases in which I did do a tracheotomy did not

do well. I can say I am always prepared to do a tracheotomy where I do
an intubation. I can readily see that there could be extreme cases where
tracheotomy would be necessary.
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I want to commend Dr. Hart for leaving the string in place in the

tube. I know a great many nose and throat men do not do it, but it is

often more difficult to do extubation than intubation
;
you are likely to do

more trauma to the throat.

I have had an arrangement for the last two years for taking all intu-

bation cases to the hospital ; I have an arrangement with the county to

take care of them, if necessary. It is an expensive procedure ; the hospi-

tals require us to have two nurses. I do not do extubation under four days

and not then if the weather is foggy. I keep the room saturated with

benzoin. I find there is considerable irritation on cloudy days.

Dr. O. C. Daniels, Oriental: I agree with Dr. Hart entirely. When I

first did nose and throat work and got a call I dreaded to go to a child

that had laryngeal diphtheria, but I went and did my best to do an intu-

bation according to the way I was taught, by the original O'Dwyer meth-

od. I had done it on the cadaver all right, but when I put my finger into

the swollen larynx of a child it carried me back to my first obstetrical

work. You all know what a blank feeling you had when you examined
your first obstetrical case

;
you did not know where you were. I had the

same feeling then. By accident I got my intubation tube in, and it was an

accident pure and simple. I went along in that work until influenza came
along, and I was called to a case of laryngeal diphtheria. I had the same
dread and knew that if I got the tube in it would be a pure accident,

though I had studied the thing more than ordinarily. On my arrival I saw
in a minute exactly how to do an intubation. It was like the fellow who
got a call to preach ; it came to me all at once. I will give you my method
of procedure. You know two methods have been given for doing intuba-

tion, one direct and the other, the O'Dwyer, indirect; and the direct

method is rather hard, especially for me. The people that are there to

help you can not bend the child's neck; they think it will break; if you
had a doctor to help you it would be all right. I read a paper before this

section in 1919 in which I described this method, but I will go over it now
for the sake of the younger men. First, as to your intubation set, you have

to have a good tongue depressor. I use one with a corrugated end, so I

can catch the tongue and pull it. Wrap the child up, as described in the

O'Dwyer method. I use the Jennings mouth gag. Put the child on a trunk;

that is the best place. I use a head light; I call this a semidirect method.

Open the child's mouth, put in the tongue depressor, and pull the tongue

down towards you, and immediately you see the epiglottis. The very

instant you see the epiglottis you know right where to put the tube. You
can do it as slowly as you want to or as fast as you want to stick it in

there. You don't have to be an expert, because I was not an expert, and
I did it. With the head mirror you can see in there. You don't have to

traumatize the throat and don't have to turn the baby blue or choke him

to death either. Now, as to extubation; I tried extubation by the O'Dwyer
method and could not do it. In this very first case I had they had to go

over and turn on the electric light plant so I could do it by the direct

method. The child had chewed that string in two ; it came in half. But
if you put a knot in that string, then you can get it out by catching it

in the forceps and pulling it right out. I do not any more mind doing an

intubation now than I mind doing a tonsil operation. In fact, it can be
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done much more quickly. Intubation as practiced by me is too simple and

too easy not to do it and then go and do a tracheotomy. I have in my
experience failed to do one, but that child died so quickly that I did not

have time to do it. I put him on the table and stuck a knife in his throat,

and he got along all right.

Right recently we have had a peculiar condition in my county ; I have

seen three cases of this condition go with measles. The children get so

bad off you have to intubate or they will practically die. I had to intubate

one, and another I started to intubate, but I had my suction outfit along

and sucked the mucus out of the child's throat, and he got better; then I

did not do an intubation. In the others I did do an intubation, and the

children got along all right. I see no reason, therefore, for doing a trache-

otomy when an intubation is so easy.

Dr. Edward B. Clement, Salisbury: We have present with us today

a distinguished visitor, a man who has probably done more intubations

than anyone else here. Dr. Royer, of New York City. I should like to

hear from him on this matter. I therefore ask that our Section extend to

him the courtesy of speaking to us on this subject.

Dr. B. Franklin Royer, 370 Seventh Avenue, New York City: I

was hoping Dr. Clement would take the floor, because he has done as

many intubations as I have done. It was my privilege to have charge of a

large contagious hospital for four and a half years and to teach a good

many men the technic of intubation. I agree heartily with Dr. Hart's

statement in regard to a man's learning intubation and learning delicacy

of touch. Learn your directions on the cadaver and learn when to elevate

your O'Dwyer instrument, so the moment the tip of the tube is engaged
in the larynx it just naturally descends without traumatism until it settles

itself in the larynx ; then you withdraw your instrument. Usually, if you
are in a hospital, I see no advantage in leaving in the string. Those doing

intubation must be equally skillful in extubation. Probably much more
harm is done in extubation than in intubation

;
you must learn how to dc

it with delicacy of touch, so the tube will not strike the posterior wall and

do it harm. Occasionally there will be difficulty in withdrawing the tube

when it extends down below the larynx and into the bifurcation of the

trachea.

I can not agree with the gentleman who urges doing tracheotomy

instead of intubation, though I might perhaps think it better to do a

tracheotomy out in the country, where the child can not be brought to a

hospital.

I do not believe any general hospital is doing its full duty to the com-

munity unless provision is made for taking care of such cases, because

they can perfectly well be isolated in any private room; and I believe the

hospital is not doing its duty unless it provides such facilities. I believe

the interne staff of a hospital should all be taught intubation, so that in

the absence of the attending laryngologist the interne has been sufficiently

trained so that he can do intubation or extubation.

Dr. Clement, while he has given me credit for doing a great many
intubations, has done as many ; he has recently done many hundreds in

that same contagious disease hospital. I could also tell you how skillful
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he has become. He would laugh at the idea of using a light, because the

light will not extend down to the second or third or fourth tracheal ring,

where the stenosis begins and traumatism occurs.

I agree with the doctor about the difficulty of clearing up those cases

of chronic stenosis, yet a case of stenosis is so extremely rare that I

cannot agree that tracheotomy should be substituted for intubation. I

am not unmindful of the fact that the English surgeons do many more
tracheotomies than we do ; neither am I unmindful of the fact that when
I looked over their instruments I saw they were not convinced that the

O'Dwyer set is the best set. I think I would not do intubation, either, if

I had to use their instruments. It is not that they are any less skillful, but
they take a long time to be convinced. Neither are they agreed as to the

large amounts of antitoxin.

As to giving antitoxin into the vein, it is often very difficult to find the

vein in a very small child.

Question : What do you give ?

Ten to twenty thousand units. I believe it is better to give a large dose

at first.

Dr. Hart, closing the discussion:

First, as to isolation, we have repeatedly taken care of these diph-

theria cases, three or four in a room, with special nurses, in a general

surgical hospital and have never yet had one contagion.

Next, as to intravenous administration of antitoxin, I have never yet

tried that method and am to be censured for it. I do not know why,
because I use other intravenous medication.

Third, as laryngologists we should not overlook the possibility of

nonspecific inflammations of the larynx and also the possibility of per-

sistent thymus. I think those are two things we should always bear in

mind, and the only way I know of to make a diagnosis is to take a

spatula and under direct illumination take a swab and make a culture

from the larynx.

As to tracheotomy, I think sometimes it is indispensable ; I am very

sure that some of my patients would not have lived without it. It is very
hard, however, if you want to do a tracheotomy primarily ; most of these

country people have been educated to intubation but not to tracheotomy,

and they feel you are unfair to the patient unless you at least attempt

to do an intubation first.

COMPLICATIONS OF COMMON COLDS

A. J. Ellington, M.D., Burlington.

The title of this paper conveys a rather indefinite idea of what the

writer intends to discuss, so that he feels free to ramble about at will. The
word "complication" might well be replaced by the word "confusion"

on account of the confused state of our knowledge concerning the etiology,

bacteriology and treatment of the common cold. One cause of this con-

fusion is the lax use of the term cold. The laity in general and many mem-
bers of the medical profession are accustomed to diagnosing any inflam-

mation in the head as a cold. The term "cold" is very analogous to the

term "rheumatism," or, to be more modern, the term "acidosis," all of
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which too frequently cover our ignorance of the exact nature of the dis-

ease. If we could linait the term "cold" to mean an "acute rhinitis" or an

"acute coryza," and then name every other disease of the respiratory tract

according to the particular organ or part affected, it would be much more

scientific and a great deal less confusing.

According to public health records, common colds cause more illness

than any other malady. Colds lead to more secondary complications than

any other disease, and yet how lightly they are looked upon and how care-

lessly they are treated by the druggist, by the next door neighbor, and,

too often, by the family doctor or specialist. It is a daily occurrence in

every nose and throat specialist's office to have patients to date the begin-

ning of serious complications with a "head cold," which was carelessly

treated or not treated at all. Many cases of marked sinusitis have been

called deep colds and the victims told to take quinine or aspirin or "tough

it out," while the blocked sinuses became more and more deeply involved.

Dr. Sekard H. Lodge, of Cleveland, Ohio, was appointed chairman

of a committee from the American Academy of Opthalmology and
Otolaryngology to investigate the common cold. He reported that there

were two types of common colds : First—^Those spread by direct infection

from others, the "droplet" infection from coughing, sneezing, expectorat-

ing, etc. Second—Those caused by a lowered resistance, enabling the

bacteria or virus present to set up an active inflammation in the upper air

passages. Dr. Lodge also reported that there were many types of germs
and according to Foster, a virus, all of which are found in upper respira-

tory infections. He pointed out the very uncertain and variable results of

vaccine therapy in colds.

Dr. Alexander McPhedron, writing in Osier's System of Medicine,

states that "colds" are popularly attributed to chilling, but that this view
is no better grounded as relates to colds than it was a few decades ago

concerning the cause of pneumonia and rheumatic fever. He says that in

all these diseases, wetting and chilling in many cases play an important,

although only a contributing part; but in the majority of cases there has

been no chill or exposure to cold. All "colds" he further states are caused

by infection and spread by contagion, as shown so frequently by their

infecting whole households. "Great masses of bacteria are found in

healthy nasal cavities ; they may be pathogenic," says Osier, but "become
infective only after their number has been increased, or they are aided by
favorable conditions." He thinks the infection is more often exogenous
than endogenous. The infectious nature of colds is shown in some epi-

demics of coryza, by the occurrence in some members of the family at the

same time of acute tonsilitis, in others of enterocolitis, especially in chil-

dren. Epidemics of "colds" with general aching pains are spoken of as

"grippe." This term is often used synonymously with "influenza." Since

the World War epidemic of "flu" we have learned a great deal about

these acute respiratory diseases, but there are many points yet to be

cleared up, concerning the bacteriological relationship between the com-
mon cold, grippe and influenza in their endemic and epidemic forms.

In contrast to Osier's emphasis upon the infectious nature of colds,

the Life Extension Institute of New York broadcasts the following direc-

tions for catching; a cold:
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1. During a cold snap have a short hair cut^ military style, up to the

ears.

2. Change to light street or light-weight clothing in borderline sea-

sons and get caught in a cold snap.

3. Wear thin-soled shoes and get the feet soaking wet in cold, damp
weather, and be too busy to change and put on dry garments.

4. Sit reading in an apartment with a window open, but out of sight,

admitting a blast of cold air. A sudden chill and sneeze will announce the

success of this method.

5. Sit in an over-heated office or dwelling room over-clothed, until

the head is congested and the nasal membranes dry; then open a window
and sit in a draft. This seldom fails.

6. Put on an evening dress, go to a big dinner and eat heartily—and

maybe drink ; inhale plenty of dry, over-heated, smoke-laden air
;
get

bored to death and thoroughly fatigued ; and then go home with coat

flapping open and the wintry blasts striking your exposed neck and chest.

Caution : These prescriptions for catching cold will not work very

well if your skin is well trained and your nose and throat free from any

chronic infection.

Let us briefly consider some of the complications of or conditions

secondary to rhinitis or the common cold. Named in order of frequency

the writer would give the following list:

1. Bronchitis

2. Pharyngitis

3. Tonsilitis

4. Sinusitis

5. Laryngitis

6. Otitis media
7. Mastoiditis

8. Affections ocular

9. Entero-colitis in children

10. Broncho-pneuminia
11. Meningitis

Of the above list the more important to our specialty are sinusitis and

otitis media. These two conditions—usually secondary to a cold—are the

diseases for which a large per cent of our patients consult us. With early

recognition and proper treatment of these conditions a complete cure may
be expected ; whereas, delayed diagnosis and improper care often results

in more serious complications with prolonged and difficult treatment.

Dr. Harmon Smith of New York says that "the manifold types of infec-

tion following the common cold produce a corresponding involvement of

the accessory sinuses, varying from a catarrhal sinusitis to a well estab-

lished empyena." Dr. Smith further states that a great many children have

sinusitis—more, in fact, than the ordinary observer would surmise. In the

past year I have had a number of children referred to me by general

practitioners with bronchial disturbances unaltered by the customary

measures at their command. These cases have cleared up when the sinus-

itis disappeared. The pus drops into the trachea and bronchi during sleep
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and produces a cough which is more disturbing at night than in the day,

and is associated with abundant expectoration. Again a number of cases

of otitis media are due to sinusitis, in which the infection extends or is

blown into the ear. Many of you will recall the experiences of your early

boyhood or at least of your associates who had so-called colds each win-

ter, lasting until summer, where many handkerchiefs were used and a

thick, mucopurulent material, often bloodstained and of revolting nature,

was in constant evidence, which were unquestionably subacute sinusitis

cases. They also suffered from recurrent attacks of earache incident to

the nasal stoppage and to the effort to blow the nose, thereby blowing pus

into the ear. All of these would have been spared the earaches and the

evils of diminished hearing if they had been treated by modern methods.

Methods of prevention and treatment of colds and their complications

vary with the individual doctor, but a few general principles might be

mentioned here. First—Prevention of colds: By avoiding contagion from

others. The State Board of Health has a placard with this inscription:

"If you have to sneeze, do it behind your handkerchief, please" ; by

building up individual body protective forces and freeing the nose and

throat of all chronic infections. Second—Prevention of Complications: By
careful early treatment of an acute coryza with avoidance of injurious

nasal douches and blowing the nose too forcefully. Third—Early and
adequate drainage of obstructed sinuses and early opening of abscessed

middle ears. Fourth—Some form of treatment for counteracting the infec-

tion, such as germicides or vaccines either stock or autogenous.

SUMMARY OF CHIEF POINTS OF THE PAPER

1. The term "common cold" should be limited to a definite simple

condition—^"coryza" or "rhinitis."

2. The common cold is the cause of more illness and is the begin-

ning of more complications or secondary involvements than any other one

disease.

3. Two types of colds—the exogenous infections which are contract-

ed from others and the endogenous infections promoted by lowered body
resistance from any cause, and usually superimposed upon a chronic

infection of the nose and throat.

4. Numerous varieties of bacteria are found in colds and secondary

affections—-causing the variability of results in vaccine therapy.

5. The great need for more careful study of common colds with

early diagnosis and proper treatment of the complications or secondary

infections.

DISCUSSION

Dr. H. C. Wolfe, Greensboro: I thoroughly agree with him in regard

to this term "cold." I never did like that term. I think a word I tried to

coin last night, when I read Dr. Ellington's paper, would more thoroughly

express it—-"confusionitis." That would be about the best term for what
we term a cold. I believe these respiratory conditions are all infectious.

We are all lax in the use of this term "cold." If a person comes into the

office with a laryngitis or a pharyngitis or a sinusitis or tonsillitis, the

easiest way out is to tell him he has a cold. He has no respect for a cold
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but thinks he can treat it as well as a doctor can by a little quinin and
aspirin and some compound cathartic pills at night. I think that is one

of the reasons we have these chronic conditions. We ought to name the

condition according to the region ; tell the patient it is a rhinitis, if it

is a rhinitis, if it affects the nose
;
point out the dangers of it ; tell him

he can have infection in his ears or in his sinuses or in his larynx. Don't

tell him he has a cold ; as soon as you tell him that he thinks there is no

need to consult you ; he looks on it lightly. We should not let the patient

make the diagnosis. As I said in the beginning, I believe these conditions

are infectious, whether they are endogenous or exogenous. Usually you

find, in an epidemic of respiratory conditions, it is an exogenous infection;

in the sporadic cases no doubt it is endogenous. As you know, there are

almost any number of bacteria in the nose and throat, and in lowered

resistance (while I have heard doctors say they do not know what

is meant by lowered resistance, and I probably don't know myself) it is

probably an endogenous infection. We should treat the patient for the

condition he has. It may not be so simple in the end. I have made up my
mind it does not pay to be too optimistic about an ordinary nose or throat

infection. If you can tell the patient and make him see he is liable to have

some bad complication like a chronic sinusitis, he is likely to let you

treat it; otherwise he may not let you treat it at the time, and we may
have to struggle with these cysts that Dr. Matheson told us about or a

chronic sinusitis or an otitis media or a chronic laryngitis.

I want to congratulate Dr. Ellington on his paper and wish I could

discuss it more intelligently.

Dr. J. LaBruce Ward^ Asheville: If you will pardon a man who does

not belong to your section for having something to say, I believe I can

answer the question which was asked by the last speaker—but not with

regard to those infections in adults, because I do not treat adults. But
these conditions are common in children, and we often find these recurring

conditions in children, where a child from six to seven years of age has

these repeated infections, perhaps every six or seven weeks, where the

child has recurring laryngitis or rhinitis and possibly pneumonia. The
child has this infection in the upper respiratory tract all the time, and
when the resistance is lowered the patient comes down with an infection

—

whatever that means, but it means much to the patient. I have found two

things that will increase children's resistance very much. First, if you
are dealing with an intelligent mother, it is not very difficult to persuade

the mother to put the child to bed immediately if the child shows symp-
toms of a rhinitis, and if the child is kept in bed he will be free from
symptoms in three days. The next thing is large doses of cod-liver oil

and keeping the child out in the sunshine as much as possible. The next

is hydrotherapy. If a child is subject to these infections, have him stand

in warm water, which is just over his ankles, and then pour over the

shoulders cool water, starting with water at seventy degrees, which is

not very cold. Then use a rough towel to rub the chest. If the child reacts

favorably, decrease the temperature of the water two degrees each day
until you get it down to about forty-five degrees. That undoubtedly will

increase the resistance of the individual to these infections.
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MIXED DEAFNESS

By Dr. Milton R. Gibson, Raleigh, N. C.

Having presented a paper to this section on this subject in 1925, at

which time I stressed especially the functional tests in diagnosis of mixed
deafness, I shall today omit this phase of the subject, but refer those who
are interested, to the article read before, which you will find in the 1925

"Transactions of North Carolina Medical Society."

Each of you, no doubt, are familiar with the term "mixed deafness";

it is deafness where the conductive and perceptive apparatus are involved.

It might be an extension of a disease from the conductive to the perceptive

apparatus or separate conditions involving the two at the same time:

Examples—acute otitis media, resulting in labyrinthitis ; chronic catarrh

of the middle ear with a luetic involvement of the inner ear; acute exacer-

bations of chronic tonsilitis, causing chronic obstructive deafness and
toxemia affecting the auditory nerve.

One might have a badly affected auditory nerve from toxemia caused

by chronic sinus trouble or diseased teeth, and the condition having devel-

oped so gradually that the deafness was not noticed and impacted cerumen
in the ear might cause deafness of a marked degree. Upon removal of

the cerumen the otologist fails to relieve his patient to his satisfaction. A
close examination will find the patient has nerve deafness, and further

examination will, in most cases, find the cause of his nerve deafness.

I shall not attempt to cover this subject in this paper and my remarks
will be very much at random. There will be many things on the subject

left unsaid and far more points not touched upon than referred to. If I

can get more of us interested in studying deafness and show that a much
larger per cent of deafness can be cured than is cured, I will feel that my
few remarks have not been made in vain.

When we have acute infection of the tonsils, sinuses, or teeth, and this

is followed by damage to some distant organ of the body—nephritis,

iritis, neuritis, or rheumatism—we expect further trouble to result as

the acute stage subsides into a sub-acute or chronic condition, by repeated
exacerbations of the local infection. Why then should we not expect this

to happen to the organ of hearing—the chronic infection acting indefi-

nitely on the end organs as a toxic process.

The perceptive apparatus to which sound waves are carried for regis-

tration and interpretation is a highly organized nervous mechanism which
is subject to derangement in its normal function by systemic conditions

which affect the nervous apparatus as a whole—body fatigue, deleterious

substance that circulate in the lymph and blood streams, as well as

changes in the end organ itself.

Too often we look upon the loss of tone perception as though it were
a mechanical problem in which we must find some gross pathology in the

conduction apparatus to explain the loss of hearing. In recurring attacks

of either secretory or fulminating otitis media, one's hearing will get worse
with each attack and in time with lowered resistance from one cause or

another a definite nerve deafness will develop.
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The toxemia of a long standing chronic purulent ear is more deleteri-

ous to the end organs than the acute otitis media. Even chronic secretory

infection is more harmful to the inner ear than the acute type.

Many patients are seen that have exactly the same amount of deafness

in each ea: and knowing that nerve deafness has a tendency to become

equal in either ear, it is conclusive that bilaterial deafness of equal amount

is, in most cases, nerve deafness, and very likely from a toxemia. Is it at

all probable that one would have the same amount of obstruction to either

ear, getting the same reaction to every test—bone conduction, voice, etc.

I do not think so, but I can see where the toxins might attack the end

organs of either ear equally.

Complete or nearly complete loss of hearing is not possible in a case

of obstructive deafness, pure and simple. Extremely marked deafness

may be due to disease of the perceptive apparatus (inner ear or nerve)

alone or in combination with disease of the conductive apparatus, but

never to disease of the conductive apparatus alone.

Focal infection, in my opinion, is causing more deafness than anything

else, and is more amenable to treatment. I wish to call attention especially

to pyorrhea and abscessed teeth. These conditions are usually chronic

and it is the toxemia of the chronic infections that attack the inner ear.

Due consideration should also be given chronic infected tonsils, nasal

accessory sinuses, gall bladder, appendix. Any focal infection in the body

might attack the inner ear.

DISCUSSION

Dr. J. P. Matheson, Charlotte: Of course I am in thorough sympathy

with Dr. Gibson's paper and all the facts brought out. The only thing I

thought of in listening to the paper is that sometimes where we get a

very marked obstructive deafness that is probably not due to toxicity but

due to inactivity of the inner filaments that have not been in use, just as

an eye not used loses some of its power. So I think we can have a mixed

type of deafness not due to toxemia. Take a chronic adhesive catarrh that

has been going on for a long time and that was very marked in the begin-

ning, the function of the ear has been so held back, just like an atrophied

leg or an atrophied muscle, that you do get an inner deafness which is

not due to toxemia but is due to a degenerative process. I do not know
that I have any scientific backing for that, because I have never heard it

discussed by men who know anything more about it than I do ; but it has

been an opinion for several years, especially since I have been using an

audiometer and especially since I have been working in conjunction -with

a good internist to eliminate other foci of infection. I do think that proba-

bly in our ear work we are not accurate enough in our classification; we
say it is a catarrhal deafness and go on dilating the tubes when they are

wide open. I heard a report about a year ago that in 980 autopsies were

found only three strictures of the eustachian tubes, and I also heard of a

report in Europe where in over 900 cases not a single stricture was found.

I do think our ear work should be put on a little more scientific basis,

and I am glad Dr. Gibson has brought forward this subject of mixed

deafness. The only thing I want to say is that my results in searching for

foci of infection have not been very encouraging.
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Dr. Gibson, closing the discussion: I agree with Dr. Matheson and

am quite sure that his version is borne out by most men. But I wanted to

bring out the point that many an ear is being inflated when you can take

a bougie and shoot right up into the ear itself. Still those ears are being

inflated day in and day out, week after week; and we all know that when
an ear is thoroughly open inflation is certainly not indicated.

FURUNCULOSIS OF THE NOSE—REPORT OF CASES

By Alvin Clay McCall, M.D., Asheville, N. C.

This usually simple condition is often painful and may prove fatal

I shall only consider the infection furunculosis, with no intention of dis-

cussing other conditions of the nose or surgical procedures that we are

doing daily in and around the nose. Neither do I feel like apologizing

for selecting this subject because, though it is a simple infection it often

takes life, and is worthy of deliberation by this section of the society.

There is only an occasional mention of furuncle in literature, there-

fore my reference notes are few. Dr. Harris of the New York Post-grad-

uate School, a few months ago reported a fatal case in A.M.A. Likewise

did he find a dearth of reports in the literature.

Cause: The same as found for the cause of furunculosis elsewhere.

Namely, staphylococcus and streptococcus. The position of the nose is

such that its function of allowing contaminated air inhaled rendering

an area far from aseptic; the rather infrequent bathing in which
there are certainly few antiseptic measures used to rid the skin, which

is very porous, from the ever present staphylococcus ; added to this

the often bruising by the use of handkerchiefs, plugging the pores

and bruising by use of cosmetics by the female, a lowered resistance

is produced rendering an ideal site or media for pathogenic germs.

Anatomy: I shall only enumerate a few points in the anatomy. The
nose and upper inner aspect of the face is very porous containing very

little hair except in the nose passage, very limited supply of lymph glands,

but is especially richly supplied by blood vessels.

Many of the veins have no valves, especially is this true of the facial

vein, which is a large, thick vein and has no tendency to collapse, but

remains patent. It receives its tributaries through the tempro maxillary,

labial, palpebral and frontal, and has communicating branches with the

ophthalmic veins and in this way establishes connection with the cavern-

ous sinus within the cranium, bringing about free communication between
the external or superficial circulation and the deep or intracranial circu-

lation. The surgical significance of this free anastomosis between the

nose veins and the cavernous sinus is the fact that a furuncle infection^

which has a predilection to form on the outer aspect of the alae of the

nose, especially in the sulcus or junction of the nose with the face proper,

occasionally of course, higher up towards the inner aspect of the orbit

and just internal to the nasal passage. This infection which begins as a

very small pimple, so often is picked, squeezed and contaminated by
unscrupulous meddling, the area increases in size there being very few
lymph glands to disseminate the infection, the small venules of course
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transfer the infection to the larger venules^ which communicate freely

with the cavernous sinus. A backward flow is often established, being

facilitated by no valves in the veins. Septicemia and meningitis result.

Symptoms : Probably 75 per cent of the cases are never seen by a

physician, and of the remaining 25 per cent, probably 50 per cent are

seen by the family physician who not infrequently might not stop long

enough to instruct the patient about the care of a simple furuncle. It is

generally the complicated cases that come under our observation, which

have ceased to be simple furuncles but are in the stage of cellulitis.

Simple furuncle has practically no symptoms except local redness, slight

tenderness and the presence of a pimple. The severe symptoms such as

swelling of the face, closing of the eye or an exophthalmos, a septic tem-

perature with chills, are symptoms of complications rather than the

primary focus.

Treatment: Observing the usual surgical prophylaxis, avoid opening

too soon and also undue squeezing or bruising. In fact do not contaminate

the area with the fingers. Local application of some mild ointment such

as ichthyol 1 5 per cent and the use of hot applications very often dissemi-

nate the infection or help bring it to a point. Then it should be opened

with the actual cautery, making free opening but do not break down the

protecting barrier by undue pressure. Wound should be dressed with a

porous, light dressing.

Case No. /. M. G., female, age 24, came to see me on February 16, 1925, com-

plaining of a pimple on the alae of the left side of the nose, which was very pain-

ful and slightly swollen. The history was that two orthree days ago she had picked

with a plm and squeezed it. Past history and family history of no importance

except the fact that she had been a healthy girl all her life. Present examination:

A small furuncle about the size of a hazel nut was found near the junction

of the alae and the face on the left side, with considerable induration, discolora-

tion of the area surrounding, vestibule of the nose. Furuncle was treated aseptical-

ly and patient instructed to go home use 15% ichthyal ointment and hot applica-

tions over the area. Temperature 99.5. After two days patient had apparently im-

proved, there was some reduction in the swelling and less jiain. Suddenly over

night, side of face swelled closing left eye, skin red having appearance of bMsters

ready to form, apparently in pre stage erysipelas. Eye ball normal in position

with the pupil of moderate size, fundus normal, temperature 104, pulse 110. This

stage of affairs persisted for two days when it was noticed that the eye was

more prominent, skin of the lids bulging and a protruding tongue-like protru-

sion of the conjunctiva between the lids. Condition continued for two or three

days when conjunctiva protruded more, eye ball turned upward, exophthalmos

so marked that the ball seemed as though it would be dislodged from the orbit.

At this time it was possible to examine the fundus which showed marked bptic

neuritis and the loss of vision. Patient could only recognize light. She of course

had been transferred to the hospital the previous day and operation donfe on

March 7. Operation consisted of an. incision just below the outer canthus of the

left eye and with blunt forceps wound carried into the apex of thte orbit. Ap-

parently the instrument met with no resistance and upon withdrawal of the in-

strument immediately 1/2 ounce of fiocculent pus was evacuated, the pus being

under considerable pressure. Other stab wounds, one made above the lid and two
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incisions made tl^rough the bulging conjunctiva. Two Gutta percha drains placedm incision and carried well behind the eye ball and one each placed in the other
ncisions. Eye dressed very loosely, patient returned to her room wi:h the con-tinuation ot the hot applications.

Pro^.....; In the course of the first twenty four hours patient held her own,with a less number of chills, second day temperature had dropped to almostnormal and by the fourth day had re.ched normal with a rapidlv^ubsiding evi-

tor home
?""'""

r"
f-Phthaimos. In a week's time the patient was allowedto go home for a few days' interval, to return later for second plastic operatic,which ..s done on March 31 under local anaesthesia. At this time the protruding

conjunctiva was removed and the sac approximated the normal size
Final result: Eye normal as to position and movement, with a slightly en-

l7donr''
""'''''' '"' °' ""'" ^'' '"'^°^^^^ '^°""* '"'^' b^«-' -It-e

Case No 2. O. S., female, age 28. This case seen in cosultation at MissionHospital, August 29, 1025. Patient had been admitted to hospital on AugusT^T,Hisory: A week before admission to the hospital, patient had developed afuruncle on the bridge of the nose, which she opened with a pin. Four Ty Taterright eye began to swell and patient consulted a doctor. Swelling and pl nincreased, rise in temperature, musclar pains, chills, pain in back ff neckTd

with Tnf"*;r r '?™""" *° '°'P'"' ""^' ^^^^^^^ '- -^^ --^tose condition

and edema of lids and conjunctiva of right eye, considerable exophthalmossteamy appearance of cornea, shallow anterior chamber wirh verv poor vTwof fundus owing to the condition of the media. Temperature 101. There wl Igradual increase in the the severity of all the symptoms u,ntil August 29th

m les :;te^:eT1^'r^°"^^^^"^
^-^ ^^^^^^^^"-^ -"•^•^^--^ condmon, r!gti

"gn the L; ; f 7r' 1'
oP'^^thotonus present with positive Koenig's

ye markedlv . LrT .
^ '^*'""" appearance, swollen edematous, righteye^ markedly protruding with a protrusion of the conjunctiva. Leukocyte count

abovrTh?:yet"ti:r '^'t''-
°^^^^' ''' "'^^' ^''' ''^^'y - ^-'«^- ™ade

towa ds apex of the °t" ^f*'^"^'
^"'^^^-" ^-"^ ---d by blunt instrument

couragement left for free drainage and bleeding. Wounds dressed 1oo.pi/ hcontinued hot applications to side of face with ice car, to ton nf ^ .T "^

ture continued to rise until it had reached 10^!. ^lilTa^'^rth cc^/ed IXTn"the morning of August 30th.
oi-currea early m

org!r;::l.
'"'^^'"^^ '''''-' ^^^"'^ «"^^ -^" ^^--'^ -'"^ ^trepococcus

Case No. 3 D. B., female, age 17, came to see me January 5, 1926 The comP aint was pain in left cheek for past three days. Began as a small piml (1furunc e) just external to the alae of the nose left side
^^

h«lfT'7'""-
'^^™P"«t"^^ 101, pulse 100. Left side face swollen eye abouthalf closed, no exophthalmos, fundus normal, skin fiery red with a Ist^nappearance in spots, very tender to touch and patient .l^^^J^ l^:^pain,



502 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

Treatment: Nose and side of face cleansed gently with antiseptic solutions,

and patient sent home with instructions to apply ichthyol ointment and hot ajDpli-

cations to face. Within twenty-four hours the general appearance remained about

the same but with less pain. In two days temperature had reached normal, much
cessation in the inflammatory appearance, and the patienit generally better. Con-

tinuation of the treatment and by the fourth day improvement so marked that

the patient was permitted to remain at home for several days before reporting

again. At no time was the furuncle lanced.

Case No. 4- J- L- H., age 31, male. I was called to see this patient on February

24, 1928. After a rather superficial examination, I found him with a temperature

of 104, swelling of the face etc., and sent him to the hospital immediately where

following history was obtained.

Present illness began four days before with a small pimple on the alae right

side nose, which he picked with a pin. He paid very little attention! to this

condition for a day or so when he noticed the place had become larger and very

painful and he had fever.

Past history showed nothing of importance except some kind of operative

procedure on the nose in the hospital in France, but this had left no exterior

scar. Family history negative.

Examination: Patient seemed in a very toxic condition and complained of

hot flushes and severe pain in the face. A furuncle about the size of a dime on

the right alae was glistening in appearance and surrounded by a large area of

induration, face swollen, edema of the lids, conjunctivitis, pupil dilated, fundus

normal, no exophthalmos, sinus negative, throat negative. Leukocyte count done

at this stage 16,-500, urinary report showed albumin and casts.

Treatment: Ichthyol ointment applied over the area and hot applications insti-

tuted with free elimination encouraged. Temperature continued to rise and

the general comfort of the patient about the same. On the 2.5th, blood culture

was taken and 50 cc anti strepococcus serum given. On the 26th condition had

become aggravated, more swelling in the face and around the eye, semi-conscious

condition. On the 27th there was a continued rise in temperature, which reached

106, pulse 130, respiration 30, leukocyte count 27,500. 50 cc anti strepococcus

serum given, blood culture reported negative. It was decided to make ftee in-

cision to encourage drainage, so under administration of a small quantity of

chloroform a deep free incision made below right eye near the outer canthus

and with blunt instrument carried in to apex of the orbit. No pus found. Two
incisions made over the cheek and at the base of the nose; drain placed in, each

incision. Loose dressing applied. The 28th found exaggeration of all symptoms,

muttering delirium, temperature 106, pulse 140. Patient died in the P. M. of

the fourth day in hospital. Spinal fluid cloudy showed streptococcus.

DISCUSSION

Dr. R. S. Beam, Lumberton, N. C: Dr. McCall's paper is a very

interesting one. It is on a condition very commonly seen in our offices^ but

seldom discussed in our medical meetings. I am never particularly pleased

to see a case of furunculosis of the nose come into my office on account of

the gravity of the complications, if any should occur. There is very little

treatment for simple uncomplicated boils of the nose, and I sometimes

feel that these cases with furuncles of the nose and elsewhere about the
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face, might be safer in the hands of the old fashioned general practitioner,

who always waits for his boils to get ripe before opening them, than in

the hands of some of our modern young surgeons with too radical ten-

dencies.

The complications that one might expect are, diffuse inflammation

of the tissues about the face, intracranial and blood stream infection. The
latter two are nearly always fatal and especially so if the germ is the

streptococcus, which is true in the majority of the cases.

I agree with Dr. McCall in the treatment that he uses with a very few
exceptions. I do not use vaccines or serums any more, though I used them
quite extensively a few years ago. If a diffuse cellulitis of the tissues of

the face should occur I do not operate as quickly as I did at one time, but

wait for localization and then open at the most dependent point, avoiding

traumatizing the surrounding tissues and breaking down nature's barrier.

Intracranial and blood stream infection generally follows a diffuse in-

flammation of the tissues of the face and may occur without any breaking

down of the cellular tissues, as in some of the cases that Dr. McCall
reported. These cases were operated upon but no pus was found and
of course there was not advantage in the operation.

I have had several cases of septicemia and the mortality rate has been

exceedingly high. The causative organism was not isolated in every case

but so far as I know I have not had a recovery in streptococcic septicemia.

Two or three years ago mercurochrome was hailed by some as a God send

while others were not so enthusiastic about its use. I used it in two cases

of streptococcic septicemia, with the result as previously stated.

Beau, in 1926, reported 58 cases of blood stream infection with the

organism of the coccus group; 14 cases were treated with mercurochrome,

with 1 recovery; 14 cases were treated with sodium cacodylate, with 4

recoveries, and in the other cases different methods of treatment were
used including the vaccines and serums with no recoveries.

We should always keep in mind the gravity of the complications that

might occur following furunculosis about the face, and I wish to thank

Dr. McCall for bringing the subject for discussion before this meeting.

Dr. Robert P. Noble, Raleigh: I presented a paper before this

Society last year on the treatment of carbuncles and furuncles with X-ray
and have continued to treat such cases with most gratifying results. It is

rather strange to me that people continue to read papers like this without

mentioning such a force as X-ray. Within the last six weeks I have treated

two cases of furunculosis of the nose with most excellent results. It has

gotten to be so that I do not mind seeing a person with a boil coming in,

no matter where the boil is, because I know that I can take care of them.

I suggest to Dr. McCall that if he will try X-ray treatment next time he

will knock his furuncle out.

Dr. McCall, closing the discussion: There is a little bit of confusion

about furuncles ; those reported were really cellulitis cases rather than
simple furuncles. We never see seventy-five per cent of the cases of fur-

uncle ; of the other twenty-five per cent we specialists see about half ; and
they are always complicated. The X-ray treatment would be of no benefit

where we have the complications of cellulitis, meningitis and septicemia.
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I also want to agree with Dr. Beam about noninterference. In the

three cases that we interfered, it was done as a last resort and only

because the people wanted us to do something. The successful operation

on one I think was due to the long standing of the case and the complete

walling off of the pus, the operation resulting successfully.

SOME OBSERVATIONS OF ACUTE OTITIS MEDIA
By B. W. Fassett, M.D., Durham.

This paper, as the title would indicate, is a few observations or

impressions of acute otitis media as gathered from practice and no attempt

is made to cover the entire subject since a detailed description of the

disease appears in all standard text books on the ear.

A few years ago it was only the specialist that attempted examinations

of the ear but at present we find the pediatrician and many of the younger

men in general practice making routine inspection of the ears of their

patients. Frequently these men are heard to remark that they can easily

distinguish an acute ear but would like to know how to determine when
the ear should or should not be opened. It is partly in response to ques-

tions from those who are making their first attempt to master the mys-

teries of the acute ear that this paper is written.

Those called upon to treat diseases of infancy and childhood frequently

meet with an indefinite temperature which can only be explained after a

complete physical examination and the examination of the child is incom-

plete until the ear drum is carefully inspected by the aid of a speculum

and good illumination. Every physician and especially the pediatricians

should know how to examine the ear drum even if they do not wish to

acquaint themselves with ear conditions further than that. Without ade-

quate means for such an examination, those who are constantly treating

children will frequently find themselves face to face with serious diffi-

culties.

The causes of otitis media are familiar to all and it is unnecessary to

detail all the affections or infections of the nose or throat that would give

rise to a suppurative process in the middle ear. A part of the literature

which we have on the subject is confusing and at times contradictory.

They say the infant is more susceptible because the eustachian tube is

shorter and more open than we find it in the adult but we proceed to con-

demn the adenoid tissue because by pressure it reduces the size of the

orifice. After its removal we frequently find adhesive bands pulling it

wider open than it was in the original state. We say that the hypertro-

phied posterior tips of the inferior turbinates press against the eustachian

orifice making it too small and this predisposes to otitis media. In atrophic

rhinitis the orifice is widely open and this invites infection.

Our text books of the earlier days seem to think that the tonsils and
adenoids were the two most important contributory factors in causing

otitis media but those of us who have been doing this work for some time

will recall how frequently and with what regularity otitis media occurs

in the susceptible child even after tonsils and adenoid are carefully

removed. This however is no argument against the removal of these organs
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which particularly in the hypertrophied state are capable of producing

such an endless amount of trouble. However, one must get away from
the idea that definite promise can be made that no ear infection will take

place after the tonsils and adenoid are removed.

I would place the tonsils and adenoid as a very important contributory

factor in acute ear conditions, not so much on account of their proximity

to the eustachian tube but because they render the individual more sus-

ceptible to colds and whenever a suppuration does take place in the middle

ear it seems to be unduly prolonged and at times quite difficult to manage
until the offending organs have been removed.

The immediate causing factor in all cases of acute purulent otitis is an
organism the virulence of which changes from year to year. One year

the common colds or influenzas may be of a type in which we see very

few complications either of the sinuses or ears, and the following season

there may appear a type of infection which by lowering the resistance of

the individual either locally or systemically will be followed by all manner
of sequelae.

I have long been of the opinion that one quite common factor in the

lowering of resistance with the resultant prolongation of colds and its

many sequelae is the too frequent use of drastic purgatives. Often when
a patient seeks my aid for the relief from a persistent cold I ask the ques-

tion "What have you been taking in the line of treatment?" I find that

a common home remedy is an ounce of castor oil at bed-time and a saline

the following morning. After repeating this the second night and feeling

that the cold is getting a tighter hold, they switch to calomel or whatever
purgative is suggested by their friends as a "sure cure." I sometime ask
if it had not occurred to them that they had already taken more purgative

than was best, and they often admit that they had about come to that

conclusion.

The part that resistance plays in these infections is quite well borne
out by the fact that our ear complications are more frequent as the cold,

influenza or systemic infection of whatever its nature is subsiding. The
organism producing the infection is not willing to wage a fair battle but

waits until its host is laid low and then strikes with telling effect.

Occasionally we see a suppurative condition of the ear which is the

direct result of an injury plus ignorance. The patient is brought in with
the history of accidental puncture of the drum, following which the ear

was irrigated by some thoughtless person and the clot of blood which
offers some protection to the wound is removed and direct infection re-

sults. Bleeding from the ear is sometimes noticed in fractures at the base

of the brain when the petrous portion of the temporal bone is involved.

Early irrigation of such an ear, for which no valid excuse can be offered,

is almost criminal.

There is no doubt but that the most frequent traumatic infection

occurs when both ears are opened at the same sitting, using but one knife
and disinfecting it very hurriedly, if at all, after opening the first ear.

If both ears are to be opened and only one knife is accessible, it would be
best to first open the one which is less apt to contain pus, and then steril-

ize the knife well before opening the second one.
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As to the symptoms of otitis media; if our patient happens to be an

infant there is nothing definite by which a diagnosis can be made. They
are conscious of pain but unable to locate it. We find them as frequently

pulling at the well ear as the offending one. When the infant is restless

and fretful and the cause of the temperature indefinite, we cannot elimi-

nate the ear as the possible source until a careful examination of the

drum is made. With the electric auroscope it is an easy matter for even

the inexperienced to see the drum but the difficulty is in placing the proper

interpretation on the pathological condition found. No one should attempt

a diagnosis by the inspection of a small area of the membrane, and to see

the landmarks and get an accurate idea of the condition present we must

remove all detritus or cerumen that obstructs the view.

In order to note pathological conditions one must have an exact idea

of the normal picture and this can only be obtained by inspecting hun-

dreds of normal ears and noting their variations. It would seem almost

imperative that the pediatrician should acquaint himself with the normal

ear because he is so often called upon to unearth the obscure temperature

of the child and to incise an ear in emergencies or when called into the

rural sections.

On examination we may find a drum very red but otherwise normal;

all landmarks visible and no bulging of the membrane ; an acute catarrhal

otitis media. Whether constitutional symptoms are present or not we are

never justified in opening an ear of this kind and if left alone resolution

will take place in nearly all cases. In quite a large per cent of acute colds

and other respiratory infections where the patient complains of fullness

or stopping up of the ears we find the drum varying from pink to deep

red but redness alone is not an indication for opening an ear.

In another case we may find the typical picture of an acute purulent

otitis ; usual land marks obliterated, drum bulging, canal narrowed, pain,

fever and marked constitutional symptoms
;
paracentesis is indicated and

should be done promptly. The sooner we establish free drainage in these

cases the less apt we are to have serious complications. Opened too early

while the ear is dry it usually means that we will have to repeat the

operation unless the infection is of a very active type. After opening the

ear and getting free drainage we expect all pain to cease and the tem-

perature to drop close to normal but even in the uncomplicated cases we
do not always see the immediate improvement that we had anticipated. In

adults particularly, we find at times the pain continuing unabated for a

few days. The pain in a case of that kind was not caused entirely by the

pent up pus but by the intensity of the inflammation; tissues that were

engorged and swollen within a cavity could not expand. The mastoid

antrum is almost a continuous cavity with the middle ear and no doubt

is involved in practically every case of otitis media but it is probably only

a slight factor m the production of pain in these cases since we find it

quite insensitive in our mastoid work which we do under a local anaes-

thetic.

In children we usually find the temperature dropping close to normal

after the first twenty-four hours but at times we find it continuing high

for a period varying from three to five days. In these cases as well as

1
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the ones just mentioned, although pus was ^jresent at the time the incision

was made, the inflammation had not readied its stage of greatest intensity.

Some advise a mastoidectomy if the symptoms do not subside within

thirty-six to forty-eight hours. If that policy is followed in all cases, then

many needless operations would be performed and I believe we would
have a higher mortality by operating before the patient has had an
opportunity of building up a maximum of resistance.

The borderline cases are the ones that call for close inspection with

careful and discriminating judgment. We find our patient, perhaps an

infant, with a high temperature and restless. The physical examination

we are told is negative. Examination of the ear shows the drum to be red

but only slightly bulging, if at all ; not sufficient evidence on inspection

alone to justify a paracentesis, but taking into consideration the negative

physical findings we decide to give the patient the benefit of a doubt

and incise the drum but with negative results. Some say that with the

status of the patient remaining the same we should puncture the drum
every day so long as it remains red. With an open wound and careless

technique a secondary infection takes place and we get a few drops of

pus which relieves our conscience but I fail to see how the continued

puncturing of a drum would atone for a mistaken diagnosis. Otitis media
in infants is rarely an otologic problem alone and when we have opened

the ears and found them dry, then the responsibility of establishing a

diagnosis rests, temporarily at least, with the pediatrician. The ears

should not be incised the second time without definite indications for

interference.

You probably have observed that ears that have been repeatedly

opened develop adhesions and the drum remains red and sensitive over a

considerable period of time. Frequent exacerbations are noticed and the

ear behaves much like an eye with extensive adhesions of the iris. In

following these cases over a number of years we find that the infant which

was subject to frequent attacks of catarrhal or suppurative otitis has

them less frequent as the years pass and we finally lose sight of the case

for a time. After a few years this same patient, but now perhaps a student

in some preparatory school, returns to consult us, not for an ear ache but

seeking relief from a dullness of hearing which is both a hindrance in

school work and embarrassment in social life. Such an ear will show the

drum closely adherent to the inner wall of the tympanic cavity and we
have a picture which reminds us of a glaucomatous cup. Yet withal we
hear it frequently repeated that it will do no harm to puncture a drum
even if there should be no pus present.

In puncturing an ear that is dry it would seem that the chances of

damage are increased unless the work is carefully done. Many ears are

incised by plunging the knife in until it meets with resistance and then

making the cut. The result is that the inner wall of the ear is injured and
the middle ear filled with a clot. If no pus is present to wash out the

blood and help keep the two surfaces apart it would seem that the condi-

tions were ideal for adhesions to form.

If necessary to incise a drum, the more carefully it is done the greater

number of times we can repeat the operation without extensive and
permanent injury.
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The first essential of a careful operation is to have our patient under

control and the incision made painless by a general anaesthetic or local

one properly applied. If the drum is made visible by good illumination,

then with a steady hand and a knife that is sharp enough to penetrate

the drum without resistance, the incision is made without injury to the

inner wall and with little or no discomfort to the patient.

Our text books usually show a cut of the proper incision to make. It

starts high on the back margin of the drum and sweeps down around the

bottom and up the front until it includes two-thirds of the circumference

of the drum. I don't know the originator of the cut or whether there is a

patent on it, but it seems to be another one of those permanent fixtures

in the text books on the ear. A drum with sufficient visibility to allow an

incision of that extent to be carefully made seldom needs opening. In

severe infections with a swollen canal we may only be able to make out

the posterior superior part of the drum and cannot exercise a choice as to

the location of the incision.

It is desirable to get our drainage at the bottom of the drum but

nature seems to rebel against it and we scarcely stop to ask the reason

why. In spontaneous rupture the cases usually do well and seldom do

we see more than a pin point opening, and this very often posteriorly,

which is the lowest point and affords best drainage for the antrum and

middle ear while the patient is recumbent and lying on the affected side.

No matter how free we make our incision if we inspect it closely the fol-

lowing day we will find it closed with a plastic exudate except for a

small opening and this more often posteriorly and close to the horizontal

meridian. At this stage the edges of the wound can be easily separated

with an applicator and thereafter they seem not to adhere so quickly.

If you are seeing the case for the first time and the ear has not been

opened, it would be well to be guarded in your prognosis. The course or

duration of otitis media is hard to determine since it is impossible to know
the virulence of the invading organism or how the individual will react to

the infection. An ear that gives the appearance of a violent infection will

often subside in a few hours while a mild infection in the debilitated will

pursue an insiduous course often terminating in mastoiditis.

My first experience in offering too early a prognosis was in one of

those neglected cases which gave the appearance of an advanced mastoid

involvement. The ear had not ruptured, the drum was bulging, canal

nearly closed and a swelling over the mastoid which pushed the ear out

until it pointed forward. The drum was incised freely and in a day's time

the transformation was so astounding that now when I open an ear instead

of a gloomy prognosis I wait a few hours to see if nature is going to work
another one of those miracles.

When incising an ear if it is found dry it will often heal promptly if

left alone. If only serum is found it is possible for it to entirely cease in

a few hours. To irrigate either type of these ears usually means infection

with prolonged convalescence. An ear that is kept dry will heal quicker

and with less danger of complications than one that is moist. If the ear

is offensive and filled with a gluey tenacious discharge that is difficult

to entirely remove or the drum is covered with detritus that cannot be
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removed without considerable discomfort to the patient, then a thorough

irrigation is a time saver and of distinct advantage., provided the ear is at

once carefully and completely dried.

If in my observations of an ear I find the pus of a nature that accumu-

lates in caseous masses which blocks drainage, then I do not hesitate to

order an irrigation at stated intervals but at the same time I instruct the

attendant in the technique and importance of careful and complete drying.

There are those who claim that an acute or subacute ear should never

be irrigated but I am not an extremist and do not believe that we should

lay down any hard and fast rule to apply to all cases and from which
there should be no deviation because we seldom find any two individuals

who react alike to any particular form of treatment. Each case is a law
unto itself and requires individual study and care.

DISCUSSION

Dr. John B. Wright, Raleigh: This is a big subject and is one that

covers a great field, because we have it in every walk in life from the

small child up to the adult. The diagnosis sometimes, of course, is so easy

that we overlook the fact that there are other things besides otitis media
that cause a pain in the ear. One of the most easy ways in which to make
a mistaken diagnosis is when we have an epidemic of ear troubles and
have two or three cases coming in every day for a week or two, until

we make a diagnosis almost before we look into the ear. We find that

they are not all otitis media and that sometimes we have opened an ear

for an otitis media when we have a furunculosis. I have seen that happen
and perhaps have been guilty of it. The outstanding diagnostic symptom,
of course, is pain—severe pain. Sometimes the cases develop very rapidly,

so much so that in a few hours the drum spontaneously ruptures. Some-
times we have a very thick, membranous drum that makes it very painful
when there is serum and gas in the inner ear and we get almost instantan-

eous relief, as Dr. Fassett mentioned, from a paracentesis.

I can not see any reason on earth for any intelligent doctor ever
giving a patient castor oil. It is indigestible; it is an irritant; and all that

it does is to make bad matters worse. There is no stomach that can take
it except to get rid of it, as you do an irritant; and to give a child with
a tender stomach castor oil I think is almost a crime. I never in my life

have been guilty of giving a patient castor oil.

If I should stress one thing more than another in the management of

otitis media in children it is that we treat them kindly, that we win their

confidence, that we be not in too big a hurry, and that we do not hurt
them. If you get the child afraid of you and get him scared when he comes
in, as long as you have to deal with that child you have an unruly, ob
streperous patient. It is better to take a little time and be patient and
use a small applicator to get the discharge from the ear, using it a dozen
times if necessary, so as not to give the child any pain. If the discharge
is thick and tenacious and you can not get it out with the applicator I

suggest that you use suction. It removes it easily, removes it painlessly,

removes it better, and leaves the ear cleaner than you can with cotton
wound around an applicator.
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Paracentesis^ I think, the doctor covered well. As to complications

involving the mastoid, I think if there is any operation done on the

human body more times unnecessarily than another it is the mastoid.

(Applause.) I think any aurist that will operate on a mastoid that is not

bulging and not showing external symptoms showing positively that it is

an emergency mastoid before a blood count and an X-ray picture is made
needs to go off and get some good lectures on diagnosing a mastoid. To
take a child and, because it has pain or a discharging ear or diarrhea or

because it does not grow or does not develop, operate on it for mastoid-

itis I think is absolutely criminal ; and I know it is being done in more

than one city in the South. If I were to say anything about the manage-

ment and the treatment of the complications of otitis media I should want

to stress the importance of being conservative in opening the mastoid.

Dr. H. C. WolfEj Greensboro: I read a paper last year on the same

subject. At that time I was very much opposed to irrigation of the acute

ear, and I am still of that opinion. If you have that thick, tenacious pus

and mucous secretion, if you will fill that ear for five minutes with a

solution or essence of caroid it will dissolve the secretion, and you can

mop it out very readily.

Dr. Fassett spoke about opening these drums. I think sometimes

pediatricians, especially, open the drum of an infant unnecessarily. I can

not see any reason at all for it. Just because a baby has an earache is no

excuse for sticking a knife in and opening the drum. We know the eus-

tachian tube in the infant is almost straight, and if you open the drum and

then give the mother or an ignorant nurse a solution of boric acid and an

ear syringe and let her use it you will have one of those chronic ears.

I always wait twenty-four hours, unless the drum is bulging. I use

carbolic solution, and then if I do have to open it later I have a sterile

field. In older children sometimes the ear will never bulge. I usually try

to find out if the patient has had attacks of otitis media before. If he has

had repeated attacks of catarrhal otitis media before, sometimes the drum
is adherent and will not bulge. Sometimes you open the drum and find the

secretion under pressure. I did a mastoid operation on a man last Monday
at the hospital who came in with a complaint of pain one day before.

I could not get much of a history from him ; and, while I had an X-ray

picture made, it did not show much. I opened his drum, not because of so

much bulging but on account of his temperature and blood count. It

drained freely. I waited four or five days before opening the mastoid. The

last picture just showed the cells hazy, but still intact. When I got into

it I found the cells practically filled with granulations. Later I began

questioning the fellow, and he remembered an attack of earache about

a year before, lasting four or five days, which cleared up. I think this

mastoiditis must have been a flare-up from that old infection.

I do certainly not agree that we should operate on all these cases of

otitis media. If you have to operate if you use the essence of caroid in the

ear when you have that thick secretion, even though it has alcohol in it

and will sting a little and the child may not be so friendly to you, yet

it will loosen and dissolve that thick secretion and you can get it out by

mopping, and can entirely eliminate the irrigations which to my mind is

the direct cause of so many chronic ears.
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Dr. C. W. Jennings, Greensboro: Contrary to Dr. Wolfe^ I believe

these ears should be irrigated and irrigated often. The most important

thing is cleanliness, to get the ear clean and keep it clean. I have

seen the temperature shoot up again simply because the ear was not kept

clean. It is true that people need instruction as to the preparation of the

boric acid and the method of using it. I have never seen any trouble from

the use of hot boric acid, and I have seen a lot more trouble in those that

did not use it.

A very important thing in these cases is to treat the nose. Many of

these patients show some dropping down into the throat. Many of the

children have adenoids, and some of the older people have infection in

the nose. If the patient is at home, let him have some drops to use in the

nose. Very often if there is a flare-up in the nose we have a flare-up in the

ear, too, and a prolonged illness.

Dr. H. C. Willis, Wilson: I thoroughly believe in irrigation. I believe

if a man is an otologist he Avill know when to open the ear. I think

fountain-syringe irrigation with boric acid or warm saline, wiping before

and after irrigation, is good. See that the person who is going to irrigate

knows how to irrigate. I find that only about one nurse out of ten knows
how, and not as many doctors know. If you place the patient in the right

position and irrigate the ear every two hours for the first forty-eight

hours, I think the ear will clear up.

Dr. J. P. Matheson, Charlotte: For about ten years, in treating the'je

cases, I belonged to the washers ; and for the last ten years I have
belonged to the wipers. I feel, as Dr. Fassett said in his paper, that every

case should be considered as a law unto itself, so to speak. I think if you
have an acute ear that is not bulging, if you open it and get just serum,
if you do not touch that ear except with perfectly sterile cotton on a

toothpick and keep it wiped as dry as you can, and do not keep cotton in

it but let the air get up in there, using some argyrol up in the nose to

shrink up that swollen adenoid tissue, in two or three days that ear will

be well. You do not even need to see the child again ; let the mother call

you in three days and tell how the child is getting on. On the other hand,
if you have a case with thick, tenacious secretion which you can not wipe
out, you have to irrigate it in order to get out that secretion ; and you
may have to irrigate a number of times. Keep it as clean as possible. I do
not think we can apply the same rule to all cases.

With regard to opening the ear-drum in very young infants, it is not
easy always for me to tell whether the ear-drum ought to be opened or

not. We are all familiar with the fact that a child may come in who has
been running a septic temperature for two or three weeks, and the ear-

drum has not ruptured. We are also familiar with the fact that the ear-

drum in yoimg infants is from seven to ten times as thick as in older

children and also that they have all kinds of little mesodermic clefts run-
ning out from it, and if we open that type of ear rather early the child

will have to come back again and again for treatment, whereas if we wait
until those little mesodermal or embryonic tissues break down and then
open it the condition will clear up promptly.

There is another type of earache I expect you have all seen, the ear-

aches at night or so-called otalgias. The child has a purulent otitis. The
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mother calls up and tells you that the child had earache the night before.

When you look at the ear you find nothing except perhaps a little red

streak down the malleus
;
you take the temperature, and it is not much.

You send them home, and the mother will report earache that same night.

You frequently find that after the mother has taken up the child and
walked it the child gets better. The child has enlarged adenoids, with

this thick secretion. When sitting up the secretion drains out of the eus-

tachian tube, and the pain is relieved.

I should like to have an expression from this section on the so-called

pediatric mastoid.

Dr. J. M. Lilly, Fayetteville : I have nothing to add from the stand-

point of diagnosis and treatment, because it has all been brought out

very well; but I do wish to state that I am very much gratified to see the

tendency toward conservatism in mastoid operation brought out here when
so much inexcusable mastoid surgery is being done. We think that the

mastoid operation is one that does not have to be done frequently if the

cases are seen early. In fact, we think that nearly all acute mastoids will

get well if left alone, with the treatment of the ear as outlined here.

In regard to irrigation there seems to be a difference of opinion. I

belong to the same class as Dr. Matheson; I washed them for a long time,

and now I wipe them. I very rarely irrigate an acute ear. I do one thing

which has been criticised a great deal by some people, that is, cleanse the

ear with peroxide. Instead of essence of caroid I use peroxide. That will

clear out this thick secretion.

It is very gratifying to hear men like Dr. Wright and Dr. Matheson
appealing to the profession not to do so many mastoids. The mastoid sur-

geon who operates on a large number of mastoids in the early stages will

have an appalling death rate.

Dr. R. S. Beam, Lumberton: Dr. Matheson almost took the words

out of my mouth, and after he got on the floor I about decided not to get

up. I did want to say just a word in regard to irrigation of the ear,

for the benefit of the younger men and those who are just beginning this

work. This is a matter that depends to a great extent upon the conditions

existing in the particular locality in which the man is located—the social

and economic conditions. Certainly there is hardly any excuse for irri-

gating an ear during the first forty-eight hours. I think the wiping method
is always preferable, provided the patient can come to your office once or

twice daily. But in the locality where I am we have a large cotton mill

population and a big tenant class, and many of these patients can not

come to the office even though professional services are rendered free.

They are unable to pay for transportation ; and, especially in the more
ignorant class, you can impress the importance of returning the following

day and they may return a week or two weeks or six weeks later or never,

and come in about six months later with a chronically discharging ear.

In these cases it is much better to irrigate, especially if the canal is filled

with thick, heavy pus.

Now, as to the mastoids. In the beginning I did a good many mastoids

and made some of my good pediatric friends mad with me because I could

not agree with them. I disagree with the pediatricians, to some extent.

I have never seen what I could call a pediatric mastoid, but I have seen a
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number of cases of obscure mastoiditis in children in which there was a

complete lack of symptoms or signs referable to the ear that could be

detected by outward inspection. But in every one you could find drooping

of the posterior canal wall and slight or extensive bulging of Shrapnell's

membrane. Without that I have never been willing to say there was any

pathology in the mastoid, and I have never been willing and think it is

absolutely criminal to go into the mastoid because a pediatrician tells us

to go into it. I do not believe one has ever been gone into that showed
pathology that did not show these signs, although I have heard pedia-

tricians state that the mastoid did show pathology when there were abso-

lutely no signs. I think it was only their lack of ability to detect them.

Dr. B. W. Fassett, closing discussion: Seldom, if ever, is it necessary

to irrigate an acute ear while the discharge is copious and thin because

at this stage it can be wiped dry with very little trouble. In the subacute

stage as the discharge becomes thicker, with a tendency to dry and accum-

ulate ; it is then that many cases are cured by a single irrigation if fol-

lowed by careful drying and dusting with some mild antiseptic powder.

For a number of years we irrigated every mastoid; then we went to

the other extreme and did not irrigate at all but simply wiped away the

discharge. After awhile I had a case with excessive discharge ; every day
the dressing was saturated, skin excoriated and ear filled with pus. No
progress was being made by use of dry treatment alone so I decided to

cleanse the ear and mastoid wound by one through irrigation. The wound
and ear was carefully dried, external surface powdered, wound packed
lightly and the regular dressing applied. The next day I expected to find

the usual amount of pus but, to my surprise, the dressing was hardly
soiled. I do not wish to be understood as advocating the irrigation of every
mastoid and subacute ear, but occasionally we find cases in which it is of

decided advantage. The practice of medicine and surgery is not an exact

science in which we can lay down a definite rule to follow in all cases and
from which no deviation is to be considered.

EPISTAXIS—ITS CAUSE AND TREATMENT
By Hugh C. Wolfe, M.D., Greensboro, N. C.

In presenting this paper I wish to call your attention to this fact,

that a normal nose will never have to be treated for hemorrhage unless

that hemorrhage is the result of some violence, and that when you are

called upon to treat a hemorrhage of nasal origin you must bear in mind
that you are dealing most likely with a definite pathological lesion, and
that the hemorrhage is only a symptom of the presence of pathology.

The nose is divided by the septum into two chambers, and each cham-
ber is divided into a lower, middle and superior meatus by the turbinate

bones. Into each side or chamber of the nose there drains the ducts of the

antrum of highmore, anterior and posterior ethmoids, frontal sinuses and
the tear duct. The nasal chambers are richly supplied with blood vessels.

The main supply of the lateral walls being from the anterior and posterior

ethmoidalis, the nasales posticus laterales, sphenopalatine, and the pala-
tine arteries. The septum is supplied by the branches of the anterior and
posterior ethmoidalis, and nasales posticus septi arteries.
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In dealing with lesions of the nose it is of prime importance not to

forget that we are dealing with an important organ, and that it has sev-

eral important functions besides "to smell with" as a majority of the

laymen think that this is it's purpose. Briefly, the functions are: 1st,

respiratory, to warm, moisten and filter the inspired air on its way to the

lungs, and to act as an exit for the expired air. The second aereation; to

aereate and ventilate the sinuses. Third, drainage ; it is the sewer main

into which the secretion of the various sinuses and tear duct drain. Fourth,

phonation, and fifth, it is the home of the terminal branches of the olfac-

tory nerve, and serves as the organ of smell.

In a great majority of cases the bleeding comes from the bleeding

point on the anterior part of the septum, and is easily controlled. It is

more difficult to control a hemorrhage coming from the posterior part of

the nose. As a rule a nasal hemorrhage is not serious in character, but

occasionaly it may become alarming. Beside post operative nasal hemor-

rhage the causes may be divided as follows : First, hemorrhage resulting

from direct external violence. Second, spurs on the septum. Third, devi-

ations of the septum. These last two are usually predisposing causes. The
actual lesion being due to picking the nose, and causing an aera of ulcer-

ation, or the blowing off of dry scabs. Fourth, passive congestion due to

post nasal obstruction. Fifth, perforating ulcer of the septum. Sixth, acute

infectious diseases (typhoid and influenza) this being an active conges-

tion. Seventh, constitutional diseases, such as syphilis, tuberculosis, leu-

keima, haemophilia, purpura, Bright's disease, and arterio sclerosis with

high blood pressure.

The usual scene that greets a physician when called to arrest a nasal

hemorrhage is to find the patient, bed and everything else that has come
into contact with him, bloody, as he has been directing his treatment him-

self, or taking advice from his neighbors for some time before calling the

doctor. His treatment usually consists of chewing brown paper, putting a

bunch of keys down his back, rubbing the back of his neck with ice, and

blowing his nose with all his power, and usually the patient is quite

nervous. He should be reassured by the physician the first thing; then

get his cooperation as it is important. The most disagreeable part of the

treatment for the doctor is that he will have blood spattered in his face

and eyes, unless he takes precaution to prevent it, and effective treatment

will be interfered with. If the patient's head is thrown backward the

blood runs into his throat, and if it is thrown forward it runs over the

lip into his mouth. The natural thing for the patient to do is to spit,

and that is exactly what he does. If a towel is held over the patient's

mouth just under his nose, and a basin held under his mouth, the patient

may expectorate as he pleases, and the view will not be so much hindered,

by the doctor dodging, and that is what he does, unless the patient's

mouth is covered. After the preliminaries it is necessary to locate the

lesion, and to do this the clots and blood must be removed from the nose.

This is best done with forceps, and warm water or warm normal saline

irrigation. If the patient will hold his head first to one side, and then the

other after the irrigation, the side affected can be determined. Sometimes

the hot saline may be sufficient to stop the hemorrhage after the clots are

removed. If not, a little cocain and adrenalin applied to the spot will act
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readily. Sometimes an eye-dropper full of peroxide will stop it, when
allowed to flow slowly into the nostrils. If bleeding persists, the patient
may be given a hot sitz bath as hot as possible, which acts well in some
cases. Swabbing a five per cent ointment of iron sub-sulphate over the
bleeding spot will usually control most hemorrhages. If after trying the
above methods the hemorrhage does not stop, and it becomes necessary to
resort to otlier measures, I prefer a Simpson splint introduced into a
finger cot. The finger cot being covered with Becks paste or the iron sub-
sulphate ointment, and introduced into the bleeding nostril, and then wet
the splint, and leave it for twelve to thirty-six hours, depending entirely
upon the patient's condition. This will control the bleeding if placed in
contact with the bleeding point, and the splint may be placed at any
desired depths in the nostril with a minimum of trauma. The salve pre-
vents the ready decomposition of blood and secretion, and the rubber
serves as a drain. After the splint is removed, a few drops of the mixture,
tannic and gallic acids in glycerine may be used three or four times daily
for its astringent effect. I speak of the post nasal pack only to condemn
it, and especially when a pack is used anterior to it. Except in cases of
emergency, I do not think a gauze pack should ever be inserted in the
nose. It is practically impossible to see what you are doing after the first

part is inserted, and great damage may be done by forging gauze into
the nostril, and the chances are that it will never stop the hemorrhage any
way, unless the bleeding is just at the nasal entrance, and then sometimes
the gauze will absorb the blood, and act as a clot, and the bleeding will
continue. The most dangerous thing about the gauze pack is that it will
absorb and hold in the nose the blood, secretions and bacteria that are
present, and a general sinusitis may result, or worse still a meningitis
if additional trauma has resulted from the packing.

In addition to the foregoing local measures it is necessary to institute
whatever constitutional treatment that is necessary. As I stated in the
beginning, a nose bleed is only a symptom of some existing pathology.
The cause may be local, constitutional or both. In any event the internist
and rhinologist should cooperate with each other in these cases for the
best interest of the patient, and the stopping of a nose bleed should be
only the beginning of the treatment of the patient. If nasal pathology
exists it should be corrected by the rhinologist and the constitutional
treatment left to the internist.

Dr. O. C. Daniels, Oriental: We all have cases of nose-bleed. I well
remember a case that gave me quite a lot of concern. The man was brought
to me very pale, and the doctor said he had bled about a quart. I reckon
he had; he looked like it. He was not bleeding then. I washed his nose
out thoroughly and looked anteriorly and posteriorly and sideways and
could find nothing. At that time I was running a hospital, and I put him
in the hospital so I could watch him. About the time I would get to my
office a nurse would telephone me that he was bleeding; I would rush
back, and it had stopped. I would wash out his nose and search thoroughly
but could not find anything. He happened to be there at Christmas, at
which time I always closed my hospital, so I transferred him to a general
hospital. I got a good internist to look him over thoroughly, but he could
find nothing wrong. He had, as I knew, high blood pressure and some
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nephritis. I was called to him one night, and he was almost pulseless and

as white as death. The nurse said he was dying, and he did look to be.

I had been giving him veratrum, and I thought he had gotten an overdose.

I gave him some ether, putting the cone over him just as in giving an

anaesthetic. After that he never had any more nosebleed.

Recently my brother in New Bern and I had a case. After searching

carefully we found blood oozing from under the middle turbinate. We
investigated and found the blood was coming from the antrum. Maybe the

other case bled from the antrum; I dont' know.

As to packing, I have used packing; I have used both posterior and

anterior packing, although I do not like it. But in cases where you can

not find the bleeding spot sometimes you have to use it.

Dr. Wolfe^ closing the discussion: I am sorry these gentlemen have

no nose-bleeds. I had one case that gave me some concern. It was a

congressman passing through Greensboro, who had high blood pressure.

He started bleeding one night about eleven o'clock. The doctor stayed up

with him until about two, then he called me. I almost wished he had not

done it, but I went down. The room looked like a slaughter pen. I stayed

with him until about six o'clock; I was afraid to leave him. I would start

to leave and he would begin bleeding again and bleed for about fifteen

minutes. Finally I did leave, about six o'clock, and before I got home

they had called me to come back. I packed posteriorly and anteriorly and

could not stop the bleeding. I got him out to the hospital and examined

him very carefully. Just around the corner of the partition I saw the

blood pumping there, shooting right across. That gave me the idea of

using a splint. When you wet that little tampon on the splint it will swell,

and if you put it in that finger cot you can stop most of your hemorrhages.

MICHEL'S METAL CLIP USED IN PLACE OF A TENACULUM
IN REMOVING TONSILS

By W. P. McKav, M.D., Fayetteville.

A small, strong cord 10 or 12 inches long is looped around the center

of a large Michel's metal clip. A number 3 size clip is preferable, due to

the larger teeth and greater length of clamp which gives a half inch

grasp. The regular clip applier principle is used, but the instrument

should be at least 9 inches long and curved at a 45-degree angle about an

inch and a half from the grasping end.

The metal clip is placed in the applier so that teeth of clip will serve

as the teeth of the ordinary tonsil tenaculum serves to grasp the tonsil.

The distal end of the cord is then wrapper around the index finger of

the hand holding the applier. It is important to get a deep bite into the

tonsil since the trabeculae are heavier and stronger deep down and the

clip will readily pull out of the friable tonsil tissue if applied shallow.

To insure a deep bite the upper tooth of the metal clip is pressed firmly

into the tonsil on a level with the floor of the supra-tonsillar fossa. Hold-

ing this tooth in position the tooth on the lower end of the clip is rotated

outward and upward until it is buried in the tonsil as near the base as
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possible. With firm outward pressure exerted to hold the teeth of clip in

place, the handle of applier is squeezed tightly, fixing clip in tonsil and
the applier is removed.

If the guillotine type of instrument is used the distal end of cord is

threaded through the ring of the guillotine, and assistant makes firm

traction on the cord as much inward and backward as the angle of the

mouth will permit. The tonsil is fed through the fenestrum or ring in the

ordinary way and enucleated. If the dissection and snare method is used

the clip and cord may be satisfactorily employed to hold the tonsil for

dissection and later to draw the tonsil out for applying the snare.

Advantages: (1) After the clip is applied to the tonsil it does not

have to be removed and reapplied as is sometimes necessary when using

the ordinary tonsil tenaculum if the patient gags. The patient may close

his mouth until the gagging sensation passes and the presence of the

cord in the mouth produces no discomfort.

(2) A clearer view of the operative field is made possible.

(3) The cord is more easily threaded through the ring of guillotine or

loop of the snare than is the ordinary tenaculum.

The Michel clip used as described works exceptionally well with the

LaForce instrument on buried tonsils. The only cases I have failed on in

the year that I have used this method have been two or three that were
bound firmly to the wall of the sinus tonsillaris by adhesions.

The Committee on Tonsil-Adenoid Clinics made no report. The com-
mittee was continued.

On motion of Dr. O. C. Daniels, seconded by Dr. B. W. Fassett, Dr.
M. R. Gibson, of Raleigh, was elected chairman of the section.

Dr. V. M. Hicks, Raleigh, was re-elected secretary of the section.
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The meeting convened at 2 :30 o'clock, Wednesday afternoon, May 2,

1928, in the Men's Card Room of the Carolina Hotel, Pinehurst, North
Carolina, Dr. Marion Y. Keith, of Greensboro, Chairman, presiding.

Chairman Keith: The Pediatric Section will please come to order.

There is one committee that has to be appointed to judge the best

paper from this Section, to be turned over to the chairman on award of

the Moore County Society Medal, Dr. W. C. Mudgett, Southern Pines.

There is a prize offered by that Society for the best paper read at this

Session, and a committee judges the best paper in each Section, and the

committee from the State Medical Society selects the best paper from the

eight. I appoint Dr. Root, Dr. Ward and Dr. Brooks to be the judges of

the best paper read before our Section.

I am sorry that I have to begin this meeting with the infliction of my
paper upon you, but I will try to get through it as quickly as possibly.

Dr. L. W. Elias, Asheville: I just want to state that I think it is a

matter of congratulation for our Section that the best paper read in the

State Society last year was by a member of this group. (Applause.)

Chairman Keith : I am sure it is useless for me to say that we are

delighted that Dr. Root had the best paper, and we hope that we will have

the best paper in this Section this year.

Dr. Albert S. Root^ Raleigh: I presume it is in order to mention

this, too. Our most prominent pediatrician has just received a communi-
cation that he has been made a member of the American Pediatric

Society, Dr. Sidbury. (Applause).

Chairman Keith : I think that the Society should extend a rising

vote of thanks to Dr. Sidbury for bringing this honor to us.

A rising vote of thanks was given Dr. Sidbury.

CHAIRMAN'S ADDRESS
CONGENITAL PYLORIC STENOSIS

By Dr. Marion Y. Keith, Greensboro.

The purpose of this paper, in brief, is not to present any new facts

or material concerning pyloric stenosis, but to stress a few essential

points, particularly some of the chemical changes that result from vomit-

ing due to obstruction, so that we may make a correct diagnosis and give

the proper treatment.

In 1902, Cautley and Dent, after a thorough search of the literature,

stated that the first case of pyloric stenosis was reported in 1841 by
Lancet; however, in 1903, Sir William Osier did not agree with this

statement and gave credit to Hezekiah Beardsley. Foote, in a recent

review of the literature, has given credit to George Armstrong, whose
publication, "An Account of the Disease Most Instant to Children From
Birth to Puberty," in 1771, seems to have priority over the others men-
tioned.
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In making a diagnosis of pyloric stenosis, there are certain symptoms

that must be considered. These are: vomiting of a projectile nature, visi-

ble gastric peristalsis, palpable tumor, constipation, diarrhea at times

and an absence of fever.

The onset of vomiting may begin from birth, as shown by Tisdale,

Brown and Poole in eleven per cent of their cases. Eighty-five per cent

showed the first effects of the disease after the first week of life. The most

frequent time of onset was during the second and third week of life.

Davison has found that a sudden onset is an important factor in the mor-

tality rate, being twenty-five per cent in those with a sudden onset and

only three per cent in those with a gradual onset. The onset may date

from birth, but usually it begins between the second and sixth week of

life. It is important to differentiate between this condition and vomiting

associated with that of pylorospasm or hypertonia. Pylorospasm is char-

acterized by restlessness, irritability and vomiting at frequent intervals.

The vomiting may be projectile at times. Peristaltic waves may be visible,

but they are not as frequent and as prominent as in stenosis. No tumor

is felt. There is a definite increased tone of the skeletal muscles. This can

be demonstrated by lifting the infant by the wrist or leg. In a pyloric

infant, the arms become fully extended; but in the hypertonic infant, the

arms or legs remain flex. This type of spasm is characteristic.

The visible gastric peristalsis is quite a constant symptom and, to my
mind, one of the most constant and reliable aids in making a diagnosis.

The patient should be observed with the abdomen facing the window light.

It should be given a small feeding and observed during the feeding and
immediately afterwards. To set up peristalsis, a gentle tapping on the

abdomen will sometimes start the waves. Definite rhymical wave-like con-

tractions can be seen passing across the epigastrium from left to right.

Sometimes these can be seen during the feeding, but most commonly dur-

ing the vomiting phase or immediately after forceful vomiting has taken

place. Strauss bases a diagnosis on fluoroscopic examination. A small

amount of barium is added to milk and is observed under the fluroscope.

The rhythmatic, snake-like peristaltic contraction seen in the pylorius,

independent of the contraction of the rest of the stomach, is absolutely

pathogmonic. If eigthy per cent of the food passes through the stomach

in four hours, though the waves are present, the operation is deferred, and
medical treatment is advised.

Many authors attach great importance to palpation of the tumor.

Davison, in a series of sixty cases, has been able to palpate the tumor in

sixty-three per cent. Alden, Brown and Poole, in a series of one hundred
and twenty cases, were able to palpate the tumor in one hundred and
eleven cases, which gives a positive result of ninety-two per cent; how-
ever, Abbt and Strauss, in a series of two hundred and twenty-one

cases, were able to palpate the tumor in only twenty-five per cent. I do
not think that the inability to palpate a tumor, which is most difficult at

times, should mislead one in making a diagnosis in the presence of a defi-

nite clinical history and the other physical signs.

Constipation is a persistent finding. If the stenosis is marked, much
vomiting should take place. Very little food passes the pylorus and there

is very little chance for material to enter into the formation of the stool.
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Therefore, the amount of stool depends entirely upon the degree of ob-

struction ; however, at times, in prolonged cases with an absence of tem-

perature or infection, there may be a diarrhea due to starvation. The
stools are definitely watery and greenish in color and oftentimes there is

a slight stain upon the diaper. I think that this point should be borne in

mind, for this has often been a misleading symptom. Patients are fre-

quently treated for a diarrhea which is only a prolonged stage of the dis-

ease and the result of anhydremia and starvation.

The presence of an elevation of temperature is often a misleading

sign. If the patient is very dry, the vomiting has been marked, and the

body fluids have not been kept up. There is a definite rise of temperature

due to the anhydremia, if we may say ; however, a thorough investigation

to rule out infection must be made, as other complications, such as mas-
toiditis and focal infection, are often overlooked in this condition.

The treatment of pyloric stenosis should be considered both from a

medical and a surgical standpoint. The pre-operative treatment is of

paramount importance. There are certain features that should be em-
ployed in the pre-operative or in the medical treatment:

First, the patient should be re-fed after vomiting. These patients will

oftentimes retain a second feeding, if given shortly after the vomiting.

Second, atropine in a solution one to one thousand should be adminis-

tered. One drop is given before each feeding and the dose increased by
one drop at each feeding until the patient develops a definite pink flush,

or until the physiological effect is produced; however, one should be on

the look-out for certain symptoms that arise from too long administration

of the drug. If the condition of the patient does not improve after a

thorough trial with atropine, surgical intervention must be resorted to

immediately.

Third, these patients should be put on a thick cereal. Such feedings

are prepared by boiling cooked cereal with milk and water and witTi

sugar, if necessary, until the meal is of a thick consistency. It is well to

get a large sized nipple, cut off the top, and force this thick feeding

through the nipple by means of a tongue depressor as the baby sucks.

Sauer found this method very effective in twenty-eight out of thirty-five

cases. There is no doubt that this method with atropine is of value in com-

batting vomiting due to many causes, including pylorospasm, and in some
eases of pyloric stenosis. On the other hand, I think that sometimes we
give too much emphasis to thick feeding with atropine in true cases of

pyloric stenosis, and the surgical treatment is delayed to the extent of

bad operative risks. I think, however, that every patient under suspicion

should be put through a definite routine of thick feedings at four-hour

intervals, the atropine pushed, and the infant carefully observed for the

full cardinal symptoms and signs described in this disease. In addition,

an attempt should be made co determine the amount of food passing

through the pyloris by aspiration of the content of the stomach just

before a feeding. If there is a rapid loss of weight with a marked gastric

disturbance and the other symptoms and signs present, I think that medi-

cal treatment is of no further value and surgical treatment should be

resorted to. If the patient is dehydrated, glucose and saline should be

administered freely; if in poor physical condition, a transfusion of blood
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should be given. It may be necessary to delay the operation a few days

until the patient is improved by such means. The Ramsteadt operation

under a local anaesthetic is one of choice; this will be left for the sur-

geons to describe.

A post-operative treatment, which is medical, should be considered

just as important as the surgical treatment. The first feeding after the

operation should be given in four to six hours. At this time fifteen c.c.'s or

one-half ounce of milk should be alternated every two hours with that

amount of water, increasing one-half an ounce at each feeding until the

full formula is taken. Fluids, saline and glucose, should be given freely.

There may be some vomiting following the operation for a few days,

but this gradually lets up and if the pyloric muscles have been separated

sufficiently, vomiting should cease entirely within a few days.

As a result of vomiting due to obstruction, there are certain definite

chemical changes that take place within the body of these patients. The

general concensus of opinion was that most of these patients develop an

extreme acidosis, but the recent work of Wilson, McVicar, Hartman and

Smyth showed that there is a definite change of the neutrality of the

blood from a slightly alkaline re-action to a definite shift toward alka-

losis. In 1918, McCann reported the chemical analysis of the blood

following parathyroidectomy in different animals after experimental gas-

tric obstruction. He concluded that tetany was a condition of alkalosis,

which, in the case of gastric obstruction, was brought about by the exclu-

sion of hydrochloric acid from the duodenum. Later, McCallum, in expe-

rimental pyioi'ic obstruction in dogs, found that the rise in the plasma

carbon-dioxide content was accompanied by a fall in the plasma chloride.

This experiment was arrived at by Hastings, Murray, and Murray. In

addition, they found the reaction of the blood to be slightly more alkaline

than normal. Brown and his co-workers have reported eleven cases of

duodenal obstruction with blood analyses showing a low chloride con-

tent, a high carbon dioxide combining power and a high non protein

nitrogen. The work of McVicar in twenty-four cases of pyloric and high

intestinal obstruction, and also, that of Hartman and Smyth in twenty

cases, shows conclusively a reaction towards alkalosis with manifestations

of tetany at times. This is quite common in pyloric stenosis. They have

found that there is a high plasma carbon-dioxide content and a low

plasma chloride. There is, also, an elevation of the non protein nitrogen.

The urine, in this group of cases, was found to be acid, neutral or alka-

line to litmus ; however it was free from containing the faintest trace of

chlorides. In no case was there a sufficient amount of diacetic acid to give

a ferric chloride test. In these cases, the most common clinical finding

was the type of breathing. The respirations of the patient were quite

shallow, after a crying spell, slow and irregular, apneic, and at times

quite long. Sometimes muscular twitching and hypertonicity with convul-

sions were observed. In a series of cases in which obstruction was lower

in the smaller intestines somewhat similar chemical changes and clinical

findings were observed except the carbon-dioxide content was less elevated

and the chlorides less decreased, but the non-protein nitrogen was much
higher or elevated.
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We cannot associate high non-protein nitrogen in these cases with

nephritis since the recovery is too speedy, yet some think that anhydremia

is quite an important factor in producing a functional retention.

As a result of vomiting associated with pyloric stenosis and high

intestinal obstruction, there is a definite loss of hydrochloric acid and

sodium chloride in the stomach contents. Ordinarily, the chloride from

both sources is absorbed by the intestines and the tissues and the blood

does not lose chlorides permanently after the secretion of such into the

stomach. If, however, the stomach content is lost through vomiting, the

chloride is lost, and if vomiting is persistent, it will not be long before the

body may lose as much as one-half its entire content. Under such condi-

tions, there comes into play a protective mechanism which keeps normal

the total slat and crystalloid content of the blood, and thus keeps normal

its osmotic pressure. Secretion of the chloride by the urine ceases, and

there is a retention of bicarbonate which, in a measure, replaces the lost

chloride. So, as a direct result of the vomiting, the bicarbonate content

of the blood and tissues may, for a time, rise above the normal, and mani-

festation of tetany appear. When a deficiency of sodium chloride in the

blood plasma disappears as a result of the administration of sodium

chloride, the excess of non-protein nitrogen and sodium bicarbonate in

the blood are rapidly excreted by way of the urine. (The excretion of

sodium bicarbonate, sodium chloride, and non-protein nitrogen depend

on the total concentration of crystalloid electrolyte and non-electrolyte

in the blood.) When this concentration is less than normal, sodium bicar-

bonate is retained in the blood and the urine remains acid in the reaction

despite the presence of a greatly increased plasma carbon-dioxide in the

content.

Therefore, we have seen conclusively that patients with pyloric

stenosis and with high intestinal obstruction frequently develop an alko-

losis or alkaline tendencies rather than an acidosis, and saline should be

administered freely in these cases to prevent the occurrence of such

findings.

ENCEPHALITIS IN CHILDREN
By Charles R. Bugg, M.D., Raleigh, N. C.

Since the appearance in this country of the epidemic form of encep-

halitis in 1918, the term encephalitis has come to be synonymous, in the

minds of many, with the specific disease entity, epidemic encephalitis,

often called encephalitis lethargica. There are, however, other forms of

nervous system disease to which the term encephalitis is applied. I wish

to discuss briefly three forms of encephalitis : first, epidemic encephalitis

;

second, the diffuse encephalitis accompanying measles, and third, non-

suppurative encephalitis, frequently designated "Strumpell-Marie encep-

halitis."

epidemic ENCEPHALITIS

Epidemic encephalitis is a familiar condition to us all, and only a

few facts about it will be discussed here. Pathologically it consists of a
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diffuse perivascular infiltration in the brain stem, involving the nuclei

of many of the cranial nerves and also that very specialized nerve tissue

composing what is known as the extrapyramidal system and the basal

ganglia.^ How much actual inflammation occurs in the cortex itself

seems to be still in dispute. The complicated and refined function of the

tissue attacked by the virus, and the diffuse type of inflammation accounts

for the varied and bizarre manifestations of the disease both in the acute

stage and in the sequelae.

The question of contagion concerns all of us who see these cases in

practice. While the disease did appear in epidemic form, yet there is

strikingly little evidence to show that this disease is- transmitted from
person to person. Happ and Mason" searched the literature carefully

and found a striking lack of reports of two cases occurring in a family or

of physicians, nurses and attendants developing the disease from contact.

Yet it is wise for simple isolation measures to be advised.

As in most acute infections, the tendency in children is to show a

more acute reaction at the onset of the disease, than is true of adults.

Sudden onset with high fever and delirium is frequent, and generalized

convulsions not unusual, though many show very insidious onset and
undoubtedly in many the symptoms of the acute disease are overlooked

until later mental symptoms appear.

The same outstanding symptoms that are seen in most of the adult

cases appear in children. Lethargy is quite common, and coma lasting

some days is frequent. Cranial nerve palsies, manifesting themselves by
ptosis, strabimus, diplopia, salivation nystagmus, etc., are quite charac-

teristic, as is that very striking symptom, rhythmical contractions of

groups of muscles or muscle fibres. Athetoid movements, peripheral

paralyses, and signs of meningeal irritation are much more striking

symptoms in children.^ The Parkinson type of rigidity, though it occurs

in the older children, is much less frequent than in adults. This is proba-
bly due to the incomplete state of development of the highly organized

nerve tissue of the basal ganglia in children.

The mortality in the acute stage varies greatly in different reports.

In the epidemic in Europe it ran from 25 to 40 per cent, and in America
from 10 to 40 per cent. It is probable that those of us who now see

sporadic cases will find a mortality well below these figures.

Of special interest to pediatrics are the various late manifestations of

the disease. These are spoken of as sequelae, though Freeman^ and others

have advanced the idea that these symptoms are manifestations of a pro-

gressing disease rather than of a process of sclerosis following an acute

infection.

These sequelae are very variable but certain forms are especially

striking in children. In older children (over 8 years) the Parkinson type

of rigidity is often seen, though rarely in the younger children. The most
commonly seen sequelae are reversal of sleeping time, change of dispo-

sition, development of destructive tendencies and mildly criminal ten-

dencies, attention defects, and respiratory symptoms, the most striking

of which are attacks of hyperpnea. One must be very careful to avoid
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giving too good a prognosis in any case of encephalitis. The mental

changes that follow the acute disease are most distressing and unhappy,
and may follow any form of the disease, whether mild or severe.

Mention should be made of three therapeutic procedures : first, blood

transfusion in the very severe acute cases whose condition becomes des-

perate^ ; second, repeated lumbar puncture in selected cases, and third

the use of hyoscin hydrobromide, in relatively large doses, in patients

showing the Parkinson type of reaction.

Two cases are reported:

Case No. 1. M. L., age 3 years. First seen in this illness September 2, 1926,

at which time she had fever and acute pharyngitis. Two days later she still

had fever and had shown momentary tremors of the right side of the face. The

following day the temperature was 103 and she had a generalized convulsion,

followed by two more convulsions on the next day. She showed no abnormalities

on examination except that she was very stuporous and throat was a little red.

On the fourth day she had a generalized convulsiom with a normal temperature.

The spinal fluid at this time was clear, under slightly increased pressure anjd

contained 60 mononuc'ear cells per cubic millimeter. Intradermal tuberculin test

(0:1. mg.) was positive. She remained stuporous and complained of not being

able to see. X-ray examiniations of chest showed no evidence of tuberculosis. On
September 9th (the seventh day of the disease) she had four generalized con-

vulsions and was sent to Johns Hopkins Hospital for study. She remained there

for 13 days and no definite diagnosis was made. All of us feared tuberculous

meningitis. On her return she was in desperate condition and had to be tube-

fed. In the following week she began showing definite improvement. The mental

condition cleared up, vision returned, she began talking and became overactive.

She was discharged five weeks after onset still very nervous and still taking

luminal. She has done well since that time. She has spells consisting of irritability

and sleeplessnes and is easily startled and frightened, but these spells are

getting shorter and less severe.

This case is illustrative of a very severe grade of acute disease, and
also illustrates the necessity for making the diagnosis in some cases by a

process of exclusion.

Case No. 2. C. F. First seen on February 11th, 1925, at the age of 8 yfears,

giving a history of the gradual appearance in the past few months, of a peculiar

group of symptoms which were not preceded by any acute illness as far aS'.

could be ascertained. About four months ago she began staying' awake practically

all night, attempting to rearrange the bed-clothes in a neater way, and keeping

the parents awake asking complicated questions and demanding an immediate

answer. He was doing all his sleeping betweem 6 a. m. and noon, had become

quite disobendient and developed many obsessions. He has been seen at regular

intervals since that time and has shown no improvement. He is quite proficient

in drawing and has a most unusual vocabulary, but is irritable, stays awake all

night, spits incessantly, has attacks of head pain, and attacks of very striking

hypernea. He is really a case for institutional care but is still at home. This

case illustrates most of the characteristic sequelae of this disease.

The diffuse encephalitis associated with measles has aroused much
interest recently, though its etiology and pathology are not well under-
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stood. Neal and Applebaum (6) reported 6 cases in 1927, and associated

with the rather widespread epidemic of measles that year cases were seen

all over the country. ^^ ^"

The disease is much like epidemic encephalitis and may be the same
disease. It occurs during or immediately after the acute symptoms of

measles and presents the same very variable manifestations as epidemic
encephalitis, but in general the onset is likely to be more acute, stupor
more profound, the symptoms more violent and the course shorter with a

somewhat higher mortality. There has not been sufficient opportunity for

satisfactory observation of the later course of these patients.

Measles and influenza both have the striking characteristic of lower-
ing general bodily vitality. Many consider that there is some connection
between influenza and epidemic encephalitis. It is possible that this encep-
halitis associated with measles is identical with epidemic encephalitis

with measles acting as the predisposing cause.

Since the writing of this paper there has been a report on the pathol-

ogy of the disease. It appeared in the Journal of the American Medical
Association one week ago. It seems that the most striking difference be-

tween this and epidemic encephalitis in the pathology is that there is

more perivascular hemorrhage than perivascular round cell infiltration

which is the characteristic finding in epidemic encephalitis.

The following case represents a very severe type of the disease with
ultimate recovery

:

E. W., age 6 years. First seen March Hi, 1927, with a his':ory of having

developed measles one week before. She was up and around, feeling well, on

March 10th. Two days later she became drowsy ar.d the following day comatose.

On the following day she showed "drawing" of the hands and arms. On examina-

tion temperature was 104, pulse 145 and respiration 30. She remained in coma
except for rather frequent spells of delirium, and displayed almost continulous

athetoid movements of the arms and legs. The Kernig sign was positive but the

neck not stiff. There were no definite paralyses. The spinal fluid was under slightly

increased pressure, clear, and contained 40 mononuclear cells per cubic milli-

meter. On the day after admission she became very violently active, requiring

restraint and had frequent spells of spasmodic contraction of the pharyngeal

and laryngeal muscles. On the third day after first seen she developed a definite

area of bronchopnuemonia on the right side. She remained in coma as the pneur

monia c'eared up, but the athetoid movements persisted for some days. After
another week she began crying out suddenly and remaining awake for short

intervals, and soon began sleeping all day and remaining awake all night,

nervous and mumbling. Her hands and face showed fine tremors whem awake
and she developed an internal strabismus of the left eye and a mask-like expres-

sion. She was discharged on April 3 (four weeks after onset) still unconscious. She
remained in this condition without change for another three weeks. She seemed
to have no vision at a"l. Then she gradually began showing signs of improvement.
She recognized her parents, began taking food better, and in the following month
gradually returned to normal, and now seems normal both mentally and phy-
sically. She was unconscious for two months.

The condition to which I wish to call special attention is one that is

only distantly related to the two conditions we have been considering.
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It is a symptom-complex consisting of a suddenly acquired hemiplegia (or

diplegia) in a child not associated with an injury. For about a century

this syndrome has been recognized, and for almost half a century it has

been associated with the names of Strumpell and Marie, being referred

to frequently as Strumpell-Marie encephalitis, and frequently as non-

suppurative encephalitis. There is much evidence to show that the term

encephalitis should be avoided, and the condition be referred to as

"infantile acquired hemiplegia" or "the Strumpell-Marie Syndrome."

I wish to discuss this condition because I believe it is more familiar

to the orthopedic surgeon than to the pediatrician, and undoubtedly the

acute stage frequently passes undiagnosed by the physician who sees it.

More than a hundred years ago Casauviehl described a one-sided

paralysis with hypertonia and mental deficiency in children. Since that

time many pathological and clinical reports have been made. Notable

among the contributors to this chapter in child neurology are Cotard in

1868, Benedict and Jackson the same year, Strumpell in 1884, P. Marie
in 1885, Osler^ in 1888, Abbt^ in 1906, and Oppenheim (several contribu-

tions). In the past two years this subject has been excellently reviewed by
Holman^ and by Ford and Schaffer.^*^

The confusion that still exists is in the difference of opinion about

etiology and pathology. Strumpell regarded the condition as being the

result of a cerebral infection with the virus of poliomyelitis, in other

words as a polio-encephalitis. He was partly opposed and partly sup-

ported by Marie who regarded it as sometimes being the result of infec-

tion with this virus and sometimes due to vascular changes following

acute infections, notably the acute contagious diseases of childhood. Most
of the pathological material is not available until some months or years

after the acute manifestations and does not furnish definite proof of eti-

ology. Ford and Schaffer, in their review of the literature and report of

cases, bring forward much pathological evidence to prove that the syn-

drome is always on the basis of toxic blood vessel changes, and therefore

is not an encephalitis in the true sense of the word. The lesions are

strikingly localized, and consist of a cystic and fibrous degeneration of

the cortex in the old cases, and in the more recent cases there seem to be

changes in the actual blood vessel walls, with less striking perivascular

infiltration. This is in contrast with the diffuse inflammatory changes in

the other forms of encephalitis.

The frequent association of this condition with the acute infections

has been recognized by all observers. It is more frequent with measles,

whooping cough, mumps, varicella, dysentery and typhoid, and less fre-

quent with scarlet fever and diphtheria.

However, there is a large group of cases in which these symptoms
make their appearance in a healthy child who has no history of any recent

illness.

In either case the clinical picture is fairly uniform. A child usually

under three years of age, begins to complain of drowsiness, headache,

loses his appetite and becomes apathetic. This is associated with fever,

often quite high. In a few hours there is a convulsion, generalized or uni-

lateral, and often a series of convulsions in rapid succession (see case 1).

This stage lasts only a few days and gradually subsides, giving place
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to the localizing sign, which is usually a hemiplegia (though occasionally

a diplegia) at first flaccid, but soon becoming spastic and often displaying

spasmodic twitching of the weakened muscles. The arm is involved more
than the leg, and the leg more than the face. Death may take place at any
time, but much more frequently the paralytic condition persists for some
time, while the drowsiness and stupor gradually clear up, the temperature
returns to normal and the child is apparently well except for the muscu-
lar and mental condition.

A striking fact about these patients is that the physician almost

always feels that the condition is going to be immediately fatal, and yet

death in the acute stage is not frequent. However, it is equally important
for us to realize that the prognosis for mentality and normal muscular
activity is bad. Unfortunately many of these patients show permanent
paralysis, especially of the affected arm; epilepsy, either Jacksonian or

grand mal is very frequent and mental deficiency often the result. Much
of the deformity can be avoided by early orthopedic care.

This report is made of four of our cases which illustrate very well

the characteristic symptom-complex.

Ca»e No. 1. Baby W. H., age 7 months. Well until the day before first seert.

General indisposition in the morning quickly followed by a series of twenty-five

convulsions, some generalized and some unilateral. On the day when firs't seen

by me she had ten short convulsions, with spasmodic twitchings of the rig'ht side

between generalized convulsions. On examination temperature was 101, there was
striking mottling of the skin, child was iij coma and showed a spastic right

hemiplegia including the face. The condition seemed desperate. The spinal fluid

was under slight increase of pressure and showed six ce'ls per cubic millimeter.

His condition remained the same for three days, then he became clearer mentally,

temperature returned to normal, he began taking food and in three more days

seemed well except for a right spastic hemiplegia. Within a week the facial

paralysis had cleared up, and in about three weeks the leg was moved normally.

However, on discharge six weeks after the onset, the arm was still partially

paralyzed, and in spite of massage and passive motion, there was considerable

contracture of the iingers. Unfortunately it has been impossible to follow the

subsequent course of this child.

Case No. "2. Baby B. T., age 15 months, had always been undernourished and
a poor eater. On July 10, 1927, she developed high fever and had a series of

three convulsions. The third one lasted all night and was confined to the right

side. The physician found considerable pus in the urine on the second day.

Following the convulsions the temiierature fell rather rapidly to normal and
the child seemed well except that the parents noticed that she would not use

her right hand and leg. She first came under our observation two and a half

weeks later, and at that time showed a spastic weakness of the right leg, almost

complete paralysis of the right arm, and some weakness of the right side of the

face. She was observed by us again two weeks later and sho\v'ed considerable

improvement in ail the paralyses, though power in the arm was very slow in

returning and there was some spasticity. Two months later all paralysis had
disappeared except very slight weakness of the right arm. She has had no con-

vulsive phenomena and is apparently normal mentally.
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Case No. 3. Baby D. M., first seen in 1923 when 15 months old. One wcjck

before this the child had fever and after two or three days the parents noticed

that the baby could not walk or stand due to weakness of the left leg. On
further investigation they noticed that the arm on the same side was paralyzed.

The "intelligence level" of the parents was quite low, and no more details of

this acute illness could be elicited from them. The child showed a flaccid paraly-

sis of the left arm and leg and was considered to have poliomyelitis. The

case was lost sight of until the child was three years old, when he was brought

b^ack with spastic hemiplegia and contractures, attacks of jerking of the left

arm and striking mental retardation. He was seen again very recently at the

age of six years and still shows a spastic hemiplegia and a mental age of about

two and a half years. It is interesting to note this case, which may be a ttue

polioencephalitis with the same eitology as poliomyelitis.

Case No. Jf. Baby E. C, 2 years old, had what the parents called chicken pox

on January 31st, 1928 (apparently a very mild attack with very few lesions).

One week later the child was apathetic. On the following day she was definitely

drowsy, temperature was 102, and in the late afteroon she had a generalized

convulsion lasting three hours, with spasmodic twitchimg of the right hand

persisting afterwards. The following day the physician noticed that the child

did not use the right hand or leg and she was in a stuporous condition, with

temperature 101 to 103. On the following day there was noted spasmodic con-

traction of the right hand and leg, and that the fingers were held clasped over

the thumb. On this day bloody diarrhea developed and the child passed an ascaris

worm. The condition remained the same for two days and then right facial twitch-

ing developed. I saw the child on the fifth day. At that time the mental condition

was improving. There was a right sided facial paralysis with almost constant

rhythmical twitching of that side of the face. The leg and arm could not be

moved and were held rigidly at times and flaccid at times. The toes stayed in

plantar flexion. The reflexes were present and at the times exaggerated. There

were no signs of meningeal irritation. The eyes showed conjugate deviation

to the left. Lumbar punctures on the fifth day showed fluid under considerable

increase of pressure, clear, with no cells seen in several counts. The Wasser-

man reaction was negative. About 20 cc of fluid was removed. There was no

appreciable change in the condition on the following day and she seemed des-

perately sick. Another lumbar puncture was done and the pressure was much
less and the fluid the same in character. During the next three days her con-

dition improved rapidly. She began to notice thimgs, to follow her mother with

her eyes, and to cry when disturbed. The spasmodic twitching stopped and the

facial paralysis disappeared. She was discharged on the tenth day of the dis-

ease with spastic paralysis of the right arm and leg. She was seen ag^ain in two

weeks and showed marked improvement. The leg was quite spastic, but there

was very little tendency to contracture of the tendo Achilles. She moved the arm
some; the face was normal and she said some words, though speech was much
less plain than before the illness. She appeared normal mentally..

This may be an instance of the hemiplegia following varicella. However, t*he

child had an acute bronchitis and bacillary dystentary at the same time. She is

supposed to be an unusually intelligent child. It will be interesting to follow her

course through the next few years.
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SUMMARY
A few interesting points about epidemic encephalitis, as seen in chil-

dren, have been discussed, and two cases reported. A brief statement
about the diffuse encephalitis complicating measles has been given and
one very severe case reported. A somewhat more complete discussion of
the Strumpell-Marie syndrome has been given, and four fairly typical
cases described.
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DISCUSSION

Dr. W. C. Davison, Durham: Dr. Bugg has very clearly described
three of the most obscure conditions which occur in children. The first
diagnosis usually made of these patients is tuberculous meningitis, be-
cause that is the most common disease which gives rise to these symptoms.
If tubercle bacilli cannot be found in the spinal fluid, the assumption is
usually made that they probably are there and it is not until the child
fails to die that the mistaken diagnosis is realized. As Dr. Bugg has
pointed out, these three types of encephalitis should always be'' borne
in mind if these errors in diagnosis and prognosis are to be avoided. After
the diagnosis of encephalitis has been made the prognosis should be
guarded even though the child has apparently completely recovered.
Unfortunately, in some of the patients, especially those who have had
epidemic and Strumpell-Marie encephalitis, mental deterioration may
develop after months of apparent good health. There is no effective treat-
ment at present except the use of sedatives such as luminal.

Dr. S. p. Bass, Tarboro: I wish to report two cases for what they
are worth. Two years ago a child was brought in to me showing an ex-
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treme degree of anemia. It was in coma. I might say that these people

were from my section, but they had seen fit to go to Dr. Root, who had
made a diagnosis of encephalitis. They were poor people and were a long

way from Raleigh, so they preferred me rather than to take trips to

Raleigh.

The striking thing was, this child was seven and a half months old

and had a high grade anemia. His red cell was below two million, I have

forgotten the exact figure ; hemoglobin way down. There was nothing to

make out except the diagnosis of encephalitis. In about a week's time he

began these characteristic motions, especially of his face and tongue and

hands. Night and day he was more or less in this motion. With blood

transfusions and forced feedings, he finally came around. He was about

eighteen months old before he could sit up. After that time he made
rather rapid progress, and now he walks and has a rather mass-like

expression, but he is making rapid progress.

The interesting part is that the mother gave birth to another child,

and brought the child almost immediately to me. She took good care of

him. She had an abundance of breast milk. He was put on cod liver oil,

and at six months was put on vegetables and cereals and liver broth. It

was a normal child. I didn't see the child for six weeks, that is, from the

time that it was six months old until it was seven and a half. She brought

this child in to me with the identical picture which the former child had

shown, with extreme anemia, almost the same degree, in coma, with a

twitching of one hand and the face. In about seven days' time he pre-

sented the identical picture that the other one did, in constant motion.

This child had a negative blood Wassermann and a negative urine

Wassermann, and everything else is negative except that he has what was
diagnosed before by two of us as encephalitis developing in the same
family, and the next child had the same thing.

Dr. J. B. Sidbury, Wilmington: I have had a few cases that corre-

spond to the cases that Dr. Bass describes, and I wrote two or three of

my good friends, Dr. Merritt and Dr. Howell, and asked them if they

considered that encephalitis. All of these cases that I saw also had pete-

chial hemorrhages under the skin, I considered the condition was just a

capillary thing. The child was in such a grade of anemia that there was

a breaking down of the epithelial lining in the capillaries. What condition

it was neither one of these men seemed to know, except they surmised

that the same condition was present in the brain as was present in the

skin.

We have just finished an epidemic of measles in Wilmington. I wish

to report one case which was very puzzling to us. On the first of January

a child broke out with the measles. His temperature was 105, and he came
down as the usual case does. That was on Sunday. On Monday, he had
103, Tuesday 101 or 102, and Wednesday, lOOl/o. That afternoon the

mother called me. I did not see the child that day because I thought the

progress was so satisfactory it wouldn't be necessary; the child's progress

was very good. That afternoon the mother called me and said the child

was not doing well. I went to see him, and I found nothing on physical

examination more than I found the day before. He seemed to be a littjle
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drowsy ^nd had a little headache. I gave the mother a sedative. I thought
probably it was the beginning of a respiratory infection. He had had what
I called influenza about two weeks before he developed measles.

The next morning about seven o'clock the father called me and said,

"I am not satisfied with Leon at all ; I wish you would come around rifht
away." I went around to see him. He was delirious ; he knew not what he
was doing at all. They could hardly keep him on the bed. I called Dr.
Watson, and we went out about nine o'clock in the morning and did a lum-
bar puncture. I told the father when I saw him that he probably had
encephalitis. We did a lumbar puncture, and Dr. Watson counted the
cells. He had 3.50 cells in his spinal fluid. That rather disquieted us. We
were not quite certain that he had encephalitis.

I remember another case that we worked a long time on. We sent
him to Dr. Davison who finally told us he had epidemic meningitis as
well as multiple brain tumor. We did a lumbar puncture and gave him
this treatment on three successive days, all the time culturing and looking
for the meningeal coccus, but did not find it. After we gave it to him the
third day we decided to wait. His cell count went up to between 600 and
700. The cell count is what disturbed us most. I had been told or instruct-
ed or thought that usually in encephalitis you got practically normal cell

count in spinal fluid, or only slightly elevated. The child went on and
had bronchial pneumonia following his measles and had a very rocky
time. We did not think he was going to live. He was unconscious about
six weeks. He was in the hospital two months. During that time he devel-
oped a papilledema of one disk. He had a double otitis media. Finally,
he made an uneventful full recovery.

I don't believe the child had a meningeal coccus meningitis. He might
have had. It usually takes more treatment than that to cure it. I had
never before seen an encephalitis with that high cell count, although since
I have been interested in it I have seen a number of cases reported, some
from New Orleans and a few other places, that did have increased cell
count in encephalitis. I report that, if it was an encephalitis to let us bear
that in mind, that it is possible to have an increased cell count in encep-
halitis.

I would like to hear what Dr. Davidson might say in regard to that
particular feature.

Chairman Keith: Any further discussion of this paper? Dr. Davison,
would you reply to Dr. Sidbury's questions.^

Dr. W. C. Davison, Durham: Among the 81 cases of encephalitis in
children and adults reported by Happ and Mason, only 8 had spinal
fluid cell counts over 200; the highest was 368. In 3 of these, in spite of
the high cell count, the results of the globulin test were negative. The
average cell count was between 25 and 40. Patients with high cell counts
are extremely rare and Dr. Sidbury probably had one of them.

Chairman Keith: Is there any further discussion.? If not. Dr. Bugg,
will you close the discussion?

Dr. Chas. R. Bugg, Raleigh: With reference to cells I haven't seen
any of the cases that had those high cell counts. With reference to Dr.
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Sidbury's case, one thing that he said struck me in connection especially

with some other cases of the measles encephalitis which have been report-

ed. That was the profound stupor.

There were two reports in 1926 of cases of measles, complicated by
encephalitis, both cases of measles being hemorrhagic type ; that is, they

had apparently real petechial hemorrhages beneath the skin. Both of them
were treated with measles convalescent serum, as I recall. The striking

thing that both of these men reported in their cases was the absolutely

profound stupor, and one man went into great detail, describing exactly

how the child acted, just as if it were dead except that his heart was
beating and he was breathing. He stayed that way for weeks. That was
true in this case I reported, and apparently it was true in Dr. Sidbury's

case.

Of course, the discussion of epidemic encephalitis is more or less

academic because there is nothing especially new about it. I was especially

interested in describing these cases of the hemiplegic type, because while

it is relatively rare, still we see a case often enough to make it more or

less important to recognize it, especially since you always think the child

is going to die, and usually he doesn't. And it is a great comfort to know
that when you see one of these cases, the child's condition becoming ap-

parently desperate, he usually recovers, that is, doesn't die in the acute

illness. He usually recovers completely as far as his general health is

concerned. Probably this is the most valuable thing to know about the

disease because there isn't any treatment for it. As Dr. Davison says

we often do not know what we are dealing with. We usually think of

tuberculous meningitis, which has an entirely different prognosis.

SCARLET FEVER AND SERUM TREATMENT
By Dr. Joseph Knox, Willard Parker Hospital, New York.

To consider scarlet fever and its treatment by an anti-serum, it must

first be granted that the causative agent is a hemolytic streptococcus. The
anti-serums are all formed by response to stimulation by one or more
strains or combinations of several strains of this organism. There is,

however, even yet in the face of very convincing results by its use, con-

siderable doubt in the minds of some workers that this organism is the

cause of the disease. The organisms are all obtained from the throats of

patients having scarlet fever. There is much work with varying results

being done. There is still much more to be done before one can feel

assured of any result that will in any way approach that obtained by the

use of diphtheria antitoxin.

There is very little difficulty in making a diagnosis of out-spoken scar-

let fever. There are, however, so many variations from the text book pic-

ture, that to make a definite diagnosis of the disease at times becomes a

problem. When there is an insufficiency of the typical symptoms to make
a positive diagnosis, much aid may be obtained by the Dick and the

Schultz Charlton Tests. If at the height of a suspicious scarlatinaform

rash, the Dick Test is negative, one may feel rather positive that the

disease is not scarlet fever. If the test is positive, it may or may not be

scarlet fever. The Schultz Charlton Test also may be of value in these
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doubtful cases. If the test blanches the rash one can feel reasonably sure

that scarlet fever is the diagnosis. Again, if this test fails to blanch the

rash, the probability is that the condition is other than scarlet fever. One
should not rely too mucli on the last test. At the Willard Parker Hospital
and other places, it was found that numerous antitoxic sera^ would cause
blanching of the rash of* scarlet fever. They are of value, however, in

doubtful cases, e.g. toxic rashes of drugs, foods, etc.

The use of anti-sera dates to 1902, but for the lack of methods to

standardize the products, the results at that time were encouraging,
though not striking. There seems to have been a considerable lapse of

time between that work and the very excellent work done in recent years,

when there were no investigations that resulted in anything of definite

positive value. There is very little literaure on this during that interval.- ^

The use of anti-sera may be divided into prophylactic and curative

treatments. There has been considerable work done on the former phase
in various sections of the country. The results of this active immunization
has been rather a disappointment in most instances. At this place no active

immunization is attempted except on members of the staff who are sus-

ceptible to the disease as shown by a positive reaction to the Dick Test.

The procedure followed in the administration of the toxin is that advo-
cated by Dr. Park.- There has been, on a few occasions, rather severe

reactions in which there was a typical scarlet fever rash and tongue asso-

ciated with fever, nausea and vomiting, and followed by a desquamation.
This reaction has been reported by others, who have worked by this

method.- ^ ^ It is believed here that the intensity of the Dick Test should
govern the amount of toxin administered at any one time. Those who are
very susceptible, as indicated by a strongly positive Dick Test, should
receive much smaller doses of toxin, to begin with, than is usually advo-
cated and to even continue this throughout the course, if necessary, there-

by causing the number of injections to be increased. This severe reaction
fortunately occurs in a small number of cases, but usually in those who
are in most need of immunity. Doctor Park^ thinks that the total amount
of toxin administered is the important part of this immunization, whether
it is given in a few doses or many. As yet, however, the Board of Health
is not strongly advising immunization in this manner.

Immunization by administraton of toxin may require more than one
course which again is indicated by the Dick Test, usually done within a

week or ten days after the last injection of toxin. If immunity is not con-
ferred by the initial course of treatment, a second or third may be resorted

to, as is done, in diphtheria immunization by toxin antitoxin. The length
of immunity conferred in this manner varies and the work is so new that

it is not justifiable to draw definite conclusions concerning it.

Passive immunity may be conferred by intramuscular injections of

small doses of scarlet fever antitoxin. It was found that 5 cc. of the con-
centrated standardized antitoxin would render a susceptible person,
Dick Test negative for a period of 7-14 days, with the test becoming
negative within 24 hours after administration.^ This would probably pro-
tect many patients, in the majority of instances, after an exposure to

scarlet fever, and should be used in the severe epidemics.
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The curative treatment with anti-scarlet fever serum has been tried

rather extensively at this place. When the serum was first used here, all

cases with a temperature of 101 F. or over, were given doses, varying

from 1500 to 5000 units of antitoxin. This dosage was repeated if there

was a failure of response to the first injection. The routine at that time

was to give the antitoxin intravenously in seve're cases and intramuscu-

larly in the milder cases.- There has been a change in routine now and
those cases with a temperature of 102 F. or over receive the antitoxin

which is injected intramuscularly.

The first effect of the treatment is noticed in a sudden drop of the

temperature within 8 to 12 hours after injection. The drop may be to the

normal level or may be to one or two degrees above normal. In the major-

ity of cases the temperature remains normal or low and approaches nor-

mal after one or two days. In a few cases we find an initial drop in the

temperature which may or may not reach normal. This occurring in the

usual time, (8-12 hours), but returning again to its original height within

12 or 24 hours. We also have observed that a repetition of the anti-serum

in this type of case seldom, if ever, alters the course of the disease. Dr.

Park^ thinks that probably the stain of the organism causing the disease

is different from that included in the anti-serum. He has been obtaining

cultures from such cases and is trying to determine whether or not there

is a different strain of organism and to include it in the anti-serum made
by the Department of Health. This is also being done in cases of so called

surgical scarlet fever and puerperal sepsis, accompanied by a rash. Just

what success he has had he will be unable to state for some time. The
next striking thing seen is the clearing of the subjective symptoms. The
patient is less toxic. The throat is not so sore and he feels like a different

individual within a few hours. The rash begins to rapidly fade and often

disappear entirely within 24 hours after serum has been given.

There also seems to be a marked decrease in the complications since

the serum has been used. This of course is rather difficult to determine,

due to the difference in severity in epidemics from year to year. This

year, in New York City, the type of scarlet fever seen has been rather

mild.

In those cases seen late, the anti-serum treatment is not so efficacious

as when given early. It is used, however, because the serum used recently

by the Department of Health is not only antitoxic but also antibacterial.

The value of this treatment should not be judged on the few cases in

which it has been used.

The one disagreeable feature in the use of the anti-serum is that in

approximately 75 per cent of the cases there occurs a serum reaction of

more or less severity. Since October 1st, of all the cases treated at the

Wiliard Parker Hospital, there has been but one severe reaction. This

followed on the sixth day after administration of the serum. The tempera-

ture rose to 103 F., nausea and vomiting and giant urticarial skin mani-

festations were present. This condition lasted 24 hours and required

hypodermic administration of morphin to quiet the patient. The other re-

action of any consequence was one in which there was considerable

arthralgia. The majority of the reactions are urticarial reactions of mode-

rate severity, which are controlled by adrenalin. The reaction appears
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usually from the third to the twelfth day. The late skin reactions have
the appearance of a measles rash, in many instances, and is often per-
plexing. Dr. Park^ thinks that with the proper aging of the anti-serum,
there will be less frequent and less severe reactions.

We feel that the anti-serum treatment of scarlet fever is of marked
benefit. That with the standard preparations, the reactions to the serum
is as a rule not alarming. That active immunization against the disease
by administration of toxin, though not attractive yet, is a procedure cer-
tainly well worth considering.
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Chairman Keith: Dr. Buttler, will you open the discussion of this
paper }

Dr. LeRoy Buttler, Winston-Salem: Mr. Chairman, I realize my
limitations in discussing Dr. Knox's paper with regard to the serum
treatment of scarlet fever because I haven't used much serum in prophy-
lactic or curative treatment in scarlet fever. Scarlet fever is a disease that
we have with us quite a bit, but fortunately, for the past few years scarlet
fever has been a comparatively mild disease. I think the mortality for
the past few years has been around one per cent, showing that it is a
comparatively mild condition.

In the immunization of scarlet fever, we do get quite often rather
severe reactions. It is rather alarming to the mother and a good many of
them refuse to have any more given. We don't know how long the immuni-
zation lasts, probably two or three years, but that is a question that
hasn't been decided. In a curative treatment it is true that scarlet fever
serum probably lessens the clinical symptoms. There is probably a drop
in temperature. The child feels better. But the majority of our deaths
from scarlet fever come from the complications, and there is some doubt
in the minds of a good many people as to whether the scarlet fever serum
causes a diminution of the amount of complications.

I certainly feel that scarlet fever serum is a thing that probably we
should investigate a little bit more before we use it in all of our cases,
I think there is some very good work being done on that at present;
probably some of the outstanding work is the work of Schlutz and Law-
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son at the University of Minnesota, in which they are putting up a castor

oil soap which they feel will eliminate the reaction and symptoms we get

from the serum. He thinks this preparation will be on the market within

a year. I feel that within a few months they probably will have something

that is valuable in a prophylactic as well as a curative for scarlet fever.

(Applause.)

Dr. W. M. Johnson, Winston-Salem: Like David Harum's matri-

monial experiences, my experience with scarlet fever antitoxin has been

brief and to the point. The only time I have used it was in the case of a

child who had slept with her sister the night before she developed scarlet

fever. The parents were very much perturbed and wanted to know if

there was anything that would prevent her from having it. I told them

if they wanted to take a chance on antitoxin we could use it. With their

consent I gave the child an immunizing dose of antitoxin. I have never

been as scared in my life. In fifteen minutes the child had a terriffic

reaction, the temperature went to 104 or 105. She vomited steadily for

the next two or three days. The temperature stayed up for about three

days. Adrenalin apparently had no effect. Morphin was the only thing

that gave any relief from the nausea and vomiting. The child's pulse ran

about 160 for three days. The child with scarlet fever was up and around

and had forgotten all about it before the other child got over the dose of

antitoxin. That scared me off for a while.

There is one thing I would like to ask Dr. Knox that always puzzled

me : the fact that while diphtheria itself does not give lasting immunity,

the toxin-antitoxin does give permanent immunity, whereas scarlet fever

gives a lasting immunity but the vaccination does not.

Dr. a. S. Root, Raleigh: Mr. Chairman, I don't think that we ought

to decry too much the use of scarlet fever antitoxin because while it is

perfectly true that the farther south you go, generally speaking, the less

severe is scarlet fever, yet at the same time we do see cases, several a

year, perhaps, which are very acutely sick and seriously ill. We have

been conforming to the rule of giving children serum if the temperature

is over 102, in accordance with the plan at Willard Parker. In these

cases the symptoms do clear up rapidly in spite of the severe rash which

almost always comes afterward. In most cases of severe scarlet fever,

complications develop, viz : a septic sore throat, cervical adenites, acute

otitis and occasionaly pericarditis and arthritis, and the early adminis-

tration of scarlet fever antitoxin practically eliminates these.

Dr. W. C. Davison, Durham:: I wish to endorse Dr. Root's statement

about scarlet fever antitoxin. It should be more widely used for although

reactions to it occur, they are usually less serious than are the conse-

quences of the disease. Contrary to the usual belief, the death rate from

scarlet fever in North Carolina is nearly the same as that in New York.

Dr. John R. Ashe, Charlotte: Mr. Chairman, I have had the oppor-

tunity of using scarlet fever serum quite a good deal. Since it came on

the market, I think about three years ago, I have adopted a plan of using

it routinely, regardless of the severity of the case. I have always been

struck with the rather remarkable effect that you get if you give it, the

next day when you go back to see the child you find the child is usually

free of temperature and often free of rash and very much better. I have
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gotten the impression that we have very much less complications, although

two of the children who stand out in my mind as suffering most severely

and for a long period with the use of possibly KoUe's serum infection,

were given serum early.

I feel pretty sure I have had less complications. I have had a lot of

reactions and some very severe ones. I have had several children get up a

joint condition, synovial membrane, or whatever they are, and cause

a great deal more discomfort from it than the disease itself.

I had one child get up what I regarded a meningeal reaction. A com-
plete record of this case is not very clear in my memory except that a very

short time after the serum this child developed some very definite menin-
geal symptoms, without temperature and with normal spinal fluid, after

that it was perfectly normal.

Dr. K. C. Moore, Wilson: When I graduated I thought scarlet fever

was one of the worst things that we could have. During my senior year in

the University of Michigan, scarlet fever developed in the children's

ward, and then it broke out in the surgical ward, and the entire hospital

was quarantined for just about ten days. We were only allowed to see

these cases at certain times. They removed all of the scarlet fever from
the hospital as far as they knew and then they let us back in.

Within ten days, another epidemic broke out in every department of

the hospital. They quarantined the hospital again, they did not accept

any other patients and they had to paint the entire hospital from top to

bottom before they were satisfied to reopen. I think it was a year after I

graduated when I ran into one case of scarlet fever of a very severe

type. Since that time I have never had two cases in one family. The scarlet

fever that I have seen has been very mild. I have considered using the

antitoxin in a few cases but with the reports that I have gotten on it,

and with the types of scarlet fever that I have seen, I felt like the pro-

phylactic treatment would be worse than the disease.

I had one interesting case of scarlet fever, to me especially, because
it occurred in one of my children. One of her best friends had scarlet

fever and was quarantined through the full length of time, and three

weeks after her quarantine she spent the night with my daughter. About
10 days later Evelyn developed scarlet fever.

As I understand it, the most contagious period of scarlet fever is

during the first few days, and not during the scaling period as we used
to think. Just how long scarlet fever bacteria remains in the throat after

having scarlet fever I do not know. Nor do I know whether there is any
infection from the scales. She may have been a scarlet fever carrier as we
sometimes get in diphtheria.

Dr. B. U. Brooks, Durham: Mr. Chairman, my experience with
scarlet fever has been very much like Dr. Moore's. When I left college I

regarded this as about the most serious disease that we could encounter.
I still regard the severe cases of scarlet fever as about the most serious

thing we come across in our practice, and yet in my experience at least,

the vast majority of the cases that I encounter are very, very mild.

I have wondered just what effect our climate or the location has had
on scarlet fever. In the cold sections of the country it has always been a

great scourge. Yet in my own practice I very seldom see it. I can't, as I



538 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

think now, recall the last case of scarlet fever I had. It is only because

of the very severe cases that we do have that would make me feel inclined

at all to use any serum, in view of the very severe reactions that are

reported in many cases.

I have never used it because I suppose I have never gone into an epi-

demic of scarlet fever. We have had an epidemic of almost everything

else except scarlet fever in Durham, but I don't know of any time within

the past twenty-two years that we have had anything in Durham that

approached an epidemic of this disease.

It is my belief that the use of scarlet fever serum is still too much in

the experimental stage for us to advise its use in any routine manner.

Dr. LaBruce Ward, Asheville: We seem to be having talks pro and

con in regard to the value of the antitoxin. I was on the staff of the

Willard Parker Hospital a good many years ago. I got a very wholesome

dread of scarlet fever on account of the cases we saw there. I must say

that the type we have in the South at this time is much milder. I am free

to admit that the reactions which I have had from scarlet fever antitoxin

have been extremely severe in a great many cases. Nevertheless, there is

only one question, it seems to me, that a doctor has to decide when he

makes a diagnosis of scarlet fever, and that is this: Is there more danger

from the disease than there is from the antitoxin.'' Although several of

the men who have spoken have stressed the severity of the results follow-

ing antitoxin administration, I don't think one of them has cited a case

where there has been any permanent damage from the antitoxin. If we
have permanent damage from scarlet fever and not from antitoxin, why
not give the antitoxin? My signal for giving antitoxin is a diagnosis of

scarlet fever, and personally I can't see any reason for withholding scar-

let fever antitoxin in a case which is supposed to be mild than I can for

withholding diphtheria antitoxin in a case which is supposed to be mild.

I agree with Dr. Morse of Boston, that when you make a diagnosis

of scarlet fever you should give scarlet fever antitoxin. I have seen serious

reactions, and the most serious reaction was in a case where I doubted

very much whether we had scarlet fever. It was a septic rash following

a burn. We were in doubt about the diagnosis and so told the family, but

gave the antitoxin anyway. That was the severest case I ever saw. I have

never seen permanent injury.

I just recall a case where I feel the antitoxin was of benefit in reliev-

ing complications. A Child about eight years of age was seen by me in

consultation, after having what apparently was a mild case of scarlet

fever. The temperature never exceeded 102, so I was told. The child

was in bed only three or four days. About a week after the rash had dis-

appeared, the child had almost a total suppression of urine, about four

ounces of bloody urine in twenty-four hours. When I saw this child, she

had a very severe adenitis, a temperature of 105, a pulse of about 150,

and appeared to be in an extremely serious condition. She was given anti-

toxin immediately. Inside of twenty-four hours, the glands had subsided

in size, the temperature dropped to 101, she voided twenty ounces of

urine, and was apparently out of danger, and did recover in a very few
days.
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Dr. S. F. Ravenel, Greensboro: I would like to agree, in discussing

the use of scarlet fever antitoxin, with those who advocate giving it in

moderate and severe cases and withholding it in the mild ones. I don't

believe that it is of sufficient value to use as a prophylactic in case of

exposure in that so few children take scarlet fever that are exposed to it,

and the danger of reaction is rather marked.
Chairman Keith: Is there any further discussion of this paper.'' If

not, will Dr. Knox close the discussion?

Dr. Joseph Knox: The reactions are of two types, whether scarlet

fever or whether diphtheria. The immediate reaction that is so dreaded
can be avoided if a sensitive test is first done before administration; you
govern the administration of the antitoxin by the result of this test. If

it is negative, you can feel reasonably sure that you will have one of

these severe immediate reactions, but it doesn't mean that you won't get

a reaction later on. If the test is positive and you give the antitoxin in

spite of the test, and give it all at one time, your reaction may occur within

a minute's time after it is administered, up to within half an hour or an
hour. The most severe reaction that I have seen at all has been after the

administration of diphtheria antitoxin where the patient almost collapsed

immediately after the administration, but I have not seen that in anj;

scarlet fever antitoxin. This was done, knowing that the test was positive

in a very severe toxic case of diphtheria. Of course we were prepared tc

treat it. That was the only severe case.

The type of scarlet fever that has been in New York City this year
has been extremely mild, that is, a number of cases did not receive the

antitoxin. It is interesting to watch the course of the borderline cases,

that is, the case that comes just below the line, in which the temperature
is prolonged by antitoxin for a week or ten days. I have in mind now the

case of an adult who never reached a temperature of 102. Her tempera-
ture remained 101 for ten days.

We feel there are a certain number of casualties in scarlet fever, like

in diphtheria. Any lymphoid tissue that harbors the organisms can cer-

tainly harbor hemolytic streptococcus, and those convalescent cases that
have been let out of quarantine I think carry the organism around and
convey it to others.

Personally, I have not seen the severe reactions that are reported by
other people. The serum used is put out by the Health Department of
New York City.

I don't know whether the methods have anything to do with it, but
there certainly is a difference in the potency of the different commercial
serums.

MESENTERIC CYSTS IN INFANCY AND CHILDHOOD—WITH
REPORT OF A CASE

By S. S. Saunders, High Point, N. C.

Mesenteric cysts occurring in infancy and early childhood are rare.

Perhaps we should say, rather, that their discovery in infancy is rare,

because, as Cutler points out, the cysts do not usually become large
enough to cause symptoms until after the fourth year. Between 200 and
250 cases of mesenteric cyst have been reported in medical literature to
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date, and a very small percentage of these are in- infants. The youngest

case I have been able to find on record is that of an infant 4 weeks old.

I have been fortunate enough to observe a child 6 weeks of age with a

mesenteric cyst: Medical record No. 508474; surgical record No. 508796.

The infant was admitted to the Boston City Hospital in November 1925.

Family history and past history were unimportant. Two days prior to admission,

the mother brought the infant to the Outpatient Department for weighing and

examination. The boy had been perfectly we'l in every respect since birth. It

nursed well, had regular bowel movements, and had had no vomiting of diarrhoea,

and had gained weight normally. The mother did not suspect that anything was

wrong with the child.

Physical examination revealed a well-developed and nourished baby of six

weeks. Examination was essentially negative except for the abdomen. Extend-

ing from the costal margin to about the level of the crest of the ileum on the

right side, and over to about the mid-line of the abdomen, there was found a

large, smooth, almost globular mass. The mass did not seem tender; it was not

freely movable. The liver and spleen were not felt. Tentative diagnoses were

made of a possible hypernephroma, sarcoma, cystic kidney, or mesenteric oyst.

Bilateral otitis media developed the day after admission to the hospital, and

parafentesis of both drums was performed. On the fourth day after admission

the child suddenly began to vomit, and in twelve hours the vomiting became

faecal in type. There was iio rigidity of the abdominal musculature.

A mid-line incision was made below the umbilicus. The stomach, duodenum,

jejunum and ileum were found greatly distended. A mesenteric cyst the size

of a large lemon was found about twelve inches above the ileo-cecal valve. The

ileum running through this part of the mesentery was considerably flattened. A
volvulus was found six inches below the cyst, due to the lower ileum and

ascending colon being twisted on themselves with adjacent parts of the ileum

and colon constricted, but the lumen not entirely obliterated. The cyst was

drained and the abdomen closed quickly. Yellowish fluid obtained. The operation

was but a forlorn hope, and due to the age and physical condition of the patient,

and death occurred the following day. The diagnosis was mesenteric cyst with

volvulus and intestinal obstruction. The cyst wall appeared to be mainly of

smooth muscle,—the origin of the cyst being i^robably from the small intestine.

An interesting report of a mesenteric cyst occurring in a four weeks old

infant comes from the Children's Hospital of Manchester, England, in and obser-

vation by C. P. Lapage. A large fluctuant swelling was found in the abdomen,

the swelling having been present at birth and growing steadily larger. As in the

above case, no symptoms of disturbance were noted. The bowels were regular

and there had been no vomiting. The baby had failed, however, to gain weight

properly, and on admission there was noticeable a slight oedema of the feet. At

operation a huge cyst was disclosed lying behind the peritoneum. The cyst wall

consisted of alternate layers of smooth muscle and connective tissue. The cyst

was enterogenous, and its position suggested that it might have arisen from the

vitello-intestinal duct after the manner of a Meckel's diverticulum.

A third very interesting case is reported by Cutler and Merriam of Boston.

An infant, age 3 1/2 months, breast-fed, was admitted to the Children's Hos-

pital in a state of profound shock, with a history of vomiting for two days and

dis-inclination to nurse. The temperature was 97°F., the pulse 160 and poor
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quality, and the respiration 60. The abdomen was distended, fairly rigid, and

apparently tender, with shifting dullness in the ilanks. Rectal examination was

negative. The operation under ether anaesthesia revealed a cloud}', foul-

smeliing fluid; most of the small intestine was plum-colored and the peritoneal

coat was lusterless : there was a tense masenteric cyst, about the size of a

goose egg, about 24 inches below the duodenum, there was complete volvulus of

the mesentery, thrombosis of the mesenteric vessels, and gangrene of the gastro-

intestinal tract from the duodenum to the rectvim. The volvulus was untwisted

but no attempt was made to remove the cyst. The patient died one hour after

operation.

So much for case histories. C. N. Dowd gives a simple classification

of mesenteric cysts: He divides them into (1) Embryonic (2) Hydatid

(3) Those due to cystic malignant disease. The types which are described

as chylous, serous, and hemorrhagic he regards as being of embryonic

origin. He believes that embryonic cysts arise either as rests from the

ovary at an early stage of intra-uterine life, or from the intestine. The
'rests' undergo cystic degeneration. Ayer believes that many of the cysts

which are shown pathologically to be of intestinal origin, are the result

of snared-off portions of atypical diverticula. Some mesenteric cysts maj"

originate from the retro-peritoneal structures, according to Dowd, or

from foetal remnants such as dermoids, remnants of the Wolffian or Mul-
lerian ducts or bodies, or from structures normally within the mesentery.

Chylous cysts may be due to an accumulation of chyle in a pre-formed

cyst, or to a dilatation of the chyle ducts. Parasitic cysts are less rare than

many other forms. Malignant cysts are more often sarcomata than carci-

nomata. Many of the hemorrhagic cysts are derived from angiomas in

early life, and some of them from hemorrhages having occurred in solid

tumors.

Cyst walls, studied microscopically, vary, of course, with the origin.

The chylous cyst, which is perhaps the best known, has a thick wall of

fibrous tissue and muscle, an endothelial lining, and is filled with a

grayish-white fluid. According to Bartlett, high columnar epithelium and
pseudo-mucin suggest the pseudo-mucinous cyst of the ovary and demon-
strates a primitive sex-organ ancestry

;
primitive glomeruli in the walls

prove an origin in the Wolffian body ; smooth muscle and epithelial-lined

spaces show a relationship with the intestinal tract ; endothelial lining

and serous contents in a retro-peritoneal cyst point to an origin in the

lymphatic system or a lymphangioma. Bartlett believes that the type of

fluid is of no significance, the chylous fluid resulting from rupture of

lacteals and the bloody fluid from rupture of blood-vessels in the cyst

walls. The exceptions to this are the pseudo-mucinous cyst and the blood

of a cystic hemangioma.

Certain cysts of lymphatic origin may, according to J. S. Stone of

Boston, result from the breaking down of lymph glands as a result of

tuberculosis. The contents of the cysts is a thin broken down caseous

material similar to what is found in tuberculous glandular cysts of the

neck. Tuberculous mesenteric glands are usually present as well. There
may be every gradation from a completely encapsulated tuberculous cyst

to a diffuse tuberculous peritonitis originating in broken-down glands.
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In view of the benign character of most mesenteric cysts, we generally

expect no symptoms except such as result from pressure. The pushing

forward of the cyst mass may cause a volvulus to occur, or compression

of the intestinal wall may cause complete obstruction. In younger infants

failure to gain weight properly, or even rapid body wasting may occur.

Colic and constipation may be present at times. In older children pain is

quite frequently a symptom, and a history of repeated attacks of abdom-
inal pain, together with vomiting and alternating constipation and diar-

rhoea may be important evidence. In several cases a history of 'bilious'

attacks has been obtained. Wilkerson explains the attacks of pain as

being due to increased peristalsis trying to overcome the narrowing of

the valve produced by pressure of the cyst upon the bowel lumen. The
attacks may also be due to a partial volvulus, and of course, if volvulus

or pressure has caused a complete obstruction to the bowel lumen there

will soon appear the signs and symptoms of obstruction,—prostration,

faecal vomiting, absence of bowel movements, and abdominal distension.

When a cyst is small and flaccid it is extremely difficult to palpate.

The larger cysts may be readily outlined, but the diagnosis is very seldom

certain. Moynihan emphasizes the extreme mobility of mesenteric cysts,

the fact that they fluctuate, are more prominent toward the navel, are

themselves dull on percussion but are surrounded by a resonant zone.

If tied down by adhesions or inflammatory processes, they are no longer

mobile.

Roentgenograms may be useful in showing any relationship of the

tumor to the lumen of the bowel. In some cases the X-ray shows calcifi-

cation present in the cyst walls.

The diagnosis of mesenteric cyst usually is not established until the

abdomen is opened. Tubercular peritonitis has been suspected in some

cases. W. E. Ladd of Boston cites two cases in which the patients were

tapped for ascites, and cysts were discovered. These occasionally, as

described above, are of tubercular origin. A negative tuberculin reaction

is of aid in ruling out such an involvement. With large cysts dullness over

the whole front of the abdomen is found, and this usually is not so in a

case of ascites. In the case of smaller tumors, diagnosis of cystic kidney

may be made. This may be ruled out by cystoscopic examination. A possi-

ble ovarian cyst may often be ruled out by bimanual examination. Pyelo-

grams should rule out the possibility of a movable kidney, and possible

kidney tumors.

Frentzel has made special study of the treatment of mesenteric cysts.

He says the exact diagnosis is to be made by laparotomy only, puncture

being out of the question. The typical treatment consists in total enuclea-

tion in case the intestine is not involved, but in case blood-vessels leading

to the bowel are compromised, a resection must be undertaken. Drainage

may be necessary in rare cases, but is by no means to be preferred.

Moynihan summarizes treatment as follows

:

1. By aspiration, which is an obsolete method. The cysts recur.

2. By incision and drainage. This method is to be used only when
other methods are out of the question.
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3. By marsupialization. This method frequently works well.

4. By enucleation. Practicable if the intestine is not involved.

5. By resection of a portion of the bowel.

By way of conclusion, I might state that mesenteric cysts, while

relatively uncommon in infancy and childhood, must be thought of in

connection with any differential diagnosis of an abdominal condition.

DISCUSSION

Dr. R. O. Lyday, Greensboro: Mr. Chairman, in attempting to discuss

this paper of Dr. Saunders', I wish to report briefly a case that came
under my observation recently. Although the origin and location of the

cyst in my case does not permit its classification as a mesentery tumor,
yet it simulates so closely those decribed by Dr. Saunders I feel justified

in reporting it on this occasion.

The patient was a baby eight months old, underweight, undernour-
ished, and pale. When first seen, it showed symptoms of intestinal ob-

struction, that is, vomiting of bile at frequent intervals, the vomitus soon
changing to a fecal character. Increased peristalsis was present, the

patient grunting with pain, and general symptoms of collapse were noted.

Enemas were given, with fairly good effect, but no relief was obtained
from pain. The vomiting continued. The abdomen was enlarged and the

whole right side was more prominent. The right abdomen was dull to

percussion, but no definite mass could be made out by palpation. Upon
opening the abdominal wall, a large cystic tumor protruded through the

incision. It was attached to the umbilicus, spread over the entire right

abdomen, and was attached to the cecum, ascending colon, duodenum, and
the greater curvature of the stomach. It ruptured during the manipulation,
releasing a large quantity of clear-colored fluid. The cyst was entirely

removed except for a deep* attachment to the region of the greater curva-
ture of the stomach, near the pylorus. Examination of this tissue showed
it to be a lymphangioma of the omentum.

As Dr. Saunders has just said, there have been about 250 cases
reported in the literature of mesenteric cysts. A review in 1926 showed
about 245 cases of mesenteric cysts, and only 44 cases of cysts of the
omentum. About half of this number of omental cysts were in children
and infants.

It is the belief of many that the majority of these mesenteric cysts

have an origin from embryonic tissue. On the other hand, it is the belief

of many that omental cysts are not of embryonic origin but most of
them originate from the lymph vessels.

I would like to stress the point that Dr. Saunders made about the
great difficulty in making a diagnosis of any of these abdominal cysts, in

babies, particularly. I believe all of his cases showed symptoms of acute
intestinal obstruction. That was the condition first found in the patient
that I had.

Dr. Chas. R. Bugg, Raleigh: I have seen a similar case that might be
worth mentioning. This baby was referred to me at the age of two months,
with a history that the child was perfectly well except that it didn't gain
properly and that the parents had noted a tumor in the abdomen when the
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baby was two weeks old. It was then two months old. The baby was
undernourished, had had little in the way of gastro-intestinal symptoms,

nothing obstructive at all, and had this tumor which was quite easily

palpated and was apparently different from the cases that have been re-

ported. It could almost be picked up in the hand. It was in the position

of the bladder when first seen, and gave the sensation of a fully distended

bladder. It was freely movable and at times would be found on the right

side and at times on the left. We agreed that it was a cystic growth either

from the mesentery or from the ovary.

The question to be decided was whether the general condition of the

child could be improved in the course of a short time in order that it

might stand the operation better. We felt that it could not, and that the

thing to do was to explore at the time. The people went home, and after

thinking it over, decided they wouldn't risk it, and called up and said

they didn't want to have the operation. It was called off and the child

lost sight of. In about a month, the child was brought in to the hospital as

an emergency, with a history of persistent vomiting, acute, cramplike

abdominal pain, and hadn't had a bowel movement for about three days.

However, about ten minutes after admission, it passed some gas and a

fluid stool; it brightened up considerably and looked a good deal better,

and we felt that if there was any possibility of the obstruction having

been partly relieved, probably the child would be in better condition the

next day for operation.

The following day, however, the child's temperature had gone up
quite high. It had only one or two small liquid movements. On examina-

tion, we found it had bronchopneumonia which made operation out of

the question. The child survived about two days. We got permission for

a partial post-mortem examination, which was done in the middle of the

night under more or less adverse conditions^i but it was quite easy to

remove this cystic mass, with the area of the intestine overlying it and
quite closely attached to it and completely flattened out. It apparently

arose from the mesentery.

Chairman Keith: Is there any further discussion? Dr. Verdery,

have you anything to add.^

Dr. W. C. VerderYj Fayetteville : I haven't had any experience with

these cases. The case that Dr. Bugg has just reported gives at least some
information that these cases may be recognized even by the parents.

Dr. Taylor, Washington : Mr. Chairman, I have never seen one of

these cases in a child. There was one in a woman about forty-five years

old. She had been examined each year by an internist in John Hopkins
Hospital. A year previous to that he hadn't noticed it. She came in there

complaining of a mass in her left side, which we at first thought was a

spleen. We gave quinine, but it didn't have any effect on the spleen. She

went back up to Johns Hopkins and saw the internist. They cystoscoped

and worked her up. They didn't know what she had, either. They operated

on her and found she had a mesenteric cyst. That patient recovered and
is now getting along very well.

Chairman Keith : If there is no further discussion, will Dr. Saunders

close the discussion .f"
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Dr. S. S. Saunders: I would simply remark that I think one of the

most interesting features to me regarding this condition is the extreme

rarity of the condition in infancy^ together with the fact that in practi-

cally every case in these very young infants, intestinal obstruction has

been a complicating factor.

In the case that Dr. Lyday reported, the one Dr. Bugg reported, one

which I myself had, and two others which I reported, intestinal obstruc-

tion was present as a complication. In every case mentioned here, death

occurred. There is extremely high mortality in these very young infants.

Chairman Keith: The next paper will be "Brain Tumors in Chil-

dren," by Dr. A. A. Barron of Charlotte.

BRAIN TUMORS IN CHILDREN
By A. A. Barron, M.D., Charlotte

Dr. Cushing recently in closing a lecture on brain tumors made this

remark, "That a median tumor of the cerebellum is so cmmon a lesion in

pre-adolescence that when a child has unexplained vomiting, shows a

possible enlargement of its head, and gives a story of periodical unsteadi-

ness, it is well to be on guard for a tumor."

One to two per cent of our cases have tumors of the brain. This per-

centage would probably be increased if all cases were subjected to an
autopsy. The peak for tumors of the brain is reached between the ages of

40 and 45, which more or less agrees with the age incident for tumors of

others sorts. The ratio of tumors of the brain in childhood is about one

to six in adult life unless many more go unrecognized than in the adult.

There is a predominance of cerebellar over cerebral lesions in childhood,

the proportion being about two to one, whereas in adults it is about one to

five.

There are only two or possibly three types of tumors in childhood

that need particularly concern us. As for syphilis syphilomas are unre-

corded in children and constitute a fraction of one per cent of the tumors
in their elders.

1. Gliomas.

2. Congenital tumors.

3. Tuberculomas.

The first constitute the majo'-ity and have been shown to be less dis-

couraging than was formerly believed ; the last contrary to previous

teaching the fewest.

As to diagnosis we should not, as a rule, have to wait on the old triad

of symptoms, headache, vomiting and choked disc, to make us think of a

brain tumor. In quite a percentage of the cases of brain tumors choked
discs are not present. The diagnosis of these cases depends upon the

slowly progressive nature of the localizing signs. This sign may be a

gradual progressive weakness of the arm followed by weakness of other

parts. These cases are sometimes overlooked, and I have known one or

more cases to be treated for infantile paralysis.
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Most of the children that have cerebellar tumors will soon have

enlarged heads. It is well to mention here that enlargement of the head

is commonly followed by a cessation of headache with a subjective free-

dom from discomforts which may be misleading. Children as a rule also

are not as prone as adults to complain of a slight disturbance of vision,

and not infrequently they appear to be well in spite of vomiting spells.

As to differential diagnosis we must think of and consider the possi-

bility of a brain abscess, meningitis, encephalitis, etc. These conditions,

however, are usually more acute and may be ruled out.

I wish to refer to three cases : The first case not a brain tumor.

Some few weeks ago a child two years of age was seen. This case illustrates

the use and value of the ophthalmoscope. She had a complete optic atrophy.

She was practically blind. She had been under the care of several good men.

No one had thought to examine her eyegrounds. She was thought to be an under-

nourished, ill-fed baby, and had so been treated for a period of about a year.

Finally, a physician under whose care she came, became suspicious of a brain

tumor. Her history was that she was a normal child until about one year ago

when she suffered with some sickness thought to be an influenza infection. She

had some fever, was irritable and fretful and complained of some pain in the

back of her head. Her fever gradually disappeared, other symptoms per-

sisted in varying degrees and about four months ago she began to be more

irritable. Mother noticed that she had some difficulty in getting about. Frequently

refused to attempt walking without aid.

On examination the child showed an optic atrophy of the primary type. She

was practically blind. She was very irritable and fretful and would make no

attempt to walk. There was nothing to indicate any paralysis, ataxia nor

nystagmus.

Physical examination, blood picture and spinal fluid study were negative.

X-ray of head showed a rather large sella turcica but no evidence of destruc-

tion or tumor.

Pituitary tumors produce primary atrophy but there was nothing to indicate

a pituitary tumor. It was impossible to see whether or not she was unsteady.

Cerebellar tumors would rarely be expected to produce a primary atrophy.

However, I was unable to arrive at a definite opinion as to whtether we were

dealing with a tumor or whether her atrophy was due to a previous influenza

infection followed by encephalitis or meningitis. Later Drs. Spiller and Frazier

arrived at the latter opinion.

Case No. 2: Is a cerebellar tumor in a child 5 years of age. He had not been

well for some eighteen months. The first symptoms he complained of was pain

in the back part of his neck. Some few months later his gait at times seemed

to be unsteady but at this time no thought was given to it by his parents. Some

three months ago his unsteadiness became very much more pronounced. He was

also complaining of some inability to see well. He was taken to an eye, ear and

throat specialist who recognized a papilla edema and he was referred for further

exmination. The child was rather unsteady. However, he was able to walk

with only occasional aid. His head was larger than normal. In walking showed

some tendency to go to the left. He was unable to stand with his eyes closed

and showed considerable ataxia of left finger to nose test.
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X-ray showed some destruction of the anterior ciinoid process of sella turcica.

This destruction was due to intra-cranial pressure and not to a local lesion of

the pituitary. This is a rather important point to remember, that is, destruction

can be due to general pressure. At operation a tumor of left cerebellar lobe

was removed.

Case No. 3. Belongs to the group of congenital tumors which are usually supra-

sellar lesions originating in Rathke's Pouch. These tumors are right above the

pituitary gland and frequently interfere with the function of the pituitary body.

As a result secondary constitutional symptoms of pituitary deficiency often

appear.

This case presented some symptms likely to mislead one. In fact his symptoms

were misinterpreted for about a year. He had been treated for eye trouble. His

tonsils had been removed. He suffered from enuresis and frequent urination

and had been treated for this complaint. He had been considered more or less

mentaily dull for about six months and was stopped from school because he was

unable to keep up with his class.

He made no outstanding complaint. He had some occasional headaches but

these were not suflBcient to attract his attention until the last week or so. He
had no nausea or vomiting. He was a boy twelve years of age, alert mentally.

His make-up, while not typical, was suggestive of a Frolich syndrome type.

He was slightly obese, no hair on body, small genitalia. Sight preserved in right

eye, right pupil reacting normally to light but very poorly to accommodation:

—

field of vision of right eye seemed normal—left eye, sight was lost. Complete

atrophy of the primary type (Sloan). X-ray, sella turcica very much enlarged,

posterior clinoids an dorsal sella partly destroyed. Diagnosis of pituitary tumor

or supra-sella cyst was made.

On operation supra-sella cyst was evacuated.

In closing I have presented these few remarks merely to call your

attention to this subject. The cerebellum is the seat of the majority of

brain tumors in children.

Chairman Keith: Will Dr. E. K. McLean open the discussion of

this paper?
Dr. E. K. McLean, Charlotte: Mr. Chairman, as Dr. Barron has

stated, the operative results of tumors have certainly been improved in

the last few years. I think the great problem is to try to make an early

diagnosis. In the young infant that is a very hard job. They are not capa-

ble of describing their subjective symptoms at all, and the only informa-

tion we can get is from an objective standpoint. In a child, say, fourteen

or fifteen months of age, starting to walk, it is hard to tell whether that

child has a cerebral ataxia or just a normal stumbling gait at that age.

If we had to wait until we had an enlarged head and bulging, high fon-

tanel, with the other concomitant symptoms and make a diagnosis at that

time, I don't think we could afford them much relief. The spinal fluid,

as a rule, doesn't give any particular information, and as a rule, the focal

symptoms are fleeing. I think the one objective symptom of most value is

the examination of the optic disks. If we find a papilledema there, we are

reasonably sure that we have a tumor in some locality.

Chairman Keith: The next paper is "Kidney Diseases of Children,"

by Dr. W. C. Davison, Dean, Medical Department, Duke University,

Durham.
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KIDNEY DISEASES IN CHILDREN^

By WiLBURT C. DavisoNj" Durham, N. C.

Dean Duke University School of Medicine

Diseases of the kidney form one of the most important problems in

pediatrics. One child in every sixty treated in the Harriet Lane Home of

the Johns Hopkins Hospital has albuminuria. There is great confusion

in regard to the classification of the diseases which cause albuminuria;

every clinic and physician have their own. However, for the sake of sim-

plicity, if for no other reason, the majority of the cases can be divided

into three groups : nephritis—the patients have definite pathological

changes in the kidney tissue, orthostatic albuminuria—no tissue damage
can be demonstrated, and pyuria, which is characterized by the presence

of pus cells in the urine.

Nephritis can be further subdivided into glomerular, tubular and in-

terstitial nephritis, in which respectively the glomeruli, tubules or the

connective tissue are the primary seat of the most prominent visible

damage.^ Of course, as the condition progresses mixed forms occur for

if the glomeruli are damaged, the tubules and connective tissue become
secondarily involved and vice versa. These three pathological types may
be differentiated clinically by the presence or absence of haematuria and

oedema. If red blood cells appear in the urine at any time, the patient has

glomerular nephritis ; the presence or absence of oedema does not affect

the diagnosis. If haematuria and oedema are persistently absent and the

possibility of orthostatic albuminuria has been eliminated by examining

specimens of day and night urine, the kidney damage is usually inter-

stitial. The presence of oedema during part or all of the course of the

illness and a constant absence of haematuria are diagnostic of tubular

nephritis (nephrosis). The numerous other names which have been used

for these three types of nephritis have only confused the picture. This

is particularly true of the terms, acute, subacute, and chronic, which are

used to subdivide each main type of nephritis. This differentiation is made
solely upon the duration of the disease and has no pathological basis

except that in some of the cases of longer standing mixed forms of neph-

ritis are more apt to be present.

As may be seen in Table I, which has been compiled from the studies

of Hill- and others, 59 per cent of the children who had albuminuria had
glomerular nephritis. The majority of these cases were of short duration

and usually ended in recovery. Tubular nephritis (nephrosis) is relatively

uncommon. These patients are usually brought to the hospital with a

complaint of oedema which may be of an extreme degree. The oedema
may subside within a few days, the albuminuria markedly diminish and
occasionally the urine may become albumin free. More usually, however,

the oedema may persist several days then gradually disappear only to

reappear again weeks or months later. Some of these patients have sev-

eral exacerbations with constant albuminuria over a period of two or

three years. The mortality is about 32 per cent.^ Interstitial nephritis is

extremely rare and usually ends fatally though the course may be pro-

longed five or six years.
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Innumerable methods have been recommended for the treatment of

nephritis in children—salt free diets^ low protein diets, high protein diets,

restriction of fluids, diuretic drugs and thyroid extract but an ordinary

diet and rest in bed have been as efficacious as any type of therapy.

Infections such as tonsillitis and mastoid and sinus disease should be

sought and treated if found.

Orthostatic albuminuria is responsible for one fifth of all the cases of

albuminuria (Table I). This frequency should emphasize the importance

of examining specimens of the day and night urine of every child who
has albuminuria. Too often in children who have orthostatic albuminuria

an erroneous diagnosis of nephritis is made because albumin has been

found in one urine test. This condition has apparently little or no effect

upon the patient's general health. The albuminuria can usually be cured

by correcting the lordosis with suitable exercises. The pathogenesis of

orthostatic albuminuria is interesting. It has long been assumed^ that the

albuminuria was probably due to mechanical factors produced by the

patient's lordotic posture, for the condition disappears as soon as this

defect is corrected, but the complete examination did not become
apparent until Sonne^ catheterized the ureters of several patients. He
found that the urine from the right kidney was normal and that the

albumin came from the left and suggested that the reason for the albumin-

uria from the left kidney was that the left renal vein lay between the

abdominal aorta and the superior mesenteric artery and that it became
compressed where the aorta was projected forward by the lordotic spine.

The resulting venous congestion caused the albuminuria.

Pyuria is the cause of 16 per cent of the cases of albuminuria (Table
I). It is especially common among girls under two years of age. The term
pyuria is preferable to pyelitis, cystitis and pyelonephritis, for these

latter conditions usually cannot be diagnosed accurately. The finding of

clumps of pus cells in the urine is diagnostic of pyuria, as the name would
imply, but the origin of these cells is often a matter of conjecture. The
fever and systemic symptoms which accompany pyuria are sometimes
very severe. Colon bacilli can be isolated from cultures of catheterized

specimens of the urine of most of the patients but occasionally staphy-
lococci, streptococci, typhoid, paratyphoid and dysentery bacilli are the

cause of the infection. The mode of infection has not been definitely

proven but that the majority of the cases occur in girl infants bespeaks
for the ascending route, probably via the periurethral lymphatics. Of the

various methods of treatment advocated, the administration of large

amounts of fluid by mouth is by far the most efficacious. Large doses of

sodium bicarbonate are also advantageous, not because they make the
urine alkaline but because they act as a saline diuretic and increase the

amount of fluid which passes through the kidney. The greatest alkalinity

of the urine which can be produced by sodium bicarbonate is pH 8.6, a

reaction at which B. coli can flourish. However, the administration of

large amounts of water by mouth and large doses of sodium bicarbonate
can dilute the protein content of the urine three or four-fold and thereby
render it an unsuitable medium for the growth of colon bacilli. These
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organisms which grow luxuriantly in a test tube of normal urine will

languish and die if the urine is diluted several times. The mechanical

flushing of the kidneys produced by the water and soda therapy may also

be a factor in its effectiveness. In some cases this treatment must be

continued for seven or eight weeks but it usually is successful. In some of

the more severe infections, two or more relapses or exacerbations may
occur after apparent recovery. However, if water and soda were effica-

cious in the initial attack, they usually also are in the recrudescenses.

Water and acid sodium phosphate will accomplish the same purpose.

In the small percentage of patients who are not cured in this way,

two other types of treatment may be recommended:^ Hexylresorcinol

(Sharp and Dohme, Baltimore) may be administered by mouth, com-

mencing with one capsule containing 0.15 gram (2^ gr.) of the drug

three times a day after meals and gradually increasing the dose to three

capsules thrice daily. This amount can often be given indefinitely without

producing harmful symptoms and usually should be continued for five

weeks before it is discarded as useless. Soda and excessive fluids should

not be given with hexylresorcinol. If the pyuria still persists mercuro-

chrome (220) can be injected intravenously. A 0.5 per cent solution

should be made by dissolving 0.5 gram of soluble mercurochrome or the

contents of a special ampule containing 0.5 gram in solution (Hynson,

Westcott and Dunning, Baltimore) in 100 cc. of distilled water which

has previously been sterilized by boiling. Four-tenths cubic centimeter

of this 0.5 per cent solution per pound of the patient's body weight (2

mgm. of mercurochrome per pound) may be injected intravenously. This

dose may be repeated daily for four to five days. Mercurochrome is not

altogether safe for occasionally this dosage will produce mercurial colitis.

If these patients do not improve after hexylresorcinol or mercuro-

chrome therapy they should be examined cystoscopically for abnormalities

of the bladder or ureter, and roentgenologically for stones. Bladder and

kidney irrigations with silver nitrate or other solutions can also be used

in connection with the cystoscope. Cystoscopy in children under two

years of age should usually not be recommended until reasonable medical

methods have failed, for considerable pain and a systemic reaction may
follow the operation.

Paroxysmal haemoglobinuria is a very rare cause of albuminuria in

children and is characterized by marked haematuria which usually ap-

pears after exposure to cold. The condition is usually associated with

syphilis and is often, though not always, benefited by anti-luetic treat-

ment.

In order to emphasize the frequency of albuminuria in children it

has been compared with enuresis or bed wetting in Table I. Practically as

many children have albuminuria as have enuresis.^
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TABLE I. CAUSES OF ALBUMINURIA IN CHILDREN

Condition
Estimated

(in

Case Distribution

per cent)

Glomerular nephritis

(acute, subacute and chronic hem-

orrhagic, exudative, purpuric)

59.

Orthostatic albuminuria

(lordotic)
20.

Pyuria

(pyelitis, pyelonephritis)
16.

Tubular nephritis

(acute and chronic; nephrosis)
3.

Interstitial nephritis

(chronic nephritis with infantilism)
1.

Paroxysmal haemaglobinuria 1.

(For comparison)

Enuresis 108.
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Dr. L. W. Elias, Asheville: There is one thing that I think of impor-
tance and that is to see that the urine stays alkaline all the time. Dr.
Freeman in New York called my attention to that and said some other

doctor had called his attention to it; that through the night when the

child is asleep the urine becomes acid^ so they waked this child up every
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two or three hours, often enough to keep the urine alkaline. I always see

that the morning urine is alkaline as well as the rest. It seems to me they

have had benefit that way.

Chairman Keith: Dr. Sidbury, will you open the discussion?

Dr. J. B. Sidbury, Wilmington: Mr. Chairman, I think I shall speak

only in regard to pyelitis. I want to report a ease which I had and whom
I worked with for some six or eight weeks last spring. When I had
exhausted all the recourses that I had, I sent the baby, who was eighteen

months old, to Dr. Davison. I wired him at Baltimore and told him that

1 was sending an infant to him for a cystoscopy. We did not want to

cystoscope the child in Wilmington. We were fearful, as there was no
man there who had had any experience with a child that young. I did

not want to take the responsibility of having that child cystoscoped. The
child would have exacerbations, would run a temperature from 101 to 106

for a period of about a week or ten days, then come down, and then do

the same thing again. Her urine was absolutely loaded with pus. She
was given everything that everybody ordered or thought of for pyelitis.

Hexylresorcinal had no more effect than anything else. Sodium bicar-

bonate and water had more effect, we thought, than anything else. The
child was treated as long as we dared treat it. I feared that the child

was going to continue and probably develop some intercurrent disease

and not survive. The only thing left we saw to do was to get advice as

to whether or not a cystoscopy shuold be done. We stayed away from it

as long as we dared. I am glad to report that the child went up to Johns
Hopkins, to Dr. Wharton and Dr. Davison. They did more or less as we
did. They stayed away from the cystoscopy. The child came back and had
a few recurrences, but the child today is normal and has been so for six

or eight months. One month after she came back from Baltimore the child

had a few recurrences, but has had none since.

I simply reported this case to emphasize the importance of staying

away from the genito-urinary invaders unless we know and feel that they

are experts in that job.

I frankly believe that if we had cystoscoped that child at home, the

child would not be with us today. I think we would have caused trauma
in the ureter with a secondary infection. I feel that this treatment of

soda and water is as good as any other thing, as long as we can keep up
the natural resistance of the child. The baby took food very well, was
given a few transfusions and given fluid. She simply won out in that

way, and I definitely feel letting her alone from the surgical standpoint

was good judgment.

Dr. Aldert S. Root, Raleigh: I would like to ask if focal infections

are causes. I have had one or two cases of persistent pyelitis where the

removal of tonsils and adenoids seemed to clear up the condition.

Chairman Keith: Dr. Elias, will you say a few words?

Dr. L. W. Elias, Asheville: I can't think of anything, except the

point Dr. Sidbury brought up I think is very important, and that is keep

the baby's general nutrition up. The child must throw off this infection,

and nutrition is very important in the treatment.
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Chairman Keith: Is there any further discussion of this paper?
Dr. Chas. R. Bugg, Raleigh: I would like to ask one question. I would

like to know whether he regards these cases that we call pyelitis as pure
pyelitis or whether he thinks that a great percentage of them, as some
people think, are more than pyelitis, are an involvement of the kidney.
Some people seem to regard a great many of these cases as more than an
inflammatory process in the pelvis of the kidney.

Dr. W. M. Johnson, Winston-Salem: I would like to ask one ques-
tion. In persistent cases, have you used the autogenous vaccines.^

Chairman Keith : Are there any more questions or any more discus-
sion.? If not, we will ask Dr. Davison to close the discussion.

Dr. W. C. Davison, Durham: Dr. Sidbury's patient illustrates the
advantages of continuing the water and sodium bicarbonate therapy for
six or seven weeks and of giving medical treatment a thorough trial before
recommending cystoscopy. Rumpus and Meisser (J. Am. M. Ass., 1921,
11, 1475) and others have maintained that pyelonephritis may often be
due to focal infections and that the colon bacillus, which is usually found
in the urine and believed to be the cause, is a secondary infection. How-
ever, in the majority of cases no foci of infection can be found and it is
difficult to explain the great preponderance of infections in girl infants
on this basis. The question of whether the pyuria is due to pyelitis, cys-
titis or pyelonephritis can rarely be answered clinically. Children who die
of pyuria per se usually have involvement of the kidney—pyelonephritis,
but in those who succumb to pneumonia and a coincident pyuria little
or no damage of the kidney and its pelvis may be found at autopsy but
the lining of the bladder may be inflamed and vice versa. Autogenous
vaccines have been recommended in the treatment of pvuria but their
benefit is not proven. I think that the alternate use of sodium bicarbonate
and acid sodium phosphate owes its efficacy not to any change in the
reaction of the urine but to the diuresis which is produced.

Chairman Keith: Before we begin the next paper, I would like to
appoint a committee to nominate the Chairman for the next year's session
I will ask Dr. Brooks, Dr. Buttler and Dr. Sidbury to serve on that
committee.

The next paper, "The Development and Care of the Temporary
Teeth," will be presented by Dr. E. A. Branch, of Raleigh.

DEVELOPMENT AND CARE OF THE TEMPORARY TEETH
By Dr. Ernest A. Branch, Raleigh.

Dr. E. a. Branch, Raleigh: Gentlemen, before I begin this dis-
cussion, I would like to state that what I am going to say is more a plea
for cooperation between the physician and the dentist, and especially
among you men who are doing children's work, because we must have
your cooperation if we do preventive dentistry, and, to my mind, that is
the most important thing that we could possibly have when it comes to
dentistry.

(Slide) I am going to hurry through this as much as I can. Just
remember while I am talking, this talk and these pictures were intended
especially to be delivered before mothers who know practically nothing



554 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

about dentistry, and while you folks know a good bit about the technical

end of the thing, I am going to say, just consider, if you please, that it

is directed especially to mothers, because they are the ones that we want
to receive this information. By delivering it to you folks, you can help

us carry it just where we really want it to go.

You know that one of the questions asked a dentist more frequently

than anything else is, "Doctor, how early should I take my child to the

dentist.?"

The answer to that is, "Before the child is born. Just as soon as the

mother-to-be finds that conception has taken place, she should consult her

dentist, in that he may put her teeth in good shape and tell her a number
of things that she ought to know. The first thing that he should tell her

is that the first teeth of the child depend upon the condition of her health

and her diet during pregnancy, and the condition of the second teeth of

the child depends upon the health and diet of the child. In doing that,

also explain to her that the enamel cap of the tooth, that is the part of

the tooth that she sees in the child's mouth, is mineral matter—some
histologists say 98 per cent and some 100 per cent mineral matter. Be
that as it may, we know that it does not decay, that in this mineral matter

is lime salts, and the lime salts must be supplied. If her health is such

that she cannot have a diet that contains lime, or if for some reason the

child doesn't get lime salts from the diet, then it is going to rob her body
of sufficient lime salts to make enamel in some form or other on these

teeth, provided there is any enamel present. However, we see teeth in

the child's mouth—not exactly teeth but they are supposed to be teeth

—

that have scarcely any enamel on them at all.

He can talk these things over with her and tell her that it is abso-

lutely necessary that her mouth be put in good shape, and tell her that

the acids in the mouth are going to be stronger during this period. She
must use an acid mouth wash before she retires at night in order to neu-

tralize this acid as much as possible in the mouth that her teeth may be

bathed in it while she is sleeping. The best thing for that that we know
of is lime water, or magnesia. However, she will prefer the milk of mag-
nesia, because lime water is almost too simple to use, but just as good as

milk of magnesia.

In doing this, she will want to know, too, whether or not it is all

right to have dental work done during pregnancy, and he can assure her

that it is the thing to do. At the same time she ought to acquaint the den-

tist about the fact that she is pregnant in order that he will limit the

sittings, and also take into consideration what he should do, and things

of that kind, which are very important. He should know such conditions

in order for him to go at the thing in an intelligent manner.

(Slide) I don't know just how plain that shows to you folks. Anyhow,
when the baby is born, he will explain to her that the best food for the

baby to have in order for it to have good teeth is breast milk. It is very

necessary for the mother to feed the child from the breast provided she

can do it, if she expects the child to have good teeth. That must be empha-
sized as much as possible because there is a tendency to get away from

the breast feeding.

f
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(Slide) The child should be fed regularly. That is so important for

the good development of the teeth. Of course, you understand that the

enamel of the first teeth, that is, the enamel caps of these teeth, are

formed three months before the child is born. In the jaw of this child

here the enamel caps are formed, but the second teeth are forming neces-

sarily at the same time.

(Slide) If a substitute has to be used for breast milk, the best substi-

tute is cow's milk, but at the same time while she is considering this

substitute, she must remember at all times that the cow's milk is meant
for her baby here and not for the baby in the mother's arms. If she is

going to substitute cow's milk for breast milk, then it must be done under
the direction of you folks. We insist on that every time, that they not

have the neighbor across the way advise them as to how to modify the

co\y's milk because she raised five girls and six boys well on cow's milk.

We tell them that will never do at all because she doesn't know until it

is too late as to whether or not this cow's milk has agreed with the child,

but under the direction of her physician that can be determined before

the harm is done. If she is going to substitute cow's milk for breast milk,

it must always be done under the direction of her physician.

(Slide) In substituting cow's milk, we must insist that the supply be

clean. If there is any doubt at all about the supply being clean, then she

must use pasteurized milk. We do not advocate pasteurized milk in pref-

erence to raw milk unless there is a question. To be sure that the supply
is clean will certainly be for her to determine. In using pasteurized milk,

one should feed orange juice with it. Of course, we insist that she feed

cod-liver oil along with it, because we do know that we are getting better

results in feeding the children cod-liver oil than we did without feeding

them that.

(Slide) Gentlemen, this is a locomotive here, just to bring to our
mind the fact that when this comes in from a run, it is examined by this

engineer, and if there is anything that he sees that is not according to

what he thinks it ought to be, there is a notation made, and this slip on
which the notation is made is turned in to the roundhouse foreman and
those things are corrected before the engine is taken out. When he comes
out to start on the run again, he re-checks that engine to see if every-

thing has been attended to. We should get a lesson from that in that we
should do the same thing about our children's teeth ; but so many mothers,
when they get the stomach and eye teeth through in the second summer
and the child has made that grade all right, sing "Hallelujah, it's done!"
and never look in the child's mouth any more until the child is crying with
toothache, oftentimes to find it is a six-year molar that has broken down,
which is the first permanent tooth in the child's mouth.

(Slide) This is an X-ray of a child's mouth at six. You will see the

second teeth developing under the temporary or first teeth. This is a first

tooth, the first permanent tooth to come into the child's mouth, and that

is a six-year molar. The child has as many temporary teeth in its lower
jaw as toes and as many temporary teeth in its upper jaws as fingers,

so it has as many temporary teeth as it has fingers and toes, and in count-

ing the teeth, if you find twenty-one in the child's mouth above five years

of age, you know that the child has a permanent tooth in its mouth, and
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that is this tooth, the first permanent tooth that the child cuts. Most of

the mothers think it is a baby tooth, and that tooth decays in nearly all

children's mouths because the mother thinks that it is a baby tooth which

she will shed anyway, consequently, the mothers will have nothing done

to it.

These teeth here are developing as you see, and the little dog-tail

arrangement you see is a root just beginning to form.

(Slide) Here is a mouth at seven. You see the roots of the temporary

teeth are less than they were in the other, and this shows just a little

more development.

(Slide) At eight, you see more development at the root. As the root

of the tooth builds up, the tooth pushes down. In other words, when a

child is cutting a tooth, the root is building upon it. That is what makes
the tooth come in place. The roots of these teeth resorb, and the circula-

tory condition has to take the resorbed parts of this tooth away. As that

is absorbed into the blood stream, it is carried off, and these are developed

below.

(Slide) There you can see the full outline of the roots of these teeth.

The roots of these teeth are gone. The gum line is right here. These teeth

are almost ready to fall out. This is the six-year molar we were looking

at before, and here is another molar definitely outlined, the twelve-year

molar that comes in back there.

(Slide) At ten, this tooth is out; this one is just hanging by a little

flap of gum
;
you can flip that right out. This is a cuspid that we were

looking at just now. Of course, this is not the same child's mouth, but at

a different age.

(Slide) This shows a dental cyst. Oftentimes we find a child that by
all reasonable age should have a cuspid tooth in place and the cuspid

hasn't appeared at all, or one of these big centrals. The other one in place

looks as if it is wide enough to be a weeding hoe, and the other tooth

hasn't shown up at all. We wonder what the trouble is. Oftentimes we will

find a cyst here, a whole bunch of little teeth, and the central imbedded

behind it.

(Slide) Here is one of three conditions like this that I found in 17,000

children. Between the cuspid teeth that child had six teeth, when four

are normal. The mother wanted to know what the condition was going

to be in the permanent set, and I did, too. We made an X-ray to see, and
that is what we found. I can't count the number. I have shown that to a

number of dentists, and they couldn't count them. That was three years

ago.

(Slide) That doesn't show up quite as well as it did the other day.

Anyway, now there are four of the permanent teeth in between the

cuspids, and just back of those four there is a great ridge in the palate.

I don't know how many teeth are going to come through there ; the X-ray

doesn't show the possible number. It shows a whole mass of them. The
mother wanted to know what in the world we were going to do. I said

we would just do as they do with corn, thin them out. We need four, and

we will take out the rest as they come through. They are there and there
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is no way to get them out except to extract them when they stick their

heads above water. That satisfied her^ and that was the best solution I

knew.

(Slide) The enamel of the tooth doesn't decay. I want to explain what
I mean by that. The enamel of the tooth is made up of enamel prisms or

rods and the enamel rods are cemented together by what we call a

cementing substance. That is best illustrated by saying that whenever
you build a concrete bridge^ you put down a steel net on the inside and
poor concrete around it. These enamel rods are standing there with this

cementing substance around it. That will dissolve out by the presence of

mucin. In examining the saliva of some mouths we will find that it is

very ropy. The other day I had a mouth that was unusually ropy, and in

testing it, I was able to draw that out eight inches before it would turn

loose. It was unusual to draw it out that long. In a mouth of that kind,

grease plaques are going to gather on that child's teeth. You can brush

them all you want to and they are going to gather again. Those teeth are

going to decay, but the enamel doesn't decay. What happens ? These
grease plaques, holding sugar against that enamel, in coming in contact

with the acids of the mouth are converting into a lactic acid all this

sugar, and that will dissolve out this cementing substance that holds these

enamel prisms up. Of course when the supports are washed out, there is

nothing to do at all when there is pressure put there except for these to

crush down just like stepping on frosty prisms in the winter time. When
that crushes down, of course that leaves a cavity. The second layer of

the tooth is twenty-eight per cent animal matter, and of course that will

decay readily. That is exactly what happens in the mother's mouth when
she is going along during pregnancy and doesn't think there is a thing in

the world wrong with her teeth. If sometime in eating she bites a piece

of bone or a cherry seed, the whole top of the tooth will crush right in,

and then she hits the ceiling almost. The pressure there is a most severe

toothache.

In the calcification of the tooth, it starts at the top of the cusp and
folds in. If that is the middle of the tooth or the groove, it folds in, and in

the coming together, provided the uniting there is not perfect, the folds

just roll together and leave a crack in there. Sugar packed in the groove

of the tooth will draw this down, and the converting of that sugar into

lactic acid and dissolving out the cementing substance in the enamel rods

leave all these prisms. They just crush in and you have a tremendous
cavity. The enamel didn't decay, but the cementing substance washed out

and left the enamel rods unsupported and they broke down.

This shows you the mouth of a three-year-old child. The mother will

say, "Doctor, my child, when he was three years old, had the prettiest

teeth I ever saw. They were just as even and just as close together. They
were just like mine when I was a baby."

(Slide) At four, you will notice the little spaces coming in between
the teeth. That is normal; that is the development of the jaw while the

face is growing.

(Slide) At five, you see the space is still wider. They bring the child

in at this age and say, "Doctor, what in the world is the matter with my
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child's mouth? Look how wide the teeth are apart. I believe to my soul

he is going to take after his father." (Laughter).

(Slide) We must explain that that is the normal development of the

child's jaw and the teeth are just the same size that they were when they

came in. The cause of the space is the large teeth forming there and

coming down and causing the expansion of the bone.

This is a model of a child's mouth at six, showing the six-year molar

in place, and all the baby teeth. What we want is to keep all the baby

teeth in the mouth and let the six-year molar come in before any baby

teeth are lost. If we do that, we can get normal development. This little

tooth here was almost out, and in order to get that impression without

its getting out, we had to take a piece of ligature or silk string and wrap

this around three or four time like a baseball bat that was slit and tie it

on either side.

(Slide) Here is a condition that we see quite often. The mother can

correct it at home and save an orthodontia bill later on. You see the two

centrals here are closing lingual to the lowers. That is just a case of jib

jaw. That is easily corrected. Have the mother put her thumb in the

child's mouth, like a lever, several times a day. In just a little while she

can jump that right over, and if she gets it jumped over once, it will

lock just as well on the outside as it is now locking on the inside. If she

lets that go, it will mean an orthodontia appliance later on. If it goes too

long, it will have to be in that condition, for there is no way to correct

it with the thumb. But at that age, it is very easy. The mother can do that

herself.

(Slide) Here is a condition that we often have. This is a cuspid, or

eye tooth. So many times the child gets that tooth entirely too early. This

tooth is just a little longer than the others. If he is of a nervous temper-

ament at all, he will sit in school and ride it with the other teeth, doing

his best to get it loose and get it out, because if he gets it out he will get

a dime as sure as the world. That comes out entirely too soon, and the

space closes up. This tooth has got to come out on top, and be a tusk. At

that point it is just about wide enough to get the point of a lead pencil in,

when it needs to be wide enough to get a cuspid tooth in. It means this

will always be a tusk, or some tooth will have to be taken out. He will

have that occlusion distorted, or he will have an orthodontia appliance

put on, just because the tooth was taken out too soon.

(Slide) Here is a condition on the lower side, and the same thing has

happened. All these have bodily turned over to the right, beyond the

median line, leaning against the first baby molar, which will be replaced

by what we call the first bicuspid, just because this lower cuspid was

taken out too soon.

(Slide) Here is a condition that we spoke of just now when these

teeth come through without enamel. There is only one treatment that we

know of, and that is to reduce nitrate of silver on the tooth. By frequent

reductions of nitrate of silver on these teeth, that will keep them there

until time for tkem to come out, but that has to be done every few months

because it penetrates just so far, and chewing against it wears it away.

It is hard to get the mother to understand that that has to be done every
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little while, and if you don't explain it to her before you put it on, she

will swear that you have ruined her child's mouth, that she can just never

get his mouth clean, which is black. So we always tell them what we are

doing before we do it.

(Slide) Oftentimes we cannot fill these little teeth in the approximal
spaces because the tooth is broken down in such a way that to try to

prepare a cavity there we drop right into the pulp chamber. We must
remember at all times that the pulp chamber in these temporary teeth

is much larger in proportion to the tooth than it is in the permanent tooth,

and if you try to prepare a cavity, you will drop into the pulp chamber
before you get enough retention to hold the filling in place. We chisel this

down in the point of a V, with a sharp point of the V just above the gum
where the bell of the tooth is widest, and then reduce nitrate of silver

there. In the process of chewing the cavities will pack with food, but

they will pack out again in most of the cases.

(Slide) A temporary tooth should stay in the child's mouth until the

permanent tooth is ready to take its place, that is, under favorable con-

ditions. Of course, there are innumerable cases where we have to extract

a tooth. That is best determined by the dentist and not by the mother.

If we can drain the tooth and wash it out through the tooth and through
the gum and reduce nitrate of silver in there and get it in good condition,

it is best to save that tooth in order to maintain this space of which we
were just speaking. If we can't do that and it gets down into the lym-
phatic glands, or if it keeps flaring up, cutting up every little bit, then, of

course, you have got to take it out. That has to be determined. In an
anemic child, the resistance is low and the appetite that you folks were
just speaking of is not there. In that case, take out the tooth and save the

child's health. If you can save the tooth without its being detrimental

to the child's health, save the tooth, then, for the sake of the other teeth.

We couldn't get anywhere at all without the cooperation of you folks.

If there is ever a time when we need to work with you, it is in dealing

with children and children's mouths.

(Slide) This mouth is badly shot to pieces so far as shape is con-

cerned. There is a tremendous overbite or protrusion here. You can put
your little finger in between the lower teeth and the upper teeth. That
condition there is no doubt caused by adenoids and tonsils, so we have to

work with the throat people, too.

DISCUSSION

Chairman Keith: Dr. Root, will you open the discussion of this

paper }

Dr. Aldert S. Root, Raleigh: Mr. Chairman, I am not going to

attempt to discuss Dr. Branch's paper because until this afternoon I never
knew anything about it. I am sure it is a subject that everyone of us
dealing with children appreciate very much indeed, and it certainly has
been a pleasure to have Dr. Branch with us. It was a problem with me in

Raleigh for a long time before he came there. Dentists naturally don't
like to work on children, but Dr. Branch is a wizard with them. The day
after he works on their teeth they cry to come back to him. That is a
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funny things but they do. Not that Dr. Branch looks like castoria or

smells like it, but the children cry to get back to him. I think the work

he has done is as good as any pioneer work I know of.

Dr. L. W. EliaSj Asheville: Mr. Chairman, I think this is an extreme-

ly valuable paper, and it is so much in line with my paper that I would

like to add one or two points. I have suggested to some mothers who are

going to have children that they take sun baths. They lie just inside the

window where they are not exposed. I understand they are doing it in

dental clinics up North, with good results. Then if the babies are put

out, that takes care of the second set of teeth, because that will supply

the blood calcium. There is nothing in the world that will put calcium

in the blood like ultraviolet rays.

I have understood that the six-year molar is a pace setter ; it estab-

lishes the relation of the other teeth as they come in. It is very much
neglected; it is inclined to be a defective tooth and needs much more
attention. Sometimes it comes in in an awkward shape and needs some

filling in to give it the proper staying powers. I would like to ask the

Doctor if that is correct.

Dr. W. C. Davison, Durham: Dr. Branch has emphasized one of the

most important, and unfortunately one of the most neglected, problems

in pediatrics. There should be more cooperations between pediatricians

and dentists. If children's teeth, especially the milk teeth, can be properly

cared for and kept in the jaw as long as possible much of the orthodontia

and the use of dental braces in late childhood can be avoided. Straighten-

ing the second teeth is not an uncommon cause of neuropathy in older

children. We are very fortunate in having Dr. Branch in Raleigh for not

only is he doing splendid work in preserving children's teeth but the

children themselves enjoy being treated.

Chairman Keith: Is there any further discussion? If not, we will ask

Dr. Branch to close.

Dr. Ernest A. Branch, Raleigh: You are exactly right about the

six-year molar because that is calcifying during the period that the child

is having whooping cough and all the other things, chickenpox, measles,

and scarlet fever. As you know, the enamel of a tooth is epithelial tissue,

but it is calicified; it is the only part of the body where the epithelial

tissue is calcified, so any disease that aifects the skin, affects the laying

down of the enamel of the tooth. Usually the child has those skin diseases

just at that age when the six-year molar is calcifying, and, of course, if

he does, then calcification is arrested, and the result is faulty formation.

That is why the six-year molar nearly always decays. During the first

two years, as a rule, is the time when these things happen, up to the third

year, and that is when the six-year molar is calcifying. The first time you

see the sign of a tooth is about the third month of fetal life, and from

then until the child is eighteen years of age his teeth are calcifying in the

jaw, because that is about the time that the third molar comes in.

(Applause).

Chairman Keith : Before we have the report of the Nominating Com-
mittee, I would like to thank the members, at least those who aided us
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with this program. I especially want to thank Dr. Branch for coming
over and presenting a subject which we know so little about.

May we have the report of the Nominating Committee?

Dr. Brooks: Mr. Chairman, the Nominating Committee takes very
great pleasure in presenting the name of Dr. Elias for Chairman of this

Section for the coming year. (Applause).

Chairman Keith: May we have a few words from Dr. Elias?

Dr. Elias: I think I have spoken enough today. Thank you all very
much.

Chairman Keith: The meeting stands adjourned.

The meeting adjourned at 6:30 o'clock.



ANNUAL MEDICAL SOCIETY GOLF
TOURNAMENT

Dr. H. E. Bowman, Chairman

Pinehurst, May 1st and 2nd, 1928

In the two golf tournaments which were offered as a part of the enter-

tainment during the session, the results were as follows

:

First tournament, May 1, 18 holes: Low gross prize, Dr. Arthur Jf'.

Reeves, of Asheville, with score of 85 ; low net prize, Dr. Lee R. Sal-

mons, of Winston-Salem, with net score of 69.

Second tournament. May 1 and 2, 36 holes: Low gross prize. Dr. T. 1:5.

Henderson, of Goldsboro, with score aggregating 172 for the two

rounds ; low net prize was awarded to Dr. V. M. Hicks, of Raleigh,

whose net scores aggregated 142. This score was tied by Dr. Henderson,

who was ineligible by the rules of the tournament by reason of having

won the low gross competition.

The trophies were handsome silver dishes, engraved with the title of

the event, and the name of the winner.

THE ASSOCIATION OF COUNTY MEDICAL SOCIETY
PRESIDENTS OF NORTH CAROLINA

There was no meeting held except for the election of officers. The
following officers were elected.

President—Dr. W. C. McPherson Burlington

First Vice-President—Dr. H. H. Brinkley Durham

Second Vice-President—Dr. J. A. Martin Lumberton

Third Vice-President—Dr. A. G. Woodard Goldsboro

Secretary-Treasurer—Dr. J. R. Hester Knightdale
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WOMAN'S AUXILIARY
TO THE

Medical Society of the State of North CaroHna

OFFICERS FOR 1928-1929

President—Mrs. A. B. Holmes --- .- Fairmont

President-Elect—Mrs. G. H. Macon Warrenton

First Vice-President—Mrs. J. Roy Hege Winston-Salem

Second Vice-President—Mrs. J. G. Murphy Wilmington

Third Vice-President—Mrs. Wm. Marr... Pinehurst

Treasurer—Mrs. R. F. Warren Prospect Hill

Recording Secretary—Mrs. P. P. McCain ...Sanatorium

Corresponding Secretary—Mrs. J. P. Brown Fairmont

COUNCILLORS

First District—To be supplied

Second District—Mrs. H. W. Carter Washington

Third District—Mrs. Thomas M. Watson Wilmington

Fourth District—To be supplied

Fifth District—Mrs. P. A. Yoder Sanatorium

Sixth District—Mrs. J. R. Hester Knightdale

Seventh District—Mrs. W. M. Scruggs Charlotte

Eighth District—Mrs. Frank Sharpe Greensboro

Ninth District—Mrs. C. R. Sharpe Lexington

Tenth District—To be supplied

NOMINATING COMMITTEE

Mrs. P, a. Yoder, Chairman Sanatorium

MINUTES OF THE SIXTH ANNUAL MEETING

The Sixth Annual Meeting of the Auxiliary to the Medical Society

of the State of North Carolina was held at The Carolina, Pinehurst,

N. C, Tuesday morning, May Ist^ 1928.

The invocation was made by Dr. J. B. Wright, Raleigh, after which
Mrs. W. C. Mudgett of Southern Pines made the address of welcome, the

response to which was made by Mrs. A. B. Holmes of Fairmont. The
main event of the meeting was the wonderful address by Dr. Chas. O'H.
Laughinghouse of Raleigh. A motion was made to dispense with the roll

call after which the minutes of the 1927 meeting were read and
approved.



564 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

Under old business, Mrs. R. S. McGeachy of Kinston, Chairman of

the Committee of Past Presidents, made a report suggesting that as a

definite project for the year the Auxiliary maintain a bed at the Sana-

torium.

Under new business, the President was authorized to appoint a com-

mittee to revise the Constitution and By-Laws. The Corresponding Sec-

retary was instructed to write letters of sympathy account death of hus-

bands to Mrs. J. Howell Way, Past President; Mrs. I. W. Faison, Past

President, and Mrs. J. W. Long, Past First Vice-President.

A vote of thanks was given the local Entertainment Committee.

Mrs. Frank Sharpe read an attractive article on the lies a doctor's wife is

called upon to tell.

The treasurer's report was as follows

:

Total amount collected $66.00

Amount paid to A.M.A $39.00

Amount paid to S.M.A 5.00

Total amount paid out 44.00

Balance cash on hand. $22.00

Splendid reports were made from Districts five, six and eight of

which Mrs. A. B. Holmes of Fairmont; Mrs. J. R. Hester, Knightdale,

and Mrs. J. L. Spruill, of Jamestown, are respectively the councillors.

The work of the late Mrs. Dixon, of Hendersonville, was also mentioned

favorably. Honorable mention was given Hoke County as the only 100

per cent county.

Mrs. A. B. Holmes of Fairmont was elected President in place of

Mrs. Guy Dixon, deceased.

There was no report from delegates to the American Medical Asso-

ciation. The following were elected for 1928: Mrs. M. L. Stevens, Ashe-

ville; Mrs. J. G. Murphy, Wilmington; Mrs. E. S. Boice, Rocky Mount;

Mrs. A. B. Holmes, Fairmont. Any others who might be able to go were

to serve as alternates.

The President asked that as a mark of respect, all stand in honor of

Mrs. Guy Dixon of Hendersonville, Mrs. J. S. Milliken of Southern

Pines, and Mrs. C. E. Cheek of Fuquay Springs, members who had de-

parted during the year.

After a rising vote of thanks to the retiring President, the new offi-

cers were presented to the Auxiliary.

No further business, the meeting was adjourned.

(Signed)

Mrs. B. J. Lawrence, President,

Mrs. p. p. McCain, Recording Secretary.

PAST PRESIDENTS
1923

—

Mrs. P. P. McCain (organizing chairman) Sanatorium

1924

—

Mrs. P. P. McCain - Sanatorium

1925

—

Mrs. I. W. Faison.. Charlotte

1926

—

Mrs. J. Howell Way Waynesville

1927

—

Mrs. R. S. McGeachy Kinston

1928

—

Mrs. B. J. Lawrence Raleigh
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ROSTER OF

Abernethy, Mrs. E. A Chapel Hill

Adams, Mrs. C. A Durham
Adams, Mrs. E. K Raleigh

Adams, Mrs. M. R Statesville

Adkins, Mrs. M. T Durham
*Ashby, Mrs. E. C Mount Airy
*Ashworth, Mrs. B. L Marion

Ashworth, Mrs. W. C Greensboro

Baker, Mrs. H. M Lumberton
Ball, Mrs. M. W Newport
Bass, Mrs. H. H. Durham
Baynes, Mrs. R. H Durham
Beam, Mrs. R. S Lumberton
Bell, Mrs. Carl Raleigh

Bethune, Mrs. A. C Raeford
Bitting, Mrs. N. D Durham
Bittinger, Mrs. S. M Sanatorium

Bugg, Mrs. Charles R Raleigh

*Bulla, Mrs. A. C Raleigh

Bullitt, Mrs. J. B. Chapel Hill

*Bullock, Mrs. Jack H Oxford
Byerly, Mrs. G. W Sanatorium

Campbell, Mrs. A. C Raleigh

Carter, Mrs. H. W Washington
*Carter, Mrs. Paul C Weldon
Caviness, Mrs. Z. M Raleigh

Cheek, Mrs. C. E Fuquay Springs

*Choate, Mrs. B. O. ._- Sparta

*Choate, Mrs. G. W Salisbury

Cliff, Mrs. B. F Hendersonville

*Compton, Mrs. B. S Oteen

Cook, Mrs. H. L Fayetteville

Coppridge, Mrs. W. M Durham
Corbett, Mrs. L. W Goldsboro

Cozart, Mrs. W. S., . Fuquay Springs

*Craven, Mrs. T. C Ramseur
Dewar, Mrs. W. B Raltlgh

Dickie, Mrs. J. W Southern Pines

Dixon, Mrs. Guy E Hendersonville

*Dixon, Mrs. H. Carlyle Madison
Edgerton, Mrs. J. L. _ Hendersonville

Ellington, Mrs. A. J Burlington

*Faison, Mrs. I. W Charlotte

Fearing, Mrs. Isaiah ...Elizabeth City

Flowers, Mrs. Chas. E Zebulon

Fox, Mrs. N. A Guilford College

Gainey, Mrs. J. W. Fayetteville

*Charter members.

MEMBERS
Lloyd, Mrs. B. B Chapel Hill

*Long, Mrs. E. F Raleigh

*Long, Mrs. John W Greensboro
Lyon, Mrs. Brocton R Greensboro

*MacConnell, Mrs. John W Davidson
*McBrayer, Mrs. R Shelby

*McCain, Mrs. P. P Sanatorium
*McGeachy, Mrs. R. S Kinston

McGee, Mrs. J. W Raleigh

*McGougan, Mrs. J. V Fayetteville

McMillan, Mrs. E. G Maxton
McMillan, Mrs. R. D Red Springs

*McNairy, Mrs. C. Banks Kinston

McNider, Mrs. Wm. deB...Chapel Hill

*McPhaul, Mrs. W. A Charlotte

McPherson, Mrs. C. W Burlington

McPherson, Mrs. S. D Durham
*MacRae, Mrs. John D Asheville

Macon, Mrs. G. H Warrenton
Mann, Mrs. I. T High Point

Manning, Mrs. I. H Chapel Hill

Martin, Mrs. Lester P Mocksville

Michaux, Mrs. E. R Greensboro
Miller, Mrs. J. F Marion

*Milliken, Mrs. J. S. .....Southern Pines

Misenheimer, Mrs. C. A Charlotte

*Mitchell, Mrs. R. C Raleigh

Mltchener, Mrs. J. S Raleigh

*Moore, Mrs. Charles E Greensboro
Moore, Mrs. Julian A Wilmingtor

*Moore, Mrs. K. C Wilson
Moore, Mrs. Oren Charlotte

Montgomery, Mrs. J. C Charlotte

Mudgett Mrs. W. C. .. Southern Pines

Munt, Mrs. H. F Winston-Salem
Murchison, Mrs. D. R Wilmington

*]Vfurphy, Mrs. J. Gerald.Wilmington

Murray, Mrs. R. L Raeford
Myers, Mrs. Alonzo Charlotte

*Myers, Mrs. John Q Charlotte •

*Nisbet, Mrs. D. Heath Charlotte

Patterson, Mrs. J. R Kernersville

Patton, Mrs. A. B Hendersonville

Payne, Mrs. J. W Hendersonville

Perry, Mrs. D. R Durham
Person, Mrs. J. B Selma
Pittman, Mrs. R. L... _.Fayetteville
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Galloway, Mrs. W. C Wilmington

Gibson, Mrs. Milton R Raleigh

Gilmore, Mrs. C. M Greensboro

*Gold, Mrs. Charles F Ellenboro

Greenwood, Mrs. S. E...Hendersonville

Grier, Mrs. C. T ..^ Carthage

*Harden, Mrs. Graham Burlington

Hege, Mrs. J. Roy Winston-Salem

Hemphill, Mrs. C. H Chapel Hill

Hester, Mrs. J. R Knightdale

Hicks, Mrs. V. M Raleigh

*Hocutt, Mrs. Battle A Clayton

Holloway, Mrs. O. W Durham
Holmes, Mrs. A. B ...Fairmont

*Holt, Mrs. W. P Duke
Hunnicutt, Mrs. W. J Asheville

Hurdle, Mrs. S. W Winston-Salem

Irwin, Mrs. J. R Charlotte

*Jackson, Mrs. W. L High Point

Jenkins, Mrs. C. L _ Raleigh

*Johnson, Mrs. T. C Lumberton

Jones, Mrs. Beverly N. .Winston-Salem

Judd, Mrs. E. C Raleigh

*Keiger, Mrs. James A Greensboro

Keiger, Mrs. O. R Winston-Salem

*Kendricks, Mrs. R. C. .Elizabeth City

*Kent, Mrs. A. A Lenoir

Kerns, Mrs. T. C Durham
*Blair, Mrs. A. McNeil, Southern Pines

Bonner, Mrs. K. P. B., Morehead City

Bonner, Mrs. O. B High Point

Booker, Mrs. L. S Durham
Boone, Mrs. Waldo Durham
Boone, Mrs. W. H., Durham
Bowling, Mrs. E. H Durham
Bowman, Mrs. E. L McDonald
Bowman, Mrs. H. E Aberdeen

Brinkley, Mrs. H. M Durham
Brockett, Mrs. W. E...Hendersonville

Brockmann, Mrs. H. L. ...High Point

Brooks, Mrs. R. E Burlington

Broughton, Mrs. N. B., Jr Raleigh

Brown, Mrs. G. W Raeford

Brown, Mrs. J. P Fairmont

Brown, Mrs. J. S Hendersonville

Kerr, Mrs. J. E Winston-Salem

Kornegay, Mrs. L. W Rocky Mount
Knight, Mrs. W. P Greensboro

Lattimore, Mrs. E. B. .....Shelby

Powell, Mrs. Albert H. ..Durham

Rainey, Mrs. W. T Fayetteville

Rankin, Mrs. W. S Charlotte

Ransom, Mrs. J. Lester Charlotte

*Ray, Mrs. John B Leaksville

*Red, Mrs. S. C Houston, Texas

Redfern, Mrs. T. C. ...Winston-Salem

*Redwine, Miss Edith Asheville

Register, Mrs. F. M.... Raleigh

Rigsbee, Mrs. A. E. Durham
Roberson, Mrs. Foy Durham
Rogers, Mrs. J. R Raleigh

Ross, Mrs. George Durham
Rozier, Mrs. R. G St. Paul

*Russell, Mrs. Chas. R. ...Granite Falls

Sadler, Mrs. R. C Whiteville

Sample, Mrs. R. E.....Hendersonville

Scruggs, Mrs. Wm. Marvin.Charlotte

*Sevier, Mrs. D. E Asheville

*Sevier, Mrs. J. T Asheville

Sharpe, Mrs. C. R Lexington

Sharpe, Mrs. Frank Greensboro

SHore, Mrs. C. A. Raleigh

Sidbury, Mrs. J. B Wilmington

Sisk, Mrs. C. N. Raleigh

Slate, Mrs. J. S... ...Winston-Salem

*Sloan, Mrs. H. L Charlotte

Smith, Mrs. Owen High Point

Smith, Mrs. William H... Goldsboro

Sossoman, Mrs. J. C Midland

Speas, Mrs. D. C Winston-Salem

Speed, Mrs. Joseph A Durham
Spoon, Mrs. A. O Greensboro

Spruill, Mrs. Jos. L Jamestown

Sprunt, Mrs. W. H., Jr.,Winston-Salem

*Starr, Mrs. H. F ...Greensboro

*Strong, Mrs. C. M Charlotte

Sutton, Mrs. W. G Seven Springs

Taylor, Mrs. F. R High Point

Thomas, Mrs. W. N Oxford

Townsend, Mrs. M. L.

Washington, D. C.

Trivette, Mrs. W. A Hamptonville

Tuttle, Mrs. A. F Leaksville

*Watkins, Mrs. Geo. T., Jr.,....Durham

Watkins, Mrs. Wm. M Durham
*Way, Mrs. J. Howell Waynesville

Weddington, Mrs. J. S. Hendersonville

Wilkerson, Mrs. Chas. B _Raleigh
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Wilkerson, Mrs. T. E Raleigh *Linville, Mrs. A. Y... Winston-Salem

Laughinghouse, Mrs. Chas. O'H. Williams, Mrs. J. H Sanatorium

Raleigh Wilson, Mrs. N. G Greensboro

•Lawrence, Mrs. B. J Raleigh *Worthington, Mrs. Frank D. Charlotte

Lee, Mrs. S. M. Sanatorium Wright, Mrs. J. B Raleigh

*Linney, Mrs. R. Z Charlotte Yoder, Mrs. P. A. Sanatorium

During the year two County Auxiliaries have been organized. The
officers and members follow:

woman's auxiliary to DURHAM-ORANGE MEDICAL SOCIETY:

President—Mrs. T. C. Kerns Durham
Secretary-Treasurer—Mrs. Waldo Boone _. Durham

Abernethy, Mrs. E. A Chapel Hill Booker, Mrs. L. S. .__ ...Durham

Adams, Mrs. C. A Durham Boone, Mrs. W. H. Durham
Adkins, Mrs. M. T Durham Bowling, Mrs. E. H. Durham
Baynes, Mrs. R. H. Durham Brinkley, Mrs. H. M Durham
Bitting, Mrs. N. D Durham Bullitt, Mrs. J. B Chapel Hill

Coppridge, Mrs. W. M Durham Powell, Mrs. Albert H Durham
Hemphill, Mrs. C. H Chapel Hill Rigsbee, Mrs. A. E Durham
HoHoway, Mrs. O. W Durham Roberson, Mrs. Foy Durham
Lloyd, Mrs. B. B Chapel Hill Ross, Mrs. George Durham
Manning, Mrs. L H Chapel Hill Speed, Mrs. Joseph A Durham
McNider, Mrs. Wm. deB...Chapel Hill Watkins, Mrs. E. H Durham
McPherson, Mrs. S. D Durham Watkins,- Mrs. AVm. M Durham
Perry, Mrs. D. R Durham

WOMAN'S AUXILIARY TO GUILFORD COUNTY
MEDICAL SOCIETY

Fox, Mrs. N. A Guilford College Michaux, Mrs. E. R Greensboro

Gilmore, Mrs. C. M Greensboro Smith, Mrs. Owen High Point

Kiger, Mrs. J. A Greensboro Spoon, Mrs. A. O Greensboro

Knight, Mrs. W. P Greensboro Spruill, Mrs. J. L Jamestown
Long, Mrs. E. F High Point

WOMAN'S AUXILIARY TO HENDERSON COUNTY
MEDICAL SOCIETY

President—Mrs. J. S. Brown Hendersonville

First Vice-President—Mrs. J. S. Weddington Hendersonville

Second Vice-President—Mrs. W. E. Brockett Hendersonville

Secretary-Treasurer—Mrs. R. E. Sample Hendersonville

Cliflf, Mrs. B. F Hendersonville Greenwood, Mrs. S. E.-.Hendersonville

Edgerton, Mrs. J. L... Hendersonville Patton, Mrs. A. B Hendersonville

WOMAN'S AUXILIARY TO HOKE COUNTY
MEDICAL SOCIETY

President—Mrs. R. L. Murray Raeford

Secretary-Treasurer—Mrs. S. E. Lee Sanatorium
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Bethune, Mrs. A. C Raeford

Bittinger, Mrs. S. M. Sanatorium

Brown, Mrs. G. W. Raeford

Byerly, Mrs. W. G. Sanatorium

McCain, Mrs. P. P Sanatorium

Williams, Mrs. J. H Sanatorium

Yoder, Mrs. P. A. ..Sanatorium

WOMAN'S AUXILIARY TO MOORE COUNT Y
MEDICAL SOCIETY

Blair, Mrs. A.McN. Southern Pines

Bowman, Mrs. H. E Aberdeen

Dickie, Mrs. J. W Southern Pines

Grier, Mrs. C. T.. Carthage

Marr, Mrs. M. W Pinehurst

Mudgett, Mrs. W. C. .. Southern Pines

WOMAN'S AUXILIARY TO ROBESON COUNTY
MEDICAL SOCIETY

Baker, Mrs. H. W. Lumberton Holmes, Mrs. A. B Fairmont

Beam, Mrs. R. S Lumberton Johnson, Mrs. T. C. Lumberton

Brown, Mrs. J. P Fairmont

WOMAN'S AUXILIARY TO WAKE COUNTY
MEDICAL SOCIETY

President—Mrs. J. W. McGee
Vice-President—Mrs. T. E. Wilkerson

Secretary-Treasurer—Mrs. C. E. Judd

Adams, Mrs. R. K. :..Raleigh

Bell, Mrs. Carl Raleigh

Bulla, Mrs. A. C Raleigh

Bugg, Mrs. Charles R Raleigh

Campbell, Mrs. A. C Raleigh

Caviness, Mrs. Z. M Raleigh

Cheek, Mrs. C. E Fuquay Springs

Dewar, Mrs. W. B Raleigh

Flowers, Mrs. Charles Zebulon

Gibson, Mrs. Milton R Raleigh

Hester, Mrs. J. R Raleigh

Raleigh

Raleigh

..Raleigh

Hicks, Mrs. V. M .....Raleigh'

Jenkins, Mrs. C. L. Raleigh

Lawrence, Mrs. B. J Raleigh

Mitchener, Mrs. J. S : Raleigh

Register, Mrs. F. M Raleigh

Rogers, Mrs. J. R .Raleigh

Sisk, Mrs. C. N Raleigh

Townsend, Mrs. M. L.

Washington, D. C.

Wright, Mrs. J. B Raleigh



ROSTER OF MEMBERS FOR 1928

BY COUNTIES

NOTE.—Every physician in the state whose name we could secure has had an op-

portunity to supply correct information as to his name, postoffice, academic and medical

education, date of' State license and date State Society was joined. A few did not take

advantagre of the opportunity. Anyone linding an error should report it to the secretary

of the society.

ALAMANCE-CASWELL COUNTIES SOCIETY
Joined

Name and Address Licensed State
Society

President: C. W. McPherson, Burlington; Univ. of Md., 1910... 1910 1912

Secretary: R. E. Brooks, Burlington; Jeff. Med. Coll., 1920 -..-.. 1920 1922

Anderson, Chas. A., Burlington; Coll. P. and S., Bait., 1901 ... 1893 1896

Braddy, Wade Hampton, Burlington; Univ. of N. C, 1909 1909 1913

Brittle, Paul C, Burlington; Univ. Coll. of Med., Richmond

1907 1907 1910

Carlyle, J. B., Burlington; Jeff. Med. Coll., 1926 1926 1928

Carrington, G. L., Durham; Johns Hopkins, 1920 1920 1925

Ellington, A. J., Burlington; Columbia Univ., 1915 1915 1917

Goley, Willard Coe, Graham; Univ. of Pa., 1924 1924 1924

Goley, Wm. R., Graham (Hon.) ; P. and S., Bait., 1885 1885 1893

Gwyn, H. L., Yanceyville; Med. Coll. Va., 1923 1923 1925

Harden, Graham, Burlington; Univ. of Pa., 1919 1920 1922

Kernodle, Chas. E., Elon College; Univ. of Md., 1911 1911 1920

McDade, B. B., Burlington; Univ. of Md., 1918 1918 1920

McPherson, R. G., Saxapahaw; Univ. of N. C, 1908 1908 1909

Mal'oy, S. A., Yanceyviile; Ky. School of Med., 1897 ... 1898 1903

Montgomery, Harry M., Burlington; N. C. Med. Coll., 1903 1903 1904

Moore, Henry Blanchard, Graham; Jeff. Med. Coll., 1920 1920 1923

Parker, John R., Burlington; Univ. Coll. of Med., Rich-

mond, 1901 1901 1917

Pickett, J. A., Burlington, R. F. D. 1; Univ. of Tenn. Coll. of

Med., 1894 -— 1894 1904

Scott, S. F., Union Ridge; Univ. of Pa., 1918 1918 1920

Simpson, H. H., Altamahaw; Univ. of Md., 1925 1925 1926

Spoon, Charles E., Burlington; Univ. of Tenn., 1907 1914 1920

Thompson, J. M., Mebane; Univ. of N. C, 1909 1909 1920

Trox^er, R. M., Burlington; Univ. of Md., 1914 1914 1915

Tyson, T. D., Mebane; Univ. Coll. cf Med., Richmond, 1899. 1899 1904

Walker, Walter E., Burlington; Med. Coll. of Va., 1903 ...___ 1903 1905

Walters, C. M., Burlington; Univ. of Md. and P. and S.,

Bait., 1908 - 1908 1909

Warren, R. F., Prospect Hill; Atlanta School of Med., 1911 ... 1911 1919

Wilkins, J. C, Haw River; Univ. of Md., 1911 1911 1920

ANSON COUNTY
President : -

Secretary: Jno. E. Hart, Wadesboro; P. and S., Bait., 1897 1897 1904

Allen, Chas. I., Wadesboro; Columbia Univ., Coll. P.

and S., 1913 1913 1922
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Bennett, Jos. H., Wadesboro; Univ. of Md., 1894 1894 1904

Covington, Piatt W., Salt Lake City, Utah; Univ. of Md., 1908 1908 1914

Davis, J. M., Wadesboro; Columbia Univ., 1913 1913 1920

McGoogan, Benj. J., McFarlan; Univ. of Md., 1912 1912 1923

Maynard, J. D., Wadesboro; Univ. of N. C, 1908 1908 1922

Ross, Robert D., Wadesboro, N. Y. Univ. 1890 1890 1912

ASHE COUNTY MEDICAL SOCIETY

President: Jones, Thos. J., Lansing; Lincoln Mem. Univ., 1895 1889* 1885

Secretary :

Blevins, Manly, West Jefferson; P. and S., Bait., . 1885 1904

Hagaman, J. B., Boone; Lincoln Mem. Univ., 1915. 1915 1915

Jones, T. Lester, Lansing; Va. Med. Coll., 1909...... 1909 1917

Ray, R. C, Beaver Creek; Med. Coll. of Ya., 1916 1916 1917

Reeves, B. E., West Jefferson; P. and S., Bait., 1891 1891 1924

Robinson, W. J., Creston; Univ. Med. Col., Kansas City, 1904 1907 1917

AVERY COUNTY SOCIETY

President: W. B. Burleson, Plumtree; Univ. of Md., 1915 1915 1916

^ecre^art/; R. H. Hardin, Banner Elk; N. C. Med. Coll., 1914... 1914 1919

Profit, Thos. J., Elk Park; Univ. Louisville Med. Dept., 1903 1903 1914

Sloop, Eustace H., Crossnore; N. C. Med. Coll., 1905, Jeff. Med.

Coll., 1908 - -- 1905 1909

Tate, W. C, Banner Elk; Tenn. Med. Coll., 1908 1909 1912

Triplett, W. R., Purlear; 1914 , 1915 1920

BEAUFORT COUNTY SOCIETY

President : Nicholson, J. T. Bath

Secretary: John Cotton Tayloe, Washington; Univ. of Pa.

1922 1924 1925

Bonner, J. B., Washington; Univ. of Md., School of Med. and

Coll. P. and S., 1918 1918 1920

Brown, E. M., Washington; Bellevue Hosp. and Med. Coll.,

1896 1896 1901

Carter, H. W., Washington; Univ. of Va., 1895 1895 1910

Jackson, C. C, Yeatesville; P. and S., Bait., 1893 _. ... 1893 1896

Kafer, Oswald O., Edward; Univ. of Md., 1905 1905 1912

Nicholson, John L., Washington; Univ. of Md. and Coll. P.

and S., 1904 :. 1904 1904

Nicholson, P. A., Washington (Hon.); P. and S., Bait., 1889 .. 1889 1890

Nicholson, Sam T., Washington (Hon.) ; P. and S., Bait., 1881 1885 1885

Rodman, J. C. (Hon.) ; Washington; Bellevue Med. Coll., 1892 ... 1892 1895

Rouse, Noah, Belhaven -

Tayloe, D. T., Washington, (Hon.) ; Bellevue Med. Coll., 1885 1885 1885

Tayloe, D. T., Jr., Washington; Univ. of Pa., 1919 1919 1922

Tayloe, Joshua, Washington; Bellevue Med. Coll., 1892.... 1892 1904

Tayloe, Joshua, Jr., Washington; Univ. of Pa., 1923..... 1923 1926

Windley, R. E., Washington; Univ. of Md., 1903 1907

*Registered.
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BERTIE COUNTY SOCIETY

President : — _ - -

Secretary: E. P. Norfleet, Roxobel; Va. Med. Coll., 1914.. 1914 1920

Castelloe, Cola, Windsor; Univ. of Pa., 1917 _ 1917 1926

Evans, L. B., Windsor; Univ. Coll. of Med., 1900 1900 1907

Garris, Frank H., Lewiston; JefPerson Med. Coll., 1912 1912 1918

Pritchard, John L., Windsor; P. and S., Bait., 1906 1906 1908

RuflBn, J. B., Powelsville; Univ. of the South, 1898 _... 1906 1904

Sawyer, Charles Judson, Windsor (Hon.) ; P. and S., Bait., 1895 1895 1897

Smith, Jos. Elmer, Windsor; Med. Coll. of Va., 1921 1921 1922

BLADEN COUNTY SOCIETY

President: D. H. Bridger, Bladenboro; Jeff. Med. Coll., 1922... 1922 1925

Secretary: E. S. Clark, Clarkton; Med. Coll. of Va., 1914 .._ 1914 1915

Bennett, E. C, Elizabethtown; Med. Coll. of Va., 1926... 1926 1927

Bullard, G. F., Elizabthtown; N. C. Med. Coll., 1915 1915 1916

Clark, D. D., Clarkton; Med. Coll. of Va., 1917 1917 1920

Cromartie, R. S., Elizabethtown; N. C. Med. Coll., 1900 1900 1915

Hutchinson, S. S., Bladenboro; N. C. Med. Coll., 1911 1911 1917

Singletary, G. C, Clarkton; Univ. of Pa. School of Med., 1917 1917 1918

BRUNSWICK COUNTY SOCIETY

President: Wm. R. Goley, Shallotte; Univ. Coll. of Med.,

Richmond, 1901 1901 1904

Secretary: Rourk, W. A., Shallotte

Broadway, R. E., Southport; Med Coll. of S. C, 1911 1923 1926

Roberts, Bryan Nazer. Longwood; Univ. of Md., 1925 1925 1926

BUNCOMBE COUNTY SOCIETY

President: Eckel, O. F., Asheville; Med. Coll. of S. C, 1906 ....... 1907 1909

Secretary: M. S. Broun, Asheville; Columbia University Coll.

of P. S., 1919 1922 1923

Adams, J. L., Asheville; Jeff. Med. Coll., 1910 1910 1913

Alexander, Geo., Asheville; Univ. of Louisville Med. Dept.

1913 1920 1921

Ambler, Arthur C, Asheville; Jeff. Med. Coll., 1920 1921 1922

Ambler, Chase P., Asheville (Hon.) ; West. Reserve Univ.

School of Med., 1889 1890 1891

Anderson, James G., Asheville; Univ. of N. C. 1906 1907 1910

Archer, Isaac J., Black Mountain; Northwestern Univ. Med.

Sch., 1896 1905 1907

Baker, W. E., Arden; Chattanooga Med. Coll., 1908 1915 1916

Battle, Geo. C, Asheville; Univ. of Md., 1912 1912 1912

Beall, L. G., Black Mountain; N. C. Med. Coll., 1906; L^niv.

of Pa., 1911...... 1906 1912

Bown, Herbert H., Asheville; Columbus Med. Coll., 1892 1917 1918

Briggs, Henry H., Asheville; Yale Univ. School of Med., 1897 1901 1^03

Brookshire, Harley G., Asheville; N. C. Med. Coll., 1905 1905 1907

Brownson, Wm. C, Asheville (Hon.) ; Univ. of N. Y., 1878 ... 1881 1885
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Buck, David M., Asheville; Med. Coll. of Va., 1925 .._ 1925 1927

Buckner, J. M., Swannanoa; Univ. of N. C, 1909 .___ 1909 1912

Carr, Eugene M., Asheville; Johns Hopkins Univ., 1919 1926 1927

Cheesborough, Thos. P., Asheville; Univ. of N. Y., 1891^ 1891 1900

Clark, Harold S., Asheville; Univ. of Pa., 1922 1922 1924

Cocke, C. H., Asheville; Cornell Univ. 1905 -..-_ 1912 1913

Cocke, E. R., Asheville; Jeff. Med. Coll., 1913 1914 1917

Cocke, Jere E., Asheville; Louisville Med. Coll., 1905.. 1905 1907

Colby, C. DeW., Asheville; Univ. of Mich., 1892; Army Med.

Sch., 1895 ----- 1909 1912

Cotten, Clyde E., Asheville; Univ. of Wooster, 1889 1901 1901

Craddock, Alva B., Asheville; Johns Hopkins, 1918 1923 1924

Crow, S. L., Asheville; Emory Univ., 1925 1926 1927

Dunn, Wm. L., Asheville; Univ. of Mich., 1891 . 1900 1900

Edwards, B. O., Asheville; N. C. Medical Coll., 1905 1905 1909

Edwards, C. P., Asheville; Tenn. Med. Coll., 1900 1903 1921

Elias, Lewis W., Asheville; Columbia U^niv. Coll. of P. and

S., 1903 1906 1907

Floyd, H. T., Oteen; Johns Hopkins Univ., 1923..- 1926 1927

Folsom, T. W., Asheville; Univ. of Pa., 1921 -- 1921 1923

Frazer, H. Thompson, Asheville; Columbia Univ. Coll. P. and

S., N. Y., 1901 1908 1909

George, John C, Asheville; Miami Med., 1906 .- 1925 1927

Godwin, G. C, Oteen; Med. Coll. Va., 1915 1915 1920

Grantham, Wm. L., Asheville; N. C. Med. Coll., 1906 1906 1911

Greene, Jos. B., Asheville; Univ. of Va., 1893 1910 1911

Greenwood, A. B., Asheville; Johns Plopkins, 1916 1916 1918

Griffin, M. A., Asheville; Jeff. Med. Coll., 1917 - 1917 1918

Griffin, W. R., Asheville; Jeff. Med. Coll., 1910 _- 1910 1917

Griffith, F. W., Asheville; Johns Hopkins, 1906 1911 1912

Griffith, L. M., Asheville; Johns Hopkins, 1915 1916 1917

Hahn, Milton, Asheville; Johns Hopkins U., 1907...- .......: 1926 1927

Harrison, H. H., Asheville; Jeff. Med. Coll., 1905 1905 1918

Hensley, Chas. A., Asheville; Jeff. Med. Coll., 1917 1917 1927

Herbert, Wm. P., Asheville; Univ. of Va., 1907 1910 1911

Hollyday, W. M., Asheville; Univ. of Maryland, 1908 1914 1915

Huffines, T. R., Asheville; Indiana Univ. Med. Sch., 1919 1922 1923

Huston, Jno. Walter, Asheville; Rush Med. Coll., 1904 1912 1913

Ingersoll, Louise M., Ashville; Woman's Med. Coll., 1914 1925 1927

Ivey, R. R., U. S. P. H. S., Biltmore; Univ. of Ala., 1909 1921 1921

Jordan, Charles S., Asheville (Hon.); Univ. of N. Y., 1890 1891 1899

Kimberly, David, Jr., Hot Springs; Univ. of Cinn., 1924 1926 1927

King, Edward, Asheville; Harvard, 1917 1921 1922

Kutscher, G. W., Jr., Swannanoa; Univ. of Pittsburgh, 1923.... 1925 1926

Lord, Marjery J., Black Mountain; Univ. of Mich., 1916-.. 1918 1918

Love, S. Glenn, Asheville; Univ. of Md., 1914 1927 1928

Lynch, J. M., Asheville; Univ. of Md., 1904 1912 1913

MacPherson, G. S., Asheville; Medcal School of Harvard

Univ., 1894 1919 1920
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MacRae, J. D., Asheville; Univ. of Nashville, 1897 1899 1920

McCall, A. C, Asheville; Univ. of Md., 1910... _ 1910 1912

McClellan, W. E., Asheville; Toronto Univ., 1904 __.... 1926 1927

McCracken, C. M., Fairview; N. C. Med. Coll., 1896 __ 1896 1904

Hears, George A., Asheville; Med. Coll. Syracuse Univ., 1924... 1924 1927

Millander, Chas. W., Asheville; Tulane Univ., 1919 1921 1924

Minor, Chas. L., (Hon.), Asheville; Univ. of Va., 1888 1895 1898

Montgomery, Kenneth E., Asheville; Louisville Univ., 1917.... 1920 1927

Morgan, B. E., Asheville; Univ. of Tenn., 1917 1921 1921

Morgan, G. A., Asheville; Univ. of Tenn., 1917 _ 1920 1925

Murphy, Gibbons W., Asheville; Emory Univ., 1923 _... 1923 1927

Norburn, Chas. S., Asheville; Univ. of Va., 1917 1921 1924

Norburn, R. L., Asheville; Vanderbilt Univ., 1925 1925 1927

Ogilvie, Hanson S., Asheville; Med. Coll. Va., 1909.. 1926 1927

Orr, Chas. C, Asheville; Univ. of Md., 1904 1904 1905

Orr, P. B., Asheville; Jeff. Med. Coll., 1901 1901 1904

Parker, Geo. F., Asheville; Univ. of Pa., 1923 1924 1926

Pendleton, Wilson, Asheville; Univ. of Va., 1908 1919 1920

Pritchard, G. L., Black Mountain; Univ. Coll. of Med.

Richmond, 1913 1913 1926

Reeves, A. F., Asheville; Geo. Washington Univ., 1906 1909 1910

Reeves, R. J., Leicester; Vanderbilt Univ., 1913 1913 1922

Reynolds, C. V., Asheville (Hon.); Univ. of N. Y., 1895 1895 1896

Richardson, F. H., Black Mountain; Cornell Univ. Med.

Coll., 1906 1919 1920

Ringer, Paul H., Asheville; Columbia Univ. P. and S., N.

Y., 1904 1906 1907

Schaffle, Karl, Asheville; Univ. of Pa., 1907 1926 1927

Schoenheit, E. W., Asheville; Jeff. Med. Coll., 1920... 1920 1921

Scott, R. C, Asheville; Jeff. Med. Coll., 1902 1916 1919

Sevier, D. E., Asheville; (Hon.) Jeff. Med. Coll., 1895 1895 1899

Sevier, J. T., Asheville; (Hon.) Jeff. Med. Coll. 1895 1895 1899

Smith, B. R., Asheville; Jeff. Med. Coll., 1911 1913 1914

Sprinkle, C. N., Weaverville; Jeff. Med. Coll., 1910 1910 1922

Stevens, M. L., Asheville (Hon.); Bait. Med. Coll., 1891 1892 1893

Tennent, G. S., (Hon.); Asheville; N. C. Med. Coll., 1894 1894 1898

Terry, George H. B., Oteen; Jeff. Med. Coll., 1895 1925 1927

Terry, P. R., Asheville; George Washington Univ., 1907 1912 1913

Thompson, A. C, Asheville; Georgetown Univ., 1911 1921 1922

Toole, A. F., Asheville; Univ. of Va., 1900 1917 1918

Wantsrom, Ruth, Asheville; Univ. of Mich., 1918 1920 1926

Ward, John LaB., Asheville; Med. Coll. of S. C, 1905 1921 1922

Watkins, John A., Asheville; Tulane University, 1910 1925 1926

Weaver, H. B., Asheville (Hon.); Washington Univ., Bait.,

1872 1881 1882

Weaver, W. J., Asheville; Jeff. Med. Coll., 1898.... 1897 1915

White, R. A., Asheville; Univ. Cin. Coll. of Med., 1918 1920 1921

Wier, J. E., Asheville; Indiana University, 1913 1925 1926

Wiest, Paul F., Asheville; University of Md., 1921 1925 1925
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Williams, L. L., Asheville; Med. Coll. of S. C, 1880 1924

Willis, A. P., Candler; Univ. of N. C, 1904 1904

Wilson, R. G., Biltmore; Univ. of Pa., 1919 1919

Woodcock, John H., Hendersonville ; Hosp. Coll. of Med.,

Louisville, 1892 — 1894

Woodward, J. G., Asheville; Univ. of Pa., 1925 - 1925

BURKE COUNTY SOCIETY

President: Jas. J. Kirksey, Morganton; Univ. of Pa., 1921 1921

Secretary : G. M. Billings, Morganton; Tulane Univ. of La.,

1919 1919

Kende, Tibor Norbert, Morganton; Royal Hungarian Univ., 1922 1927

Kibler, W. H., Morganton; Univ. of Pa., 1914 - 1914

Long, Benj. L., Glen Alpine; N. C. Med. Coll., 1913.._._ ...- 1913

Long, R. H., Morganton; Jeff. Med. Coll., 1916 1916

McCampbell, John, Morganton; Bait. Med. Coll., 1894 1895

Phifer, Edward M., Morganton; N. C. Med. Coll., 1902 1902

Riddle, J. B., Morganton; Vanderbilt Univ., 1898 1904

Taylor, E. H. E., Morganton; Tulane Univ. La., 1924 1924

Vernon, Jas. W., Morganton; Jeff. Med. Coll., 1909 1909

Watkins, F. B., Morganton; Jeff. Med. Coll., 1907 1907

CABARRUS COUNTY SOCIETY

President: King, Richard M., Concord; Jeff. Med. Coll., 1903 __. 1903

Secretary: J. A. Hartsell, Concord; Jeff. Med. Coll., 1912 1914

Bangle, J. A., Concord; N. C. Med. Coll., 1916 1916

Bunn, J. J., Mt. Pleasant; N. C. Med. Coll., 1912 .— 1913

Burleyson, L. N., Concord; Univ. of Md., 1891 1891

Burns, J. E., Concord; Med. Coll. of Va., 1923 1923

Caldwell, D. G., Concord; Univ. of Pa., 1923 1925

Cauble, H. H., Kannapolis; N. C. Med. Coll., 1909 1909

Flowe, R. Frank, Kannapolis; N. C. Med. Coll., 1913 1914

Foil, M. A., Mt. Pleasant; Univ. of Md., 1891 1891

Gouger, Geo. J., Concord; Univ. of Md., 1891 1891

Howard, J. R., Concord; Med. Coll. Va., 1924 _-.- 1924

Lubchenko, N. E., Harrisburg; N. C. Med. Coll., 1915 1915

MacFadyen, Paul R., Concord; Univ. Coll. of Med., Rich-

mond, 1901 1901

Misenheimer, E. A., Concord; Univ. of Md., 1926 1927

Nolan, J. v., Kannapolis; Jeff. Med. Coll., 1921 1921

Patterson, John A., Concord; Univ. Coll. of Med., Rich-

mond, 1911 1911

Pemberton, Wm. D., Concord (Hon.); Univ. of Md., 1887 1887

Rankin, R. B., Concord; Tulane Univ. of La., 1917 1920

Reed, John F., Concord; Univ. of N. Y., 1893 1907

Smoot, J. E., Concord; Bait. Med. Coll., 1893 1894

Sossoman, J. C, Midland; N. C. Med. Coll., 1915. 1917

Stirewalt, Neal, Kannapolis; Univ. of Md., 1909 1915

Wadsworth, Wm. H., Concord; Jeff. Med. Coll., 1913 1913

1927

1919

1921

1899

1927

1923

1920

1928

1918

1914

1923

1899

1904

1904

1925

1913

1910

1907

1916

1919

1915

1906

1927

1925

1911

1915

1905

1899

1925

1916

1904

1928

1922

1912

1887

1922

1912

1902

1918

1927

1913
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Whicker, Guy L., Kannapolis; Univ. of Md., 1926 1926 1928

Widenhouse, M. A., Concord; Univ. Cinn. 1925 1926 1927

Yow, I. A., Concord; N. C. Med. Co'l., 1906 1906 1910

CALDWELL COUNTY SOCIETY

President: M. T. Hickman, Hudson; Univ. of Va., 1909 1909 1910

Secretary: Clyde R. Hedrick, Lenoir; Georgetown Med., School,

1925 1925 1926

Coifey, Lawrence H., 911 E. Main St., Lakeland, Fla.; Va. Med.

Coll., 1906 1906 1913

Corpening, O. J., Granite Falls; Univ. Coll. of Med., Va. 1906 1906 1907

Goodman, A. B., Lenoir; N. C. Med. Coll., 1898 1897 1910

Houck, Albert, Lenoir (Hon.); P. and S., Bait., 1884 1891 1893

Kent, Alfred A., (Hon.) Winter Pk., Fla.; Jeff. Med Coll., 1885 1885 1894

McNairy, Caroline, Lenoir; Woman's Med. Coll., Pa., 1917... 1917 1919

McNalry, C. Banks, Lenoir; P. and S. Bait., 1893 1893 1905

Petrie, Rob't. Wm., Lenoir; Univ. of Md., 1903 1903 1903

Pitts, W. I., Lenoir; Univ. of the South, Sewanee, 1903 1911 1913

Rudisill, J. D., Lenoir; Univ. of Md., 1922 1922 1923

Russell, C. R., Granite Falls; Univ. Coll of Med., Richmond,

1909 1909 1918

White, W. M., Lenoir; Atlanta P. and S., 1899 ._.... 1899 1905

Wilson, Clarence L., Lenoir; U. S. Grant Univ., 1903..... 1903 1905

CARTERET COUNTY SOCIETY

President: Francis Edward Hyde, Beaufort; West Res. Univ.,

1 920 1 925 1 926

Secretary: S. W. Thompson, Jr., Morehead City; Med. Coll. Va.,

1913 . 1915 1922

Bonner, K. P. B., Mohehead City; Med. Coll. of Va., 1905 1905 1905

Braswell, Wm. Edgar, Marshallberg; Univ. of Ga., 1907 1925 1926

Davis, George, Beaufort; Kentucky School of Med., 1894 1896 1904

Ferebee, C. G., Morehead City; Med. Coll. of Va., 1902 1904 1904

Johnson, Otis H., Horehead Citj'^

Mason, Manly, Newport; Tulane University, 1924 1924 1925

Maxwell, C. S., Beaufort; Univ. of the South, Sewanee, 1900... 1899 1904

Royal, Ben F., Morehead City; Jeff. Med. Coll., 1909 1909 1909

Whitehurst, E. B., Beaufort; Med. Cell. Va., 1915 1917 1920

CASWELL COUNTY SOCIETY
(See Alamance-Caswell)

CATAWBA COUNTY SOCIETY

President: H. C. Menzies Hickory (Hon.) ; N. C. Med. Coll., 1894 1894 1899

Secretary: Robt. T. Hambrick, Hickory; Univ. of Tulane, 1923 1923 1924

Blackburn, T. C, Hickory; Bait. Med. Coll., 1896 1896 1909

Cochrane, J. D., Newton; Univ. of Md., 1912 .._._ 1912 1923

Flippin, J. M., Hickory; Coll. P. and S. Md., 1884 1893* 1926

*Registered.
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Fresh, W. M., Hickory -- - 1927

Frye, Glenn R., Hickory; Jeff. Med. Coll., 1921 1921 1923

Larkin, E. W., Hickory; N. C. Med. Coll., 1917 1920 1922

Long, Fred Y., Catawba; Bait. Med. Coll., 1898; N. C. Med.

Coll.y _.- 1898 1898

Long, Glenn, Newton,; N. C. Med. Coll., 1912 1912 1915

Menzies, H. H., Hickory; Med. Coll. Va., Richmond, 1923 1923 1926

Norman, J. S., Hickory; P. and S. Bait., 1909 _ 1911 1920

Nowell, S. C, Hickory; Univ. of Pa., 1921 1922 1924

Shuford, Jacob H., Hickory; Univ. of Mich., 1901 1902 1902

Speas, W. P., Hickory; Univ. of Md., 1911 1911 1919

Stillwell, H. C, Maiden; Jeff. Med. Coll., 1925 1925 1927

CHATHAM COUNTY SOCIETY

President: J. D. Edwards. Siler City (Hon.); Louisville Med.

Coll., 1887 -- 1894

Secretary: Gyles, Ronald C, Siler City; Jeff. Med. Coll., 1917.. 1922 1924

Byrd, W. C, Morrisville, Route No. 1 : Jeff Med. Coll., 1923..._.- 1923 1924

Cathell, J. E., Moncure; Univ. of Md., 1899 1902 1906

Chapin, Wm. Burdette, Pittsboro; Univ. of N. C, 1909 1909 1910

Denson, H. A., Bennett; Central Coll. P. and S., Indianapolis,

1887 1913 1913

Palmer, R. W., Gulf; Louisville Med. Coll., 1890.. 1891

Thomas, W. C, Siler City; Va. Med. Coll., 1917..... 1917 1920

Upchurch, C. G., Apex;XJniv. of Md., 19^6 1907 1922

CHEROKEE COUNTY SOCIETY

President: S. C. Heighway, Murphy; Med. Coll., of Ohio, 1885 ... 1904 1898

Secretary: Edw. E. Adams, Murphy; Jeff. Med. Coll., 1923.. 1923 1924

Adams, N. B., Murphy; Tenn. Med. Coll., 1896. 1909 1909

Herbert, Fred L., Andrews; Tenn. Med. Coll., 1904 1912 1912

Hill, J. N., Murphy; Univ. of Louisville, 1909 1909 1909

Meroney, B. B., Murphy; Gate City Med. Coll., 1906 1899 1909

Morrow, Wm. C, Andrews; Atlanta Sch. of Med. 1909 1909 1909

Tidwell, J. E., Andrews; Chattanooga Med. CoU., 1903 1909 1915

Webb, B. G., Andrews; Louisville Med. Coll., 1885 1885 1885

Young, G. McD., Postell; Lincoln Mem. Univ. 1916 1917 1918

CHOWAN-PERQUIMANS COUNTIES SOCIETY
President :

Secretary

:

— —
Blanchard, T. W., Hobbsville; Med. CoM. of Va., 1911 1911 1919

Brinn, T. P., Hertford; Univ. of Pa., 1923 1923 1927

Cox, Thomas A., Hertford; Univ. of Md., 1892 1907 1918

Davenport, C. A., Hertford; Univ. of Md., 1924 1924 1926

Dillard, Richard, Jr., Edenton, (Hon.); Jeff. Med. Coll., 1879.... 1880 1880

Smith, Robt. W., Hertford; Univ. of Md., 1892 1892 1918

Warren, John W., Edenton; Univ. Coll. Med., Richmond, 1907... 1907 1926

Whichard, M. P., Edenton; Univ. of Md., 1910 1910 1918

Williams, L. P., Edenton; Bellevue Med. Coll., 1918 1919 1921
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CLEVELAND COUNTY SOCIETY

President: T. B. Gold, Shelby; N. C. Med. Coll., 1911 1911 1915

Secretary: Sam M. Schenk, Shelby; Univ. of Pa., 1923.. 1923 1926

Aydlette, Jos. P., Earl; Kentucky University, 1901 1903 1903

Bridges, D. T., Lattimore; Emory Univ., 1926 1927

Ellis, R. C, Shelby (Hon.); Bait. Univ. Med. School, 1886 1889* 1891

Gibbs, E. W., Shelby; Univ. of N. C, 1907 1907 1918

Gold, Ben, Shelby; P. and S., Bait., 1920 1920 * 1922

Hamrick, T. G., Shelby; P. and S., Bait., 1895 1895 1904
Harbison, J. W., Shelby; Johns Hopkins, 1919 1919 1924

Houser, E. A., Shelby; Chattanooga Med. Coll., 1898; Bait.

Univ., 1902 1902 1904
Lackey, F. H., Fallston; Univ. of Md., 1915 1915 1920
Lattimore, E. B., Shelby; Bellevue Med. Coll., 1897 1896 1904
Lee, Lawrence V., Lattimore; Emory Univ. School of Med.

1894
, 1897 1904

Lowry, Sidney Allen, King's Mountain; Univ. Tenn., 1900...... 1925 1927
Mitchell, W. F., Shelby; Univ. of Md., 1889 1900 1904
Moore, D. F., Shelby; Jeff. Med. Coll., 1925 1925 1927
Gates, George, Grover; Univ. of Louisville, 1894 1902 1904
Royster, S. S., Shelby; Tenn. Med. Coll., 1891 1896 1904
Sherrill, H. R., Lawndale; Univ. of Tenn., 1926. 1926 1927
Wood, J. W., Boiling Springs; Louisville Med. Coll., 1892 1901* 1900

COLUMBUS COUNTY SOCIETY
Preside lit :

Secretary: Floyd Johnson, Whiteville; Memphis Hosp. Med.
Coll., 1903 1903 1904

Baggett, Leaman, Whiteville; N. C. Med. Col!., 1907 1907 1909
Crowell, W. H., Whiteville; Univ. of Md., 1895 1895 1908
Elliott, G. D., Fair Bluff; Univ. of Pa., 1923 1923 1926
Floyd, L. D., Cerro Gordo; N. C. Med. Coll., 1911 1911 1912
Formyduval, T., Bolton ; Va. Med. Coll., 1919 1920 1922
Maxwell, H. B., Whiteville; Univ. of Md., 1902 1902 1902
Moore, T. V., Acme; Bait. Med. Coll., 1901 1901 1911
Rozier, R. G., Cerro Gordo, Univ. of Md., 1899 1899 1904
Sadler, R. C, Whiteville; N. C. Med. Coll., 1912 1912 1915
Smith, W. F., Chadbourn; N. C. Mea. Coll., 1904 1904 1905
Whitaker, R. B., Whiteville; Univ. Coll. of Med., Richmond,

1912 J9J2 1913
Williams, Wm. Norman, Tabor; Med. Coll. of Va., 1924 1924 1925

CRAVEN COUNTY SOCIETY
President: H. B. Wadsworth, New Bern Johns Hopkins, 1918 1918 1923
Secretary: D. E. Ford, New Bern; Univ. of Mich., 1908 1925 1924
Ball, M. W., New Bern; Atlanta Sch. of Med., 1909 1909 1913
Barker, Christopher S., New Bern; Jeft\ Med. Coll. 1909 1909 1924

*Regri8tered.
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Bender, E. L., New Bern; Med. CoU. Va., 1916 .- 1916 1925

Caton, Geo. A., New Bern; Va. Med. Coll., 1898 -- 1898 1904

Daniels, R. L., New Bern; Med. Coll. of Va., 1912 1912 1919

Duflfy, R. N., New Bern; Johns Hopkins, 1906 1907 1908

Duffy, Leinster, New Bern; P. and S. Baltimore, 1889 1888 1888

Duguid, Jos. W., Dover; N. C. Med. Coll., 1905 1905 1912

Gibbs, N M.., New Bern; Univ. of Md. and Coll. P. and S.

Bait., 1896 1895 1897

Jones, R. Duval, New Bern; Univ. of Md., 1896 1897 1897

Latham, Joseph R., New Bern; JeiT. Med. Coll., 1917 1917 1923

Patterson, Joseph F., New Bern; Jeff. Med. Coll., 1906 1906 1906

Pollock, Raymond, New Bern; Jefferson Med. Coll., 1897 1900 1900

CUMBERLAND COUNTY SOCIETY

President: Currie, D. S., Parkton, N. C. Med. Coll., 1906 1906 1907

Secretary: O. L. McFadyen, Fayetteville; N. C. Med. Coll., 1912 1912 1912

Allgood, R. A., Fayetteville; Univ. of Md. and Coll of P.

and S., Bait., 1912 _ 1915 1917

Averitt, K. G., Cedar Creek; Bait. Med. Coll., 1893 1893 1902

Blakey, R. A., Fayetteville; Med. Coll. of Va., 1924 1925 1925

Boker, David, Fort Bragg —
Boyer, Maj. Gouveneur H., Fort Bragg; Amherst Coll., 1903...__. 1927

Bullock, Thomas C, Autryville; P. and S., Bait., 1885 — 1885 1905

Chester, P. J., Fayetteville; N. C. Med. Coll., 1913 1913 1920

Coats, Maj. Edward A., Fort Bragg; Tufts Coll., 1911 _ -- 1927

Gainey, John W., Fayetteville; Jeff. Med. Coll., 1917.-... .-. 1917 1921

Highsmith, J. D., Fayetteville; Jeff. Med. Coll., 1918... 1918 1920

Highsmith, J. F., Fayetteville (Hon); Jeff. Med. Coll., 1889..... 1889 1893

Highsmith, Seavy, Fayetteville; Univ. Coll. of Med., Rich-

Mond, 1901 1901 1902

Jordan, Wm. S., Fayetteville; Univ. of N. C, 1906 1906 1907

Kirksey, W. A., Hope Mills; Washington Univ., 1921 1921 1924

Liebermann, Capt. John F., Fort Bragg; Tulane Univ., 1913... 1927

Lilly, James M., Fayetteville; Univ. Coll. of Med., Rich-

mond, 1903 - 1903 1904

McKay, W. P., Fayetteville; Tulane Univ., 1916 1916 1921

McNeill, Jas. Wm., Fayetteville (Hon.); Bellevue Med. Coll.,

1876 ...._ 1876 1876

Malcolm, Capt. Robt., Fort Bragg; N. Y. Univ. and Bellevue

Hosp., 1910 -- 1927

Olive, P. W., Fayetteville; P. and S., Bait., 1907 1907 1909

Pittman, R. L., Fayetteville; Jefferson Med. Coll., 1910 1910 1912

Rainey, W. T., Fayetteville; Univ. Coll. of Med., Richmond,

1913 1913 1916

Robertson, J. N., Fayetteville; Med. Coll. of Va., 1923 1923 1924

Shaw, J. A., Fayetteville; Univ. Pa., 1923. 1923 1926

Stone, Geo. G., Fayetteville; Univ. of Va., 1926 1927 1928

Verdery, W. C, Fayetteville; Univ. of Ga., 1915... 1920 1921
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CURRITUCK COUNTY SOCIETY

President : - -

Secretary: Thos. A. Lacy, Moyock -

Cowell, Wm. H., Shawboro; Ky. School of Med., 1893 1909 1911

DAVIDSON COUNTY SOCIETY

President: C. H. Phillips, Thomasville; Bait. Univ. of Med.,

1892 - ----- 1893 1911

Secretary: Grover C. Garabrell, Lexington; Univ. of Ga., 1912... 1923 1924

Buchanan, E. J., Lexington; Univ. of Md., 1892 1892 1900

Clyatt, Claude Eugene, Denton; Univ. of Ga., 1911 1923 1924

Hill, W. Lee, Lexington, Rt. 4; P. and S., Bait., 1893 1893 1904

Hobgood, J. E., Thomasville; Jeff. Med. Coll., 1907 190T 1917

Hunt, W. Bryce, Lexington; Univ. of Md., 1923 1923 1924

Jennings, R. G., Thomasville; N. C. Med. Coll., 1913 1913 1920

Lancaster, F. J., Lexington; Jeff. Med. Coll., 1922 1922 1924

Mock, Frank Lowe, Lexington, Rt. 3; N. C. Med. Coll., 1908... 1908 1911

Sharpe, C. R., Lexington, Jeff. Med. Coll., 1914 1914 1917

Smith, J. A., Lexington; N. C. Med. Coll., 1915 1915 " 1917

Smith, William Gordon, Thomasville, Tulane Univ., 1927 1927 1928

Sowers, Jacob L., Lexington; Univ. of Md., 1921 1921 1924

Terry, J. R., Lexington; Univ. of Louisville, 1911-.. 1912 1912

Vestal, Willis J., Lexington (Hon.); P. and S., Bait., 1883....- 1889* 1893

Yokeley, R. V., Thomasville; N. C. Med. Coll., 1911 1911 1912

Zimmerman, Robt. U., Lexington, Rt. 4; N. C. Med. Coll., 1901 1901 1904

DAVIE COUNTY SOCIETY

President: W. C. Martin, Mocksville; P. and S., Bait., 1888... 1888 1904

Secretary: A. B. Byerly, • Cooleemee; Univ. College of Med.,

Richmond, 1896 .__ 1896 1904

Harding, S. A., Mocksville; N. C. Med. Coll., 1910 1910 1913

Martin, Lester P., Mocksville; Jeff. Med. Coll., 1920 1920 1921

Rodwell, Jno. W., Mocksville; P. and S., Bait., 1895 1895 1896

DUPLIN COUNTY SOCIETY

President: J. W. Farrior, Warsaw; Univ. of Pa., 1912 1913 1917

Secretary: J. W. Straughan, Warsaw; Med. Coll. of Va., 1924 1924 1925

Landen, J. F., Chinquapin; Univ. Coll. of Med., Richmond
1905 1905 1907

Maxwell, J. F., Kinston _._ 1889* 1917

Morton, J. X., Faison; N. C. Med. Coll., 1915 1915 1922

Quinn, Robert F., Magnolia; N. C. Med. Coll., 1912 1913 1916

Robinson, J. D., Wallace; Univ. of Md., 1915... 1915 1917

Williams, Jas. M., Warsaw; Univ. of Md., 1902 1902 1902

Wiliams, R. C, Wallace; Univ. of Md., 1912.. 1915 1916

'Registered.
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DURHAM-ORANGE COUNTIES SOCIETY

President: H. M. Brinkley, Durham; Jeff. Med. Coil., 1919 1919 1923

Secretary: W. R. Stanford, Durham; Univ. of Pa., 1919 1919 1923

Abernethy, E. A., Chapel Hill; Univ. Coll. of Med., Rich-

mond, 1901; Geo. Wash. Univ., 1903 . 1901 1914

Adams, C. A., Durham; P. and S., Bait., 1892 1892 1901

Adkins, M. T., Durham; Johns Hopkins, 1907. 1915 1916

Anderson, W. B., Durham; Johns Hopkins 1924 1927 1927

Bass, H. H., Durham (Hon.); Univ. Coll. of Med. 1899, 1899 1900

Baynes, R. H., Durham; Univ. of Md., 1914 1914 1920

Bitting, Numa D., Durham; Jeff. Med. Coll., 1907 1907 1909

Boddie, Needham P., Durham (Hon.); P. and S., Bait., 1883... 1883 1883

Booker, Lyle S., Durham; Va. Univ. Med. Coll., 1908 1910 1911

Boone, W. H., Durham; N. C. Med. Coll., 1902 1902 1910

Boone, W. W., Durham; Jeff. Med. Coll., 1923 1923 1925

Bowles, Francis N., Durham; Med. Coll. of Va., 1924. ...._ 1924 1926

Britt, T. C, Durham; Jeff. Med. Coll., 1921 1921 1925

Brooks, B. U., Durham; Univ. of Md., 1905 1905 1907

Bullitt, J. B. Chapel Hill; Univ. of Va., 1897 1914 1915

Campbell, A. S., Durham; Chicago Coll. Med., and Surg., 1917 1923 1924

Coppridge, W. M., Durham; Jeff. Med. Coll., 1918 1919 1920

Darden, O. B. Westbrook Sanatorium, Richmond, Va., Med.

Coll. of Va., 1918 1920 1920

Davison, Wilburt C, Durham; Johns Hopkins 1917... 1927 1927

Fassett, Burton W., Durham; Bait. Med. Coll., 1898.___ 1899 1909

Felts, Robert L., Durham; Univ. of Md., 1898 1899 1909

Goudge, Mabel E., West Durham; Ohio State Univ., 1922 1925 1927

Hardee, W. P., Durham; Jeff. Med. Coll., 1912 1912 1924

Hayes, R. B., Hillsboro; Univ. of Md., 1906 1910 1917

Hicks, Calvin S., Durham; Univ. of Md., 1904 1904 1904

Holloway, O. W., Durham; Med. Co!h of Va., 1901 1901 1917

Holloway, Robt. Lee, West Durham; Va. Med. Coll., 1893 1893 1901

Johnson, N. M., Durham (Hon.); Wash. Univ. Sch. of Med.

1877 1889 1879

Kerns, T. C, Durham; Univ. of Pa., 1911 __ 1911 1912

Lawson, R. B., Chapel Hill; Univ. of Va., 1903 1915 1920

Lloyd, B. B., Chapel Hill; Univ. of N. C, 1909 1909 1914

MacNider, Wm. deB., Chapel Hil!; Univ. of N. C, 1903 1903 1903

McCutcheon, W. B., Durham; Med. Coll. Va., 1921 1921 1924

McPherson, S. D., Durham; Univ. of Md., 1903 1903 1912

Manning, I. H., Chapel Hill; Long Island Coll. Hosp., N. Y.,

1897 1899 1901

Manning, Jno. M., Durham (Hon.); Bellevue Med. Coll., 1882 1884 1884

Markham, Blackwell, Durham; Harvard Med. Coll., 1922 1922 1925

Montague, S. J., Durham; Bellevue Hosp. Med. Coll., 1872 ...... 1880 1922

Nichols, Rhodes E., Durham, Rt. 8; Va. Med. Coll., Rich., 1890 1890 1904

Patrick, J. E., Bahama; Univ. Coll. of Med., Va., 1900 1900 1917

Perry, D. R., Durham; Jeff. Med. Coll., 1919 1919 1922

Powell, Albert H., Durham; Univ. Ga., 1924 1925 1925

I
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Riggsbee, A. E., Durham: Univ. of N. C, 1909 1909 1911

Roberson, Foy, Durham; Jeff. Med. Coil., 1909 1909 1912

Roberts, B. W., Durham; 1924 1924 1927

Ross, Geo. H., East Durham; Univ. of Tenn., 1899 1899 1904

Ross, Robert A., Durham; Univ. of Pa., 1922 1922 1925

Schuler, J. E., East Durham; Med. Coll. of Va., 1914 1920 1922

Smith, Annie T., Durliam; Univ. of 111., 1923.. 1925 1926

Smith, F. C, Durham; Jeff. Med. Col!., 1921 1921 1925

Speed, J. A., Durham; Jeff. Med. Coll., 1914.. 1914 1916

Spikes, N. O., Durham 1924 1927

Stanford, Lois Foote, Durham; Univ. of Pa., 1921 1923 1924

Stoner, I. J., West Durham; Memphis Med. Coll., 1898 ____ 1921 1922

Strowd, W. A., Durham; Univ. of N. C, 1909 '. 1909 1926

Sweaney, H. M., Durham; Univ. of Pa., 1919 1919 1920

Toy, Calvert R., Chapel Hill; Univ. of Pa., 1923 1923 1926

Tyler, E. R., Durham 1927

Upchurch, R. W., Durham; Univ. of Va., 1925 1925 1927

Watkins, G. T., Durham; Jeff. Med. Coll., 1915 1915 1917

Watkins, W. M., Durham; Jeff. Med. Coll., 1923. 1923 1925

EDGECOMBE COUNTY SOCIETY
President: Julian Meredith Baker, Tarboro (Hon.); Univ. of

Md. 1879 1879 1879

Secretary: A. C. Norfleet, Tarboro 1927

Barber, Y. M., Macclesfield; Univ. of Md., 1914 1917 1918

Bass, Spencer P., Tarboro; Univ. of Va., 1906 1907 1909

Green, Wm. W., Tarboro, Univ. of N. C, 1908 1908 1910

Harrell, Samuel N., Tarboro; Univ. of Md., 1897 1897 1904

Norfleet, L. E., Tarboro; Columbia Univ. P. and S., 1889 1890 1920

Pearson, H. O., Pinetops; Med. Coll. of Va., 1926 1927 1928

Raby, J. G., Tarboro; Univ. Coll. of Med., Va., 1911 1911 1912

Thigpen, William J., Tarboro; Jeff. Med. Coll., 1900 1900 1901

Williams, T. G., Conetoe; Washington Univ., 1911 1913 1916

Wooten, Amos Monroe, Pinetops; Univ. of N. C, 1910 1910 1911

FORSYTH COUNTY SOCIETY
President: Leroy J. Butler, Winston-Salem; Med. Coll., of

Va., 1915 1920 1921

Secretary: T. C. Redfern, Winston-Salem; U. I. Med. Coll.

Hosp., 1916 1921 1921

Ader, O. L., Walkertown; Univ. of Penn., 1925 1925 1927

Ashburn, C. W., Winston-Salem; Wash. Univ. 1927 1927 1928

Belton, J. F., Winston-Salem; Univ. of Pa., 1914 1914 1916

Benbow, E. V., Winston-Salem; Jeff. Med. Coll., 1925 1925 1927

Benbow, J. T., Winston-Salem; N. C. Med. Coll., 1910 1910 1920

Bowers, M. A., Winston-Salem; Tulane Univ., 1911 1911 1914

Bynum, John, Winston-Salem (Hon.); Univ. of N. Y., 1892 1892 1893

Carlton, Romulus L., Winston-Salem; Univ. of Md., 1906 1906 1908

Casstevens, J. C, Clemmons; Va. Med. Coll., 1926 1926 1927

Cooke, G. C, Winston-Salem; Univ. of Md., 1919 1919 192C
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Cook, J. L., Winston-Salem; Med. Coll. Pa., 1925 —- 1925 1927

Couch, V. F., Winston-Salem; P. and S., New York, 1911 1911 1919

Craig, S. D., Winston-Salem; Tulane Univ., 1908 1911 1912

Dalton, D. N., Winston-Salem (Hon.) ; Univ. of N. Y., 1881 1885 1885

Dalton, Wm. N., Winston-Salem; N. C. Med. Coll., 1904 1904 1905

Daugherty, J. E., Brooklyn, N. Y.; Barnes Med. Coll., 1920-. 1920 1920

Davis, Thos. W., Winston-Salem (Hon.); S. C. Med. Coll., 1898 1899 1900

DeLaney, C. O., Winston-Salem; JefP. Med. Coll., 1919 1919 1926

Edwards, A. D., Winston-Salem; Univ. of Md., 1903 1904 1905

Eskew, D. C, WinstoorSalem; Univ. of Va., 1924 1924 1928

Fearington, Jos. P., Winston-Salem; Univ. of Md., 1887 1887 1904

Flynt, S. S., Rural Hall; P. and S., Bait., 1889 1890 1907

Gray, Eugene Price, Winston-Salem; Johns Hopkins, 1906 1907 1909

Grimes, W. L., Winston-Salem; Johns Hopkins, 1910 1910 1915

Hanes, F. M., Winston-Salem; Johns Hopkins, 1908 ._ 1916 1917

Hege, J. Roy, Winston-Salem Univ. of Md., 1916 1916 1917

Hurdle, S. W., Winston-Salem; JeflP. Med. Coll., 1914___-_ 1914 1916

Izlar, H. L., Winston-Salem; Med. Coll., S. C. 1915 ___. 1916 1916

Johnson, Wingate M., Winston-Salem; Jeff. Med. Coll., 1908 1908 1911

Jones, Beverly N., Winston-Salem; Med. Coll. of Va., 1915 .- 1915 1921

Jones, R. Rives, Winston-Salem; Med. Coll. of Va., 1923.... 1923 1925

Kapp, Henry H., Winston-Salem; Jeff. Med. Coll., 1901 1901 1904

Keiger, O. R., Winston-Salem; Univ. Coll. of Med., Rich-

mond, 1911 1911 1914

Kerr, Jas. Edwin, Winston-Salem (Hon.); Univ. of Md., 1897.... 1898 1898

Lasley, J. M., Winston-Salem; Univ. of Cinn., 1925 1925 1927

Lawrence, Chas. S., Winston-Salem; Univ. of Ga., 1908 1908 1911

Linville, Aaron Y., Winston-Salem (Hon.); Univ. of N. Y.,

1889 1889 1896

Lockett, Everett A., Winston-Salem; Univ. of Pa., 1902 1904 1904

Long, Vann McKee, Winston-Salem; N. C. Med. Coll., 1906... 1906 1911

Mimms, C. W., Winston-Salem; Univ. of Louisville, 1914 1916 1917

Moore, R. A., Winston-Salem; N. C. Med. Coll., 1911 1911 1917

Munt, H. F., Winston-Salem; Va. Med. Coll., 1911.. 1914 1916

Paddison, John Robt., Kernersville; Univ. of Md., 1902 1902 1913

Pepper, John R., Winston-Salem; Va. Med. Coll., 1904 1908 1908

Perkins, J. R., Winston-Salem; Va. Med. Coll., 1904 1910 1917

Pfohl, Samuel F., (Hon.); Winston-Salem; Univ. of Pa., 1894 1898 1898

Pool, B. B., Winston-Salem; Jeff. Med. Coll., 1923... 1923 1925

Poole, C. G., Winstonr-Salem; Tulane, 1924 1924 1927

Rankin, S. W., Winston-Salem; Jeff. Med. Coll., 1912 1912 1914

Rousseau, J. P., Winston-Salem; Univ. of Md., 1918 1920 1920

Salmons, L. R., Winston-Salem; N. C. Med. Coll., 1912 1912 1916

Schallert, P. O., Winston-Salem; Univ. of 111., 1904 1911 1912

Schaub, O. P., Winston-Salem (Hon.); Bait. Med. Coll., 1898 1898 1898

Scott, W. M., Winston-Salem; Univ. of Ark., 1926 1926 1928

Simmons, R. R., Winston-Salem; Va. Med. Coll., 1917 1923 1924

Slate, John S., Winston-Salem; Univ. Coil, of Med., Va., 1900 1899 1920

I
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Spainhour, Ellis H., Winston-Salem (Hon.); Bait. Med. Coll.,

1898 1898 1898

Spencer, Wm. O., Winston-Salem (Hon.); Jeff. Med. Coll.,

1891 _- -- 1891 1894

Spicer, R. W., Winston-Salem; N. C. Med. Coll., 1910; Univ.

of Pa., 1911 ..._. 1910 1916

Sprunt, W. H., Jr., Winston-Salem; Univ. of Pa., 1918 1918 1925

Street, C. A., Winston-Salem; Harvard Med. School, 1918 .... 1918 192.5

Strickland, Edward F., Winston-Salem (Hon.); Univ. of

New York, 1887 1887 1893

Summers, Chas. L., Baltimore, Md., (Hon.) ; Univ. and P. and

S., Md., 1887 1892 1896

Thompson, Edg. S., Winston-Sa'em; Univ. of N. Y., 1919 1919 1921

Tuttle, Reuben G., Winston-Salem; N. C. Med. Coll., 1909 ....... 1909 1913

Valk, A. deT., Wir.ston-Salem; Johns Hopkins, 1910 1913 1914

Walker, T. D., Winston-Salem; Univ. of Louisville, 1909 1909 1928

Wall, R. L., Winston-Salem; Jeff. Med. Coll., 1912 1912 1914

Whittington, Jas. B., Winston-Salem; N. C. Med. Coll., 1911 . 1911 1913

Wright, O. E., Winston-Salem; Emory Univ., 1924 1924 1928

Wyatt, Wortham, Wirston-Salem; Univ. of Pa., 1913 1913 1916

Wylie, W. DeK., Winston-Salem; Univ. of Va., 1924 1926 1928

FRANKLIN COUNTY SOCIETY

President: R. B. Henderson, Franklinton; Univ. of Md., 1884... 1884 1904

Secretary : Harry H. Johnson, Louisburg; Coll. of P. and S.,

Bait., 1915 1919 1919

Burt, S. P., Louisburg; P. and S., Bait., 1896 1896 1904

Council, E. E., Louisburg; Geo. Wash. Univ 1926 1928

Johnson, B. C, Bunn; Univ. of N. C, 1909 1909 1910

Newell, J. O., Louisburg; P. S., Bait., 1910 1910 1912

Perry, A. H., Wood; Univ. of Md. and P. and S., Bait., 1924... 1924 1925

Perry, H. G., Louisburg; P. and S., Bait., 1915 1915 1916

Timberlake, C. V., Youngsville; Jefferson Med. Coll., 1915 1915 1922

Timberlake, Richard E., Youngsville; Jefferson, 1908. 1908 1910

Winston, A. R., Franklinton; Bellevue Med. Coll., 1899 1899 1900

Yarborough, R. F., Louisburg (Hon.); Geo. Wash. Univ., 1898 1899 1899

GASTON COUNTY SOCIETY

President: J. Sidney Hood, Gastonia; Jeff. Med. Coll., 1907 1907 1910

Secretary: James A. Anderson, Gastonia; Univ. of Ga., 1904... 1909 1909

Adams, Charles E., Gastonia; Univ. of Md., 1897 1885 1904

Anders, McT. G., Gastonia; Md. Med. Coll., 1901 1902 1902

Anthony, J. E., Kings Mountain; Univ. of Tenn., 1911 1911 1911

Belk, Geo. W., Gastonia; Atlanta School of Med., 1913 1918 1924

Blair, J. L., Gastonia; Atlanta Med. Coll., 1915 _ 1920 1921

Boyles, M. F., Dallas; N. C. Med. Coll., 1917 1917 1920

Campbell, J. W., Gastonia; P. and S., Bait., 1893 .._._. 1919 1920

Clinton, Roland S., Gastonia; Univ. of Md., 1914 1914 1920



584 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

Eddleman, Hall M., Gastonia; Coll. of Phys. and Surgs.,

Bait., 1886 1889*

Garrison, D. A., Gastonia; Louisville Med. Coll., 1896 1896

Glenn, Lucius N., Gastonia; Univ. of Md., 1897 1897

Groves, R. B., Lowell; Med. Coll. of Ya., 1924 1924

Hall, Price B., Cherryville --

Hord, J. G., Kings Mountain; Univ. of Nashville, 1886 1891

Hunter, W. B., Cramerton ; Univ. of Pa., 1911 1911

Johnson, R. Lee, Gastonia; Jeflferson, 1911 — 1911

Jones, W. M., Gastonia

Lyday, C. E., Gastonia; Atlanta S. of Med., 1910 1910

McAdams, C. R., Belmont; N. C. Med. Coll., 1912 1912

McChesney, W. W., Gastonia; Med. Coll. Va., 1915 1925

McCombs, C. J., Gastonia; N. C. Med. Coll., 1905 1905

McConnell, H. R., Gastonia —

-

Miller, Oscar L., Gastonia; Atlanta Coll. of P. and S., 1912... 1921

Miller, R. C, Gastonia; N. C. Med. Coll., 1909 1918

Moore, D. B., Mt. Holly; Med. Coll. of Va., 1915 1915

Parks, W. B., Gastonia; Univ. of Md., 1924 1924

Patrick, Geo. R., Jr., Bessemer City; Univ. of Md., 1916 1916

Patrick, L. N., Gastonia; Univ. of Md., 1909 —-. 1910

Pressly, J. M., Belmont; N. C. Med. Coll., 1915 1915

Pugh, Charles H., Gastonia; N. C. Med. Coll., 1910 1910

Quickel, Thomas C, Gastonia; Tulane Univ., 1900 1899

Reid, James W., Lovi^ell; Jeiferson, 1908 1908

Rhyne, Robert Edgar, Gastonia; N. C. Med. Coll., 1907 1907

Scruggs, W. H., Gastonia; Univ. of Md., 1913 1915

Stokes, P. B., Kings Mountain; Univ. of N. C, 1914; Med.

Coll. Va., 1917 -.- -- 1917

Swann, Jos. F., Gastonia; P. and S., Bait., 1896 - 1896

Wilkins, Samuel A., Dalas; Univ. of Ky., 1902 __._.. 1903

GATES COUNTY SOCIETY

Carter, Thos. L., Gatesville; Medical Coll. of Va., 1917 1917

GRANVILLE COUNTY SOCIETY

President: Geo. S. Watkins, Oxford; Univ. of Med. Va., 1900 1900

Secretary: Hays, B. K., Oxford (Hon.); Univ. of Med. Va.,

1894 _.-_ 1894

Bradsher, J. S., Stovall; Univ. of Va., 1925 1925

Cannady, Sam H., Oxford; Univ. of Va., 1887 .- - 1889

Daniel, N. C, Oxford; N. C. Med. Coll., 1895 .. 1895

Fitch, W. E., Buffalo Junction; Va., 1891 -- 1891

Hardee, Parrott R., Stem; P. and S., Bait., 1885 1885

Morris, Joseph A., Oxford (Hon.); Vanderbilt Univ., 1890 1893

Noblin, Roy L., Stovall; Med. Coll. of Va., 1924 - 1924

Sikes, G. T., Creedmoor (Hon.) ; Univ. of Md., 1883 1884

Taylor, R. W.,

*Re&istered.

1904

1900

1904

1924

1926

1920

1918

1920

1916

1927

1908

1922

1919

1921

1927

1920

1913

1920

1913

1904

1910

1908

1917

1926

1905

1903

1928

1908

1897

1927

1904

1902

1927

1906

1899

1924

1884
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Taylor, Wm. L., Oxford; Univ. of Va., 1900 1901 1901

Thomas, Wm. N., Oxford; Va. Med. Coll., rSll.__. -..- 1911 1914

Thompson, Joseph W., Creedmoor; Univ. of Ky., 1904. 1907 1912

GREENE COUNTY SOCIETY

President: Wm. W. Whittington, Snow Hill; Louisville Med.

Coll., 1895 1895 1902

Secretary: W. E. Dawson, Hookerton; Jefferson, 1920 1920 1922

Carroll, F. W., Hookerton; Med. Coll. Va., 1925 1926 1927

Harper, J. H., Snow Hill; Jefferson, 1905 1906 1907

Murphy, W. B., Snow Hill; Univ. Col. of Med., Va., 1903 1903 1905

GUILFORD COUNTY SOCIETY

President: Holt, D. W., Greensboro; Jeff. Med. Coll., 1918... 1918 1920

Secretary: I^yday, R. O., Greensboro; Univ. of Fa., 1920 1920 1927

Ashworth, W. C, Greensboro (Hon.); P. and S., Bait., 1892... 1892 1894

Austin, J. W., High Point; Jeff. Med. Coll., Phila., 1910 1910 1913

Aydlett, H. T., Greensboro; Univ. of Va., 1894..... 1895 1907

Banner, A. C, Greensboro; Jeff. Med. Coll., 1920 1920 1922

Banner, Chas. W., Greensboro; Univ. of Md., 1899 1899 1901

Battle, John T. J., Greensboro (Hon.) ; P. and S., Bait., 1884 1884 1890

Baylis, E. Katherine, Greensboro; Woman's Coll. of Pa., 1926 1927 1928

Beall, Wm. P., Greensboro (Hon.); Jeff. Med. Coll., 1879 ....... 1879 1879

Berry, John, Greensboro; Jeff. Med. Coll., 1908 1908 1920

Best, Benj. W., Greensboro; Coll. of P. and S., Bait., 1884 ...... 1884 1920

Bonner, O. B., High Point; Univ. of Md., 1917 1920 1921

Bowman, H. P., Greensboro; Univ. of Tenn., 1894 1894 1905

Boyles, J. H., Greensboro; P. and S., Bait., 1903 1903 1904

Brockmann, Harry L., High Point; Univ. of Pa., 1917 1917 1921

Buie, R. M., Greensboro; Jeff. Med. Coll., 1914 1914 1920

Burress, B. A., High Point; Louisville Hospital Med. Coll.,

1908 1922 1924

Burrus, John T., (Hon.) High Point; Univ. of Md., 1900; Grant

Univ. 1902 1898 1898

Cater, C. D., Greensboro; Emory Univ., 1920 1923 1924

Christian, Thos. D., Greensboro; Harvard Med. School, 1923... 1926 1927

Coe, Samuel S., High Point; Univ. Coll. of Med., Va., 1911 1912 1913

Cole, Walter F., Greensboro; Johns Hopkins, 1909 1909 1910

Collings, Ruth M., Greensboro; Univ. of Pa., 1923 1926 1927

Cozart, S. R., Greensboro; Med. Coll. of Va., 1923 1923 1925

Craven, F. C, Greensboro; Univ. of Md., 1913 —

.

1913 1914

Crews, N. H., Greensboro; Jeff. Med. Coll., 1914 1914 1916

Davis, R. B., Greensboro; Med. Coll. of Va., Richmond, 1915.-__ 1916 1917

Dees, Ralph Erastus, Greensboro; Univ. of Md., 1906 1908 1909

Dees, Rigdon O., Greensboro; Univ. of Md., 1906 1907 1908

Dick, Julius Vance, Gibsonville; Undv. of N. C, 1907 1907 1908

Dyer, John W., High Point; Univ. of Louisville, 1916.. 1921 1925

Edwards, V. E., Greensboro; Univ. of Md., 1913 1913 1913

Ferneyhough, W. L., Greensboro; W. of M., 1916 1926 1927
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Flagge, Philip W., High Point; Wash. Univ., St. Louis, 1902... 1905 1919

Fortune, Alex. F., Greensboro; Univ. Coll. of Med. Va., 1900... 1900 1904

Fox, N. A., Guilford College; Univ. of Pa., 1924 1924 1926

Gaw, Lois B., Greensboro; Woman's Med. Coll., Bait., 1907 1907 1924

Gilmore, C. M., Greensboro; Med. Coll. of Va., 192.5 1925 1926

Glascock, Joy H., Greensboro; Women's Med. Coll. of Bait., 1896 1896 1907

Gove, Anna M., Greensboro (Hon.) ; M'^oman's Med. Coll.

of New York Infirmary, 1892 1894 1896

Grayson, C. S., High Point; Geo. Wash. Univ., 1906.. 1907 1908

Gregg, A. D., Liberty; Med. Coll., of S. C, 1913 1927 1928

Groome, J. G., High Point; Univ. of Ohio, 1924 1924 1925

Harden, R. N., Greensboro; Univ. of Pa., 1922 1922 1924

Harrison, Edmund, Greensboro; Univ. Coll. of Med., 1896 1900 1900

Harvey, W. W., Greensboro; Emory Univ., 1920 1922 1923

Herring, R. A., Greensboro; Tulane, 1905 1923 1924

Hiatt, H. B., High Point; Univ. of Md., 1907 1907 1910

Holden, E. C, High Point; Long Island Coll. Hosp., 1911 1920 1924

Holt, Wm. T., McLeansville (Hon.); Univ. of Tenn., 1890 1896

Hudson, C. C, Greensboro; Univ. Coll. of Med. of Va., 1910... 1918 1924

Jackson, Walter Leo., High Point; N. C. Med. Coll., 1911... 1911 1913

Jarboe, Parron, Greensboro; Georgetown Univ., 1905 1906 1907

Jennings, C. W., Greensboro; Med. Coll. of Va., 1916 1916 1926

Johnson, Harry L., Greensboro 1927

Jones, Arthur O., Greensboro; Bellevue, 1890 1890 1904

Jones, Wm. M., Greensboro; Univ. of Md., 1903 1903 1903

Julian, Charles A., Greensboro (Hon.) ; Louisville Med. Coll.,

1888 ____ 1891 1892

Keiger, James A., Greensboro; Univ. of Va., 1916 1916 1919

Keith, Marion Y., Greensboro; Univ. of Md., 1923 1923 1927

Knight, Wm. P., (Hon.) Greensboro; Bait. Med. Coll., 1898... 1898 1898

Long, E. F., High Point; Med. Coll. Va., 1909 1909 1912

Lyon, B. R., Greensboro; Columbia Univ., 1915 1920 1920

McAnally, Wm. J., (Hon.) High Point; Bait. Med. Coll., 1897... 1896 1899

McAnally, Wm. J., High Point; Bait. Med. Coll., 1897 1896 1899

McCain, Wm. R., High Point; Univ. of Md., 1897 1898 1898

McGee, G. M., Greensboro; Univ. of Pa., 1915 1927 1927

McManus, W. L., Greensboro; Atlanta School of Med., 1906... 1912 1913

Mann, I. Thurman, High Point; Jeff. Med. Coll., 1912 1912 1915

Meadows W. J., Greensboro; Med. Coll. of Ala., 1894 1899 1904

Micheaux, Edward R., Greensboro; Univ. of N. Y., 1889 1889 1904

Miles, May S., Greensboro; Laura Mem. Women's Coll. of Med.,

Cincinnati, Ohio, 1898 1904 1905

Moore, Chas. E., Greensboro; Jeff. Med. Coll., 1907 1907 1910

Mosley, Charles W., Greensboro (Hon.); Bait. Med. Coll., 1893 1893 1896

Ogburn, H. H., Greensboro; Johns Hopkins Univ., 1913 1913 1914

Ownbey, Athur D., Greensboro; Med. Coll. Va,, 1920 1925 1927

Parker, H. R., Greensboro; Univ. of Syracuse, 1923 1924 1925

Pate, J. F., Greensboro; Univ. of Md., and P. and S., Bait.,

1 908 _____ 1908 1915
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Patman, W. L., Greensboro; Harvard Med. School, 1921 ._... 1926 1927

Patterson, Fred M., Greensboro; Univ. of Pa., 192 1 1924 1928

Patton, A. B., Greensboro; Northwestern Univ., 1911_.-. 1925 1926

Perry, Robt. E., Greensboro; Univ. of Pa., 1921 1921 1925

Post, J. J., Greensboro; Columbia Univ., 1919 1925 1926

Ravenel, S. F., Greensboro; Johns Hopkins, 1923 1923 1926

Reaves, C. R., Greensboro; Univ. of the South, 1906 1913 1913

Reaves, W. P., Greensboro; Univ. of the South, 1903 1905 1907

Reitzel Claude E., High Point; P. and S., Atlanta, 1902 1902 1902

Rhudy, Booker E., Greensboro; Med. Coll. Va., 1916 1926 1927

Roberson, Charles, Greensboro; Long Island Coll. Hosp., 1897.... 1897 1901

Saunders, S. Stewart, High Point; Harvard Med. School, 1924... 1926 1927

Schoonover, R. A., Greensboro; Baltimore Med. Coll., 1905... 1912 1912

Sharpe, F. A., Greensboro; Univ. of Pa., 1916 1916 1920

Sharpe O. L., Greensboro; Jeff. Med. Coll., 1922 1924 1925

Shohan, Joseph, Greensboro; Coll. P. and S., Bait., 1901.. 1914 1924

Shreve, J. R., Brown Summitt; N. C. Med. Coll., 1915 1915 1920

Simmons, L. L., Greensboro; Univ. of Tenn., 1893; Vanderbilt

Univ., 1899 1918 1919

Slate, J. W., High Point; Univ. Coll. of Med., Rich., 1900 1899 1925

Smith Owen, High Point; Jeff. Med. Coll. of Phila., 1904 1905 1917

Spoon, A. O., Greensboro; Univ. of N. C, 1908 1908 1910

Spruill, Jos. L., Jamestown; Univ. of Md., 1895. 1895 1907

Stanton, D. A., High Point (Hon.); Vanderbilt Univ., 1887 1887 1891

Stanton, T. M., High Point; Med. Coll. Va., 1916 1916 1917

Starr, H. F., Greensboro; Jeff. Med. Coll., 1916 1916 1917

Summers, Emmett, A., Randdleman; Baylor U^niv. Texas, 1925 1926 1927

Tankersley, J. W., Greensboro; Jeff. Med. Coll., 1906 1906 1907

Taylor, F. R., High Point; Univ. of Pa., 1913 1913 1915

Taylor, Jas. T., Greensboro; Univ. of Mo.; Coll. of P. and S.,

Bait., 1908 1908 1910

Taylor, S. R., Greensboro; Univ. of Pa., 1921 1921 1924

Taylor, Wesley, Greensboro; U. of Mich., 1899 1925 1926

Thomas, J. G., Greensboro; Med. Coll. Va., 1915 1915 1920

Thompson, C. D., High Point; Univ. of Tenn., 1901 1901 1904

Turner, J. P., Greensboro; Univ. of Md., 1896 1897 1904

Walker, J. B., Gibsonville; Med. Coll. of Va., 1914 1914 1916

Whitaker, A. C, Julian; Univ. of Tenn., 1903... 1903 1908

Wilkerson, C. E., Greensboro; Univ. of Nashville, 1907 1908 1909

Wilson, Albert R., Greensboro (Hon.); Jefferson Med. Coll.,

1882 1882 1882

Wiliams, John D., Guilford Station (Hon.); Vanderbilt Univ.,

1898 1898 1898

Wolfe, H .C, Greensboro; Med. Coll. of Va., 1917 1917 1920

Wolff, D. R., Greensboro; Jeff. Med. Coll., 1918 1918 1920

Woodruff, Fred G., High Point; Med. Coll. of Va., 1917... 1917 1919

Wyatt, H. L., Greensboro; Med. Coll. of Va., 1916 1924 1925
York, Alexander A., High Point; Chattanooga Med. Coll., 1907 1907 1909
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HALIFAX COUNTY SOCIETY

Secretary: Z. P. Mitchell, Weldon; Med. Coll. of Va., 1920 ..__-_. 1920

Beckwith, R. P., Roanoke Rapids; Univ. of Pa., 1911 1913

Dodd, B. R., Halifax; Univ. of Md., 1925

Fleming, W. L., Enfield; Univ. of N. C, 1910 1910

Jarraan, F. G., Roanoke Rapids; Univ. Coll. of Med. Va., 1911 1914

Lassiter, H. G., Weldon; Jeff. Med. Coll., 1918 1918

Long, T. W. M., Roanoke Rapids; Univ. Coll. of Med. Va., 1908 1909

Martin, J. W., Roanoke Rapids; Med. Coll. of Va., 1916 1919

Neville, H. C, Enfield; Tulane Univ. 1927.. 1927

Nicholson, B. M., Enfield; Va. Univ. Coll. of Med., 1910 1910

Palmer, Horace, Littleton; Atlanta School of Med., 1912 1912

Pierce, S. B., Weldon; Bellevue Hosp. 1897 1897

Sewell, Marion H., Jackson; Med. Coll. of Va., 1926

Smith, O. F., Scotland Neck; Univ. Coll. of Va., 1899._„ 1899

Suiter, W. G., Weldon; Med. Coll. of Va., 1917...... 1917

Thigpen, H. G., Scotland Neck; Jeff. Med. Coll., 1917 1917

Weathers, Bahnson, Roanoke Rapids; Wash. Univ. Med.

School, St. Louis, 1917 1921

Zollicoffer, D. B., Weldon; P. and S., Bait., 1881 1886

HARNETT COUNTY SOCIETY

President: Paul G. Parker, Med. Coll. of Va., 1916 1916

Secretary: S. A. Duncan, Coats; Tulane Univ. 1924 1924

Coltrane, Wallace E., Dunn; Med. Coll. Va., 1912 1913

Halford, Jos. W., Lillington; Geo. W^ash. Univ., 1904 1905

Hicks, Isham Faison, Dunn; N. C. Med. Coll., 1902 1902

Highsmith, Charles, Dunn (Hon.); Bait. Med. Coll., 1898 1898

Holt, Wm. P., Erwin; Jeff. Med. Coll. 1895 1895

Holt, Wm. P., Jr., Erwin; Jeff. Med. Coll., 1926 1926

McKay, Joseph F., Buies Creek; S. C. Med. Coll., 1884 1885

McLean, John W., Godwin; N. C. Med. Coll., 1902 1902

Martin, J. F., Dunn; N. C. Med. Coll., 1905 1905

Melvin, Wayman C, Linden; Univ. Coll. of Med., Richmond

1900 1900

Sexton, C. Hector, Dunn; Univ. of Md., 1890.. 1890

Warren, R. L., Dunn; Tulane Univ., 1911 1911

Wyatt, A. T., Lillington; Jeff. Med. Coll., 1919 1919

Young, C. R., Angler

HAYWOOD COUNTY SOCIETY

President: Jesse M. Russell, Canton; University of Nashville,

1911 1911

Abel, J. F., Waynesville (Hon.); Univ. of Bait., 1892 1892

Allen, Rufus L., Waynesville (Hon.); Univ. of Md., 1885 1S85

Davis, F. M., Canton; Vanderbilt Univ., 1894 1894

Francis, Wm. G., Waynesville; Jeff. Med. Coll., 1915 1916

Johnson, W. C, Canton; Tulane Univ. of La., 1912 1912

McCracken, J. R., Waynesville; N. C. Med. Coll., 1902 1902

Stringfellow, Thos., Waynesville; Vanderbilt Univ., 1894 1894

1921

1916

1928

1916

1916

1920

1910

1920

1927

1913

1920

1906

1927

1904

1920

1920

1922

1904

1917

1926

1917

1905

1904

1898

1901

1927

1904

1906

1918

1905

1904

1912

1927

1927

1912

1899

1889

1904

1925

1917

1903

1905

I
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HENDERSON COUNTY SOCIETY

President: R. C. Sample, Hendersonville; Univ. of Pa., 1915... 1915 1919

Secretary: W. O. Allen, Hendersonville; Med. Co!!, of S. C, 1925 1926 1926

Brown, J. S., Hendersonville (Hon.); Northwestern Univ.,

1893 -.._ -- 1894 1895

Brown, J. S., Jr., Hendersonville; Tulane, 1925 1926 1926

Cliff, B. F., Hendersonville; Geo. Washington Univ., 1908 1909 1915

Dixon, Guy E., Hendersonville; P. and S., St. Louis, 1903 1903 1903

Drafts, Andrew B., Hendersonville; Univ. of Va., 1896 1899 1903

Edgerton, Jas. L., Hendersonville (Hon.); Univ. of Md., 1877 1889* 1890

Greenwood, S. E., Fletcher; Tenn. Med. Coll., 1902 -.- 1903 1904

Howe, Wm. B. White, Jr., Hendersonville; Med. Coll. of S.

C, 1906 .....__ 1907 1908

Kirk, W. R., Hendersonville; Central Univ., Louisville, 1891... 1901 1903

Mallet, E. P., Hendersonville; L. I., Coll. Hosp., Brooklyn, 1889 1914 1914

Payne, J, W., E. Flat Rock; Med. Coll. Maryland, 1903 1924 1926

Russell, Lloyd P., Fletcher; Univ. of Nashville, 1901..... 1902 1903

Sumner, Thos. W., Fletchers; Jefferson Med. Coll., 1910 1910 1920

Weddington, J. L., Hendersonville; Sou. Med. Coll., 1898 ....... 1925 1926

HERTFORD COUNTY SOCIETY

President: W. B. Pollard, Winton; Univ. of Pa., 1899 1903 1905

Secretary: Paul H. Mitchell, Ahoskie; Univ. Coll. of Med., Rich-

mond, 1907 1907

Futrell, L. M., Murfreesboro; Va. Med. Coll., 1914 1914

Gary, R. H., Murfreesboro; Coll. of Phys. and Surg., Bait., 1881 1889* 1904

Harrell, Geo. N., Murfreesboro; Univ. Coll. of Med., Richmond,

1907 1907 1909

Mitchell, Jesse H., Ahoskie; Coll. of P. and S., Bait., 1879 ..... 1889* 1904

Walker, L. K., Ahoskie; Univ. of Md., 1911 1911 1917

HOKE COUNTY SOCIETY

President: S. M. Bittinger, Sanatorium; Geo. Wash. Univ., 1918 1924 1924

Secretary: J. H. Williams, Sanatorium; Jeff. Med. Coll., 1920.. 1920 1922

Bethune, A. T., Raeford

Brown, G. W., Raeford; Ky. School of Med., Louisville, 1898... 1900 1900

Byerly, Wesley Grimes, Sanatorium; Richmond Med., 1924 1924 1925

Lee, S. E., Sanatorium; Univ. of Md , 1911 1924 1924

McBrayer, L. B., Southern Pines (Hon.); Louisville Med. Coll.,

1899 1899 1899

McBrayer, R., New Haven, Conn.; Univ. of Pa., 1916.. 1916 1917

Wm. Witt Winchester Hospital.

McCain, P. P., Sanatorium; Univ. of Md. and Coll. P. and S.,

Bait., 1911 --- - 1914 1914

Matheson, R. A., Raeford; Jeff. Med. Coll., 1926 1926 1928

Murray, R. L., Raeford; Univ. of Md., 1923 1923 1925

Yoder, Paul A., Sanatorium; Univ. of Pa., 1923 1923 1925

*Registered.

1908

1918



590 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

HYDE COUNTY SOCIETY
President :

Secretary : .:

Harris, Arthur Graham, Fairfield; Univ. of the South, 1905 ._- 1907

IREDELL-ALEXANDER COUNTIES SOCIETY

President: S. A. Rhyne, Statesville; N. C. Med. Coll. 1915 1915

Secretary: Roy C. Tatum, Statesville; Jeff. Med., 1919 1919

Adams, M. R., Statesville (Hon.); Univ. of Md., 1878 1884

Alexander, Jas. M., Statesville; Georgetown Univ., 1925 1926

Anderson, Thos. Eli, Statesville (Hon.); Jeff. Med. Coll., 1878 1879

Bell, A. E., Mooresville; Univ. of Md., and Coll of P. and

S. 1897 ,- - 1897

Cloninger, L. V., Statesville —
Coleman, L. A., Statesville; Univ. of Ala., 1912 1927

Crouch, T. D., Stony Point; N. C. Med. Coll., 1909, and Univ.

of Md., 1910 1909

Davis, Jas. W., Statesville; Univ. of Pa., 1913 1913

Easley, P. S., Statesville; N. C. Med. Coll., 1907; Jeff. Med.

Coll., Phila., 1908 - 1907

Gibson, L. O., Statesville; N. C. Med. Coll., 1913 1913

Gibson, M. W., Statesville; Med. Coll. of Va., 1925 1925

Gilmore, W. D., Ft. Wayne, Ind.; Univ. of N. C, 1903 1903

Goode, T. v., Statesville; Univ. Coll. of Med., Va., 1912 1912

Hart, V. K., Statesville; I^niv. of Pa., 1921 .._. 1924

Herman, Chas. B., Statesville; Jeff. Med. Coll., 1923.... - 1923

Leeper, Donald H., Hiddenite; N. C. Med. Coll., 1906... 1906

Little, E. E., Statesville; N. C. Med. Coll., 193 2 ..-. 1912

Little, Lonnie M., Statesville; Jeff. Med. Coll., 1925 1925

Long, H. F., Statesville (Hon.); Bait. Med. Coll., 1891 1892

McElwee, Ross S., Statesville; Univ. of Md., 1909 1909

McLaughliin, J. E., Statesville (Hon.); Univ. of Md., 1886 1886

McLelland, W. D., Mooresville; Jeff. Med. Coll., 1913 1913

Mitchell, G. P., Jennings; Jeff. Med. CoU., 1927 1927

Nicholson, C. R., Statesville; N. C. Med. Coll., 1912 1912

Poston, J. Lewis, Statesville; Jeff. Med. Coll., 1922 1923

Pressly, Jas. L., Statesville; Jeff. Med. Coll., 1925 1925

Sharpe, Frank L., Statesville; Univ. of N. C, 1904 1904

Sherrill, C. L., Statesville; N. C. Med. Coll., 1914 1914

Sloan, A. B., Mooresville; Med. Coll. of Va., 1924 1924

Tally, J. S., Troutman; Univ. of N. C, 1909 1910

Taylor, G. W., Mooresville; N. C. Med. Coll., 1906 1906

Templeton, J. Y., Mooresville; Jeff. Med. Coll., 1912... 1913

Thurston, Asa, Taylorsville; Univ. of Md., 1909 1909

Trivette, W. A., Hamptonville; Med. Coll. of Va., 1916 1916

Wilson, W. E., Mooresville; Louisville Med. Coll., 1886 1886

JACKSON COUNTY SOCIETY
President: Chas. Z. Candler, Sylva; P. and S., Atlanta, 1901 1901

Secretary: D. D. Hooper, Sylva; Univ. of Med. Va., 1905 1905

1908

1920

1920

1884

1927

1879

1904

1904

1928

1915

1915

1913

1915

1904

1916

1925

1925

1913

1915

1927

1893

1910

1896

1917

1928

1916

1924

1928

1905

1915

1926

1917

1917

1927

1914

1925

1920

1904

1905
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Nichols, Alvin A., Syiva; Univ. of Nasliville Med. Dept., 1898 1904 1904

Nichols, Asbury S., Sylva; Tenn. Med. Coll., 1906 1907 1913

Wilkes, Grover C, Sylva; N. C. Med. Co'l., 1916 1916 1920

JOHNSTON COUNTY SOCIETY

President: W. G. Wilson, Smithfield; Jeff. Med. Coll., 1921 1921 1924

Secretary: C. C. Massey, Smithfield; Jeff. Med. Coll., 1923 ....... 1923 1925

Aycock, F. M., Princeton; Med. Coll. of Va., 1921... 1921 1926

Coleman, G. S., Ken'y; Med. Coll. of Va., 1907 1907 - 1909

Fitzgerald, J. Herbert, Smithfield; Jeff. Med. Coll., 1920 1920 1922

Grady, Jas. C, Kenly (Hon.) ; Bait. Univ. School of Med., 1887 1887 1890

Hinnant, Milford, Micro; Univ. of Md., 1912 1912 1913

Hocutt, Battle A., Clayton; Univ. of N. C. School of Med., 1906 1906 1908

Hooks, Thel, Smithfield; Med. Coll. of Va., 1901 1901 1903

McLemore, George A., Smithfie'd; Univ. of N. C, 1906 1906 1908

Mayerberg, I. W., Selma; Jeff. Med. Coll., 1907 1907 1909

Noble, R. J., Selma (Hon.); Ky. Med. School, 1875 1878 1878

Oliver, A. S., Benson; Jeff. Med. Coll., 1914 1914 1919

Orr, W. J. B., Smithfield; Univ. of Md., 1920.... 1920 1922

Parker, G. E., Benson; Coll. of P. and S., Bait., 1886 1889* 1904

Person, J. B., Selma; Med. Coll. of Va., 1897 1897 1900

Rose, A. H., Smithfield; Jeff. Med. Coll., 1906 1906 1907

Stanley, John H., Four Oaks; Univ. of N. C, 1904 1904 1906

Stevens, R. S., Princeton; Univ. of N. C, 1905 1905 1907

Surles, J. B., Four Oaks; Jeff. Med. Coll., 1909 1909 1919

Utley, H. H., Benson; Bait. Med. Coll., 1906 1906 1910

Vick, Geo. D., Selma; Jeff. Med. ColL, 1906 1906 1907

Wharton, L. D., Smithfield (Hon.); Tulane Univ., 1893 1893 1894

JONES COUNTY SOCIETY

President: A. F. Hammond, Pollocksvil]e; Univ. Coll. of Med.

Va., 1903 1903 1914

Secretary: B. W. Page, Maysviile; Tulane Univ., 1909 1909 1919

Bell, J. C, Maysviile; P. and S., Bait., 1910 1915 1922

LEE COUNTY SOCIETY

President: Waylon Blue, Jonesboro; Med. Coll. of Va., 1925 1925 1926

Secretary: Lynn Mclver, Sanford; Kentucky Univ., 1901...... 1902 1902

Foster, J. F., Sanford; N. C. Med. Col!., 1916 1916 1919

Knight, Floyd L., Sanford; Univ. of Va., 1924 1925 1926

Lutterloh, I. H., Sanford; Vanderbilt Univ., 1890 1894* 1922

Lutterloh, I. Hayden, Jr., Sanford; Jeff .Med. Coll., 1921 1921 1922

Matthews, M. L., Sanford; Univ. of N. C, 1903 1903 1904

Monroe, J. P., Sanford; P. and S., Bait., 1901 1901 1905

O'Briant, A. L., Sanford; Jeff. Med. Coll., 1920 1920 1922

Scott, Charles L., Sanford; Univ. of Md., 1897 1899 1916

Snipes, E. P., Jonesboro (Hon.); Vanderbilt Univ., 1890... 1889* 1890

*Registered.
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Sowers, Roy G., Jonesboro; Univ. of Md., 1923 1923 1924

Stockton, W. I., Carthage, R. F. D.; P. and S., Univ. of Md.,

1915 ..._- __- 1915 1925

Watson, Leon, Broadway; N. C. Med. Coll., 1900.-.. 1900 1904

LENOIR COUNTY SOCIETY

Secretary: Thos. L. Lee, Kinston; Med. Coll. Va., 1926 1926 1927

Big]er, V. L., Kinston; Univ. of Pittsburgh, 1925.. 1926 1927

Boney, Elwood R., Kinston; Univ. of Pa., 1926 1926 1927

Carr, M. L., La Grange; Med. Coll. Va., 1916 1916 1920

Dixon, Wm. H., Kinston; Med. Coll. of Va., 1901 1901 1901

Hardy, Ira M., Kinston; Med. Coll. of Va., 1901 1902 1902

Lee, Mike, Kinston; Tulane Univ., 1926 1926 1927

McCuiston, A. M., Kinston; N. C. Med. Coll., 1911 1911 1917

McGeachy, R. S., Kinston (Hon.); Bellevue Hosp., 1894 1894 1895

Mangum, C. P., Kinston; Jeff. Med. Coll., 1918 1918 1920

Parrott, Albert DeK., Kinston; Univ. Coll. of Med., Va., 1906... 1906 1908

Parrott, Jas. M., Kinston (Hon.); Tulane Univ., 1895 1895 1896

Parrott, M. C, Kinston; Tulane Univ., 1917 1917 1919

Parrott, Wm. T., Kinston; Tulane Univ., 1899 _._ 1899 1901

Peery, Vance P., Kinston; Med. Coll. of Va., 1916. _ 1917 1917

Sabiston, Frank, Kinston; Univ. of Md., 1918 1919 1926

Waterhouse, R. G., Kinston; Univ. of Va., 1922 1927

West, B. C, Kinston; Univ. of Pa., 1924 1924 1926

West, C. F., Kinston; Univ. of Pa., 1917 1917 1920

Whitaker, Frederick S., Kinston; Bait. Med. Coll., 1913 1913 1914

Whitaker, Paul F., Kinston; Med. Coll. of Va., 1922 1922 1924

Woodley, C. B., Kinston; Univ. of N. Y., 1886 1886 1890

Wooten, Floyd P., Kinston; Jeff. Med., 1920 1920 1923

LINCOLN COUNTY SOCIETY

President: W. G. Bandy, Linco!nton; Vanderbilt Univ., 1908 1912 1916

Bradford, B. M., Lincolnton; N. C. Med. Coll., 1915 1913 1923

Cornwell, A. M., Lincolnton

Costner, W. V., Lincolnton; Jeff. Med. Coll., 1924 1925 1927

Crowell, L. A., (Hon.); Lincolnton; Bait. Med. Coll., 1892 1892 1898

Edwards, F. D., Lawndale, R. 1; Atlanta Med., 1914 1916 1919

Elliot, W. F., Lincolnton; Pa. Medico-Chir. Coll., 1916 1916 1917

Gamble, J. F., Lincolnton; Univ. of Tenn., 1903 1915 1919

Gamble, J. R., Lincolnton; Univ. of Tenn., 1911 1911 1912

Hoover, C. H., Crouse; Chattanooga Med. Col!., 1900; Bait.

Med. Coll., 1903 1903 1903

Jacocks, W. P., New York City; Univ. of Pa., 1911 1911 1913

Lee, R. E., Lincolnton; Univ. of Md., 1896 1896 1918

Shellum, O. W., Denver; N. C. Med. Coll., 1909.... 1909 1913

McDowell county society

President: D. M. Mcintosh, Oldfort; Med. Coll. of Va., 1904... 1907 1909

Secretary: Guy S. Kirby, Marion; Univ. Coll. of Va., 1897 1896 1903
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Ashworth, B. L., Marion; P. and S., Bait., 1892 1893 1900

Butt, R. B., Marion; Emory Univ., Atlanta, 1920 1920 1921

Johnson, John B., OM Fort; Univ. Louisville Med. Dept., 1905 1914 1914

Jonas, John F., Marion; Bait. Med. Coll., 1903 1903 1903

Miller, J. F., Marion; Med. Chi. Phila., 1906 1915 1919

MACON-CLAY COUNTIES SOCIETY

Secretary: W. A. Rogers, Franklin (Hon.); Univ. of Nash-

ville, 1898 1898 1898

Angel, F., Franklin; Jeff. Med. Coll., 1918 1923 1924

Fouts, J. H., Franklin; Vanderbilt Univ., 1895 1895 1918

Horsley, H. T., Franklin; Bait. Med. Coll., 1907 1915 1918

Kilian, P. B., Hayesville; Atlanta Coll. of P. and S., 1900 1909 1909

Lyle, S. H., Franklin; Univ. of Nashville, 1883 1881 1882

McGuire, B. B., Rainbow Springs; Jeff. Med. Coll., 1918 1919 1928

Newman, L. B., Franklin; Univ. of Tcnn., 1923 1926 1927

Williams, N. G., Franklin; Emory University, 1917 1924 1926

MADISON COUNTY SOCIETY

President: Eva M. Locke, White Rock; Univ. of Mich., 1900.. 1921 1922

Secretary: Harry B. Ditmore, Marshall; Univ. of Pa., 1925.___ 1925 1928

Baird, John W., Mars Hill; Tenn. Med. Coll., 1901 1908 1909

Burnett, Isaac E., Mars Hill; Tenn. Med. Coll., 1901 1905 1904

English, E. L., Faust 1898 1904

Kimberly, David, Hot Spinrgs; Univ. of Cin. 1924 1926 1928

Moore, Jos. N., Marshall; Univ. of N. C, 1905 1905 1909

Packard, G. H., Meredith, N. H., Rt. 1; P. and S., Bait., 1898... 1914 1915

Roberts, Frank,Marshall; Jeff. Med. Coll., 1892 1892 1902

Robinson, Willard F., Mars Hiil; Vanderbilt Univ., 1896 1903 1904

Sams, W. A., Marshall; Lincoln Memo., 1911 1919 1920

Tilson, Jacob Carson, Marshall; Lincoln Mem. Univ., 1892 1885 1904

MARTIN COUNTY SOCIETY

President: Edgar M. Long, Hamilton; Univ. of Md., 1909 1909 1910

Secretary: Wm. E. Warren, Williamston; Nongrad., Univ.

N. Y. 1893 1894

Nelson, Robert J., Robersonville (Hon.); Louisville Med. Coll.,

1890 1890 1893

Pittman, E. E., Oak City; Med. Coll. of Va., 1919 1919 1920

Rhodes, James S., Williamston; Med. Coll. of Va., 1906 1906 1907

Saunders, Jos. H., Williamston; Univ. Coll of Med., Va., 1905 1905 1909

Smithwick, James E., Jamesville; Univ. Coll. of Med., 1897 1897 1904

Ward, Jesse E., Robersonviile; Univ. of Md., 1904 1904 1905

Ward, Vernon Albert, Robersonville; Jeff. Med. Coll., 1908 1908 1914

York, Hugh B., Williamston; P. and S., Bait., 1906 1906 1907

MECKLENBURG COUNTY SOCITY

President: S. McD. Henderson, Charlotte; Univ. of Md., 1894 1894 1904

Secretary: L. C. Todd, Charlotte; Univ. of Mich., 1918 1920 1920
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Abernathy, H. N., Charlotte; Louisville Med. Coll., 1894 1894 1899

Alexander, Annie L., Charlotte (Hon.); Women's Med. Coll.,

Pa., 1884 -- 1885 1885

Alexander, M. Janet, Montgomery, India; Women's Med. Coll.,

Pa., 1917 191T 1918

Alexander, Jas. R., (Hon.); Univ. of Md., 1894 .____.. 1894 1899

Allan, William, Charlotte; P. and S., Bait., 1906 1906 1914

Ashe, J. R., Charlotte; Columbia Univ., 1911 --- 1915 1915

Austin, D. R., Charlotte; Jeff. Med. Coll., 1917 -.- 1917 1918

Austin, Frederick DeCosta, Charlotte; N. C. Med. Coll., 1907..- 1907 1908

Barret, H. P., Charlotte; Univ. of Louisville, 1908 1917 1919

Barron, A. A., Charlotte; Vanderbilt Univ., 1909.. 1910 1910

Biggart, William P., Charlotte; Med. Coll. of State of S. C,

1925 1925 1926

Black, Geo. Wm., Pineville; Med. Coll. of Va., 1924 1924 1925

Blair, Andrew, Charlotte; Univ. of Pa., 1924 1925 1926

Blalock, B. K., Charlotte; Univ. of Md., 1913 1913 1917

Bost, T. C, Charlotte; Geo. Washington Univ., 1915 1920 1921

Boyette, E. C, Charlotte; Bait. Med. Coll., 1893 1898 1906

Brenizer, A. G., Jr., Charlotte; Johns Hopkins, 1908, and Univ.

of Heidelberg 1911 1911

Britt, C. S., Charlotte; Emory Univ., 1920 1925 1926

Calwell, J. H., Charlotte; N. C. Med. Coll., 1914 1914 1914

Collins, George, Raleigh; Jeff. Med. Coll., 1920 1921 1922

Craven, Thomas, Huntersville; Jeff, Med. Coll., 1917 1917 1918

Craven, W. W., Charlotte; Univ. of Md., 1903... 1904 1904

Crowell, Andrew J., Charlotte (Hon.); Uni%\ of Md., 1893 1892 1894

Davidson, John E. S., (Hon.) Charlotte; Univ. of Md., 1894... 1898 1898

De Armon, J. McC, Charlotte (Hon.); Univ. of Md., 1886 1886 1887

Donnery, J-, Huntersville; Univ. N. C, 1905 1905 1918

Elliott, J. A., Charlotte; Univ. of Mich., 1914..... 1919 1920

Faison, Yates W., Charlotte; Harvard Univ., 1910 1910 1912

Ferguson, R. T., Charlotte; Va. Univ. Coll. of Med., 1906 1909 1909

Gage, L. G., Charlotte; Univ. of Va., 1915 1921 1922

Gallant, Robert M., Charlotte; N. C. Med. Coll., 1915 1915 1916

Gaul, John Stuart, Charlotte; Medico-Chir., Phila., 1913 1922 1923

Gibbon, James, Charlotte; Jeff. Med. Coll., 1918 1920 1921

Gibbon, Robert L., Charlotte (Hon.); Jeff. Med. Coll., 1887 ....... 1887 1888

Graham, Wm. A., Charlotte (Hon.); Columbia Univ., P. and

S., N. Y., 1888 1889 1890

Hand, Edgar H., Charlotte; N. C, Med. Coll., Charlotte, 1907.... 1907 1913

Hipp, Edw. R., Charlotte; Univ. of Va., 1918 1920 1921

Holton, Thos. J., Charlotte; Emory Univ., 1909 1925 1926

Hovis, L. W., Charlotte; N. C. Med. Coll., 1904 1904 1906

Hunter, L. W., Charlotte, Route 1, (Hon.) ; Bellevue Hosp., 1875 1880 1880

Hunter, M. C, Huntersville; Coll of P. and S., Bait., 1882 ..... 1882 1882

Hunter, Myers, Charlotte, Georgetown Univ., 1905 1906 1908

Irwin, Hammer C, Pocatella, Idaho; Univ. of Md., 1905 1908 1916

Irwin, J. R., Charlotte; (Hon.); Univ. of Md., 1879.. 1882 1882
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Johnston, J. G., Charlotte; Med. Dept. Vanderbilt Univ., 1899 1913 1916

Kelly, Luther W., Charlotte; Univ. of Va., 1924 1926 1927

Kennedy, John P. Charlotte; Jeff. Med. Coll., 1915 1915 1920

King, Parks M., Charlotte; Bellevue Med. Coll., 1902 1902 1904.

Lafferty, Robert H., Charlotte; N. C. Med. Coll., 1906 1906 1908

Leinbach, Robt. F., Charlotte; Univ. of Pa., 1907 1907 1910

MacConnell, John W., Davidson; Univ. of Md., 1907 1908 1909

McFadden, R. H., Charlotte; S. C. Med. Coll., 1912 _. 1927 1927

McGregor, Geo. D., Charlotte; Univ. of Va., 1925 - -- 1927 1928

McKay, Hamilton W., Charlotte; N. C. Med. Coll., 1909; Jpff.

Med. ColL, 1910 1911 1913

McKnight, R. B., Charlotte; Univ. of Pa., 1920 1920 1928

McLaughlin, Calvin S., Charlotte; Univ. of Md., 1896 1896 1903

McLean, E. K., Charlotte; Univ., of Texas, 1919...... 1927 1928

McLeskey, J. H., Charlotte; Univ. of Ga., 1909 1927 1928

McPhail, L. D., Charlotte; Univ. of Md., 1900 ...... 1900 1902

McPhaul, W. A., Charlotte; Univ. of Nashville, 1904 1905 1907

Martin, Wm. F., Charlotte; Univ. of Md., 1920 1920 1923

Martin, W. J., Davidson; Univ. of Va., 1890 1891 1919

Matheson, James P., Charlotte; Univ. of Md., 1905 1902 1907

Mathews, Vann M., Charlotte; Univ. of Pa., 1918 1918 1921

Misenheimer, Charles A., Charlotte (Hon.); N. Y. LTniv. Med.

Coll., 1882 1882 1882

Misenheimer, Thos. M., Charlotte; S. C, Med. Coll., 1925 1925 1927

Mitchell, Thos. B., Charlotte; Univ. of Pa., 1924 1925 1927

Montgomery, John C, Charlotte (Hon.) ; N. Y. Univ. Med.

Coll., 1891 1891 1895

Moore, Alexander W., Charlotte; Univ. of Va., 1901; Univ. and

Bellevue Hosp. Med. Coll., 1902 1912 1913

Moore, Oren, Charlotte; N. C. Med. Col!., 1911 1911 1912

Moore, R. A., Charlotte; Univ. of Pa., 1923 1924 1925

Motley, Fred Elliot, Charlotte; Univ. of Mich., 1922 1926 1927

Munroe, H. Stokes, Charlotte; N. C. Med. Coll., 1902; Jeff.

Med., 1903 1902 1904

Munroe, J. P., Charlotte (Hon.); Univ. of Va., 1885 1886 1890

Myers, Alonzo, Charlotte; N. C. Med. Coll., 1911; Bellevue

Hosp. Med. Coll., 1916 1911 1920

Myers, John Q., Charlotte; N. C. Med. Coil., 1904 1904 1904

Nalle, B. C, Charlotte; Univ. of Va., 1903 1905 1905

Nance, C. L., Charlotte; N. C. Med. Coll., 1919 1921 1922

Newell, Leone B., Charlotte; Univ. of N. C, 1905 1905 1908

Newton, Howard L., Charlotte; Northwestern Univ., 1921 1923 1924

Nisbet, D. Heath, Charlotte; Harvard Med. Dept., 1917 1917 1920

Nisbet, Walter O., Charlotte (Hon.); Med. Coll. of S. C, 1889 1889 1889

Northington, J. M., Charlotte; Med. Coll. of Va., 1905 1909 1909

Patterson, Reid, Charlotte; N. C. Med. Coll., 1912 1912 1913

Peeler, Clarence N., Charlotte; N. C. Med. Col'., 1906 1906 1908

Petteway, George H., Charlotte; N. C. Med. Coll., 1913.. 1913 1914

Phillips, C. C, Charlotte; N. C. Med. Coll., 1912 1912 1917
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Pressly, Geo. W., Charlotte (Hon.); Jeff. Med. Coll., 1892 .-_. 1895 1896

Query, Richard Z., Charlotte, Route 3; Univ. Coll. of Med.

Richmond, 1907 1907 1908

Rankin, Watson S., Charlotte; Univ. of Md., 1901.___ 1901 1901

Ranson, J. Lester, Charlotte; N. C. Med. Coll., 1911 1911 1912

Ray, F. L., Charlotte; Univ. of Va., 1919 1919 1922

Reid, Thomas N., Matthews; N. Y. Univ. Med. Coll., 1891 1891 1904

Ross, Otho B., Charlotte; Univ. Pa., 1909 1909 1912

Scruggs, W. Marvin, Charlotte; Univ. of Pa., 1914 1914 1920

Shirley, H. C, Charlotte; Johns Hopkins, 1918 1921 1922

Shull, J. Rush, Charlotte; Univ. of Pa., 1910 1910 1913

Sloan, H. L., Charlotte; Univ. of Pa., 1911 1913 1914

Sparrow, Thos. De L., Char:otte; Univ. of Pa., 1920 1920 1923

Squires, Claude B., Charlotte; Jeff. Med. Coll., 1919 1919 1921

Strong, Charles M., Charlotte (Hon.); Univ. of Md., 1889 1889 1898

Strong, Wm. M., Charlotte; N. C. Med. Coll., 1904 1904 1905

Sullivan, Claude H., Charlotte; Emory Univ., 1917 1924 1925

Taylor, H. C, Charlotte, Chadwick Sta.; Tenn. Med., 1886 1910 1915

Thompson, S. R., Charlotte; N. C. Med. Coll., 1914 1914 1915

Townsend, M. L., Washington, D. C; Indiana Med. Coll.,

190C 1912 1913

Tucker, John H., Charlotte; Univ. of Va., 1899 1901 1911

Tydeman, F. W. L., St. Louis, Mo.; N. C. Med. Coll., 1912 1912 1918

Wakefield, Harry A., Charlotte; N. C. Med. Coll., 1908... 1908 1911

Wannamaker, Edward J., Jr., Charlotte; Univ. of Pa., 1921 ..... 1924 1924

Whisnant, Albert M., Charlotte (Hon.) ; P. and S., Bait., 1893 ... 1893 1899

White, Thomas Preston, Charlotte; Univ. of Pa., 1922^ 1924 1925

Whitley, Ayer, Matthews; Bait. Med. Coll., 1908 1908 1919

Wingate, G. C, Charlotte; N. C. Med. Coll., 1914 1915 1919

Wishart, Wm. E., Charlotte; N. C. Med. Coll., 1911 1911 1911

Witherspoon, B. J., Charlotte; S. C. Med. Coll., 1894 1900 1911

Woodruff, Julian S., Charlotte; Univ. of Md., 1920 1920 1923

MITCHELL-WATAUGA COUNTIES SOCIETY

President: C. F. Lambert, Spruce Pine; Jeff. Med. Coll., 1921 ... 1921 1923

Secretary: J. M. Peterson, wSpruce Pine; Tenn. Med. Coll., 1902 1918 1921

Bingham, G. D., Vilas; Univ. of Tenn., 1905; Lincoln Mem.
Univ. 1908 1909 1920

Butt, Virgil R., Bakersville; Jeff. Med. Coll., 1886 1889* 1907

Gouge, A. E., Bakersville; Med. Coll. of Va., 1917 1917 1920

Hagaman, J. B., Boone; 1915 1915 1915

Hodges, J. M., Boone; Bait. Med. CoH., 1904 1906 1914

Perry, H. B., Valle Crusis; N. C. Med. Coll., 1905 1905 1922

Peterson, C. A., Spruce Pine; N. C. Med. Coll., 1907 1907 1908

^Registered.
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MONTGOMERY COUNTY SOCIETY

President: N. G. Nicholson, Jr., Mt. Gilead; N. C. Med. Coll.,

1917 1917 1920

Secretary: W. T. Harris, Troy; Med. Coll. of 1925 1926 1927

Boyles, A. C, Troy; Univ. of Md., 1887; Bait. Univ. School

Med., 1898; Arcadia, Fla., Box 806.. 1889* 1912

Daligny, Charles, Troy (Hon.); Univ. of Paris, 1878 1889 1891

Griffin, H. I.., Star; Med. Coll. of Va., 1926 1928

Ingram, Charles B., Mt. Gilead (Hon.); Jeff. Med. Coll., 1886 1886 f892

McMillan, J. M., Candor; P. and S., Atlanta, 1909 1909 1911

Rankin, Pressly R., Mt. Gilead; N. C, Med. Coll., 1910 1910 1912

Shamburger, John B., Star (Hon.); Univ. of Md., 1890 1890 1892

Thompson, Alexander Frank, Troy; Med. Coll. of Indiana, 1895 1895 1904

MOORE COUNTY SOCIETY ---^

President: Augustus A. McDonald, Jackson Springs; N. C.

Med. Coll., 1905 1907 1912

Secretary: R. G. Rosser, Vass; N. C. Med. Coll., 1909 1909 1917

Bell, F. O., Aberdeen

Blair, A. McNiel, Southern Pines; Niagara Univ., 1897 1904 1906

Blue, A. McN., Carthage; Tulane Univ., 1915 1916 1917

Boddy, Edmund C, Southern Pines

Bowman, H. E., Aberdeen; N. C. Med. Coll., 1904 1904 1919

Davis, J. Franklin, High Falls; Med. Coll. of Va., 1912 1912 1914

Dickie, J. W., Southern Pine; Jeff. Med. Coll., 1918 1920 1921

Grier, Charles T., Carthage; N. C. Med. Coll., 1910 1912 1913

Harper, J. M., Cameron

McDuffie, W. N., Hemp; Emory Univ. Sch. of Med., Atlanta

1916 1920 1921

McLeod, A. H., Aberdeen; Bait. Med. Coll., 1896 1896 1904

McLeod, W. G., Southern Pines; Baylor Univ., 1921 1926 1927

Marr, M. W., Pinehurst; Tufts Coll. Med. School, Boston, 1907 1909 1915

Milliken, J. S., Southern Pines; Jeff. Med. Coll., 1915 1915 1916

Mudgett, W. C, Southern Pines; Maryland Med. Coll., 1903... 1908 1911

Shields, Henry B., Carthage; Atlanta Med. Coll., 1882 1887 1904

Street, M. E., Glendon; P. and S., Bait., 1893 1893 1902

Symington, John, Pine Bluff

NASH COUNTY SOCIETY

President: T. O. Coppedge, Nashville; Coll. of P. and S., Bait.

1908 1909 1917

Secretary: W. S. Jones, Nashvil'e; 1927 1927 1927

Battle, Ivan Proctor, Rocky Mount; Jefferson Med., 1904 1905 1914

Bolce, E. S., Rocky Mount; Univ. of Pa., 1909 1914 1915

Brantley, Hassell, Spring Hope; Jeff. Coll., 1888 1888 1901

Brantley, J. C, Spring Hope; Jeff. Med. Coll., 1916 1916 1922

*Registered.
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Cutchin, J. Henry, Whitakers; Univ. Coll. of Med., Rich.,

1911 1911 1915

Daughtridge, A. L., Rocky Mount; Univ. of Md., 1924 1924 1924

Deans, A. W., Battlebore; Med. Coll. of Va., 1915 -_-__ 1915 1917

Denton, A. L., CastaMa; Med. Coll. of Va., 1918 1921 1923

Dixon, W. H., Rocky Mount; Jefferson Med. Coll., 1919 .— 1919 1922

Fleming, M. I., Rocky Mount; Jeff. Med. Coll., 1904. 1906 1919

Hines, E. R., Rocky Mount; Med. Coll. of S. C, 1916 1916 1917

Kinlaw, Wm. Bernard, Rocky Mount; Univ. of Pa., 1920 1920 1923

Knowles, D. L., Rocky Mount; Univ. of Pa., 1918 1918 1920

Kornegay, Lemual W., Rocky Mount; N. C. Med. Coll., 1906 1906 1914

Lane, John L., Rocky Mount; N. C. Med. Coll., 1906 ... 1906 1914

Large, H. Lee, Rocky Mount; Med. Coll. of Va., 1917 1918 1918

Lyon, Henry Wise, Rocky Mount; Univ. of Pa., 1918 1919 1920

Martin, J. H., Red Oak; Univ. of Nashville, 1903 1904 1916

Noell, R. H., Rocky Mount; Univ. of Md., 1916.-.. 1916 1920

Perry, E. M., Rocky Mount; P. and S., Bait., 1907 1907 1920

Smith, C. T., Rocky Mount; Univ. of Pa., 1918 1918 1920

Speight, J. A., Rocky Mount; Univ. of La., 1914 1915 1916

Speight, J. P., Rocky Mount; Jeff. Med. Coll., 1906 1906 1917

Staley, S. Walter, Rocky Mount; Med. Coll. of S. C, 1901 1901 1914

Strickland, J. T., Nashville; Univ. of Md., 1890 1890 1904

Thorp, A. T., Rocky Mount; Univ. of Pa., 1921 1921 1923

Vann, J. R., Jr., Spring Hope; Jeff". Med. Co:i., 1917 1917 1919

Willis, B. C, Rocky Mount; Med. Coll. of Va., 1909 1916 1916

NEW HANOVER COUNTY SOCIETY

President: Jas. F. Robertson, Wilmington; Univ. of Pa., 1913 1913 1916

Secretary: Geo. W. Johnson, Wilmir.gton; Univ. of Pa., 1920 1920 1921

Bellamy, Robert H., Wilmington; Jeff. Med. Coll., 1902 1902 1902

Bullock, Ernest S., Wi'mington ; Univ. of Md., 1911 1911 1911

Codington, H. A., Wilmington; Univ. of Md., 1911 1915 1917

Cranmer, J. B., Wilmington; Univ. of N. C, 1905 1905 1907

Crouch, A. McR., Wilmington; Jeff. Med. Coll., 1916 1916 1918

Dosher, R. Arthur, Southport; 1927

Elliott, A. H., Wilmington; Jeff. Med. Coll., 1919 ..... 1919 1921

Evans, J. E., Wilmington; Univ. of Md., 1916 1921 1916

Farthing, L. E., Wilmington; Univ. of N. C, 1906 1906 1913

Freeman, J. D., Wilmington; Med. Coll. of Va., 1918 1921 1922

Galloway, Walter Curtis, Wilmington (Hon.); Washington!

Univ., 1874 1880 1880

'Green, Thomas M., Wilmington; Univ. of Md., 1901 1901 1904

Hall, James S., Wilmington; Univ. of S. Calif., 1900 1921 1924

Hamilton, John H., Wilmington; Med. Sch. of Harvard, 1916 1926 1926

Harriss, Andrew H., Wiimington (Hon.); Medico-Chirurgical

Coll., Phila., 1893 1892 1894

Hoggard, J. T., Wilmington; Univ. Med. Coll., Rich., 1906 1906 1922
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Honnet, Joseph H., Wilmington; Columbia Univ., 1900 1901 1904

Hooper, Joseph W., Wilmington; Univ. of Md., 1909 1912 1919

Jewett, Robert D., MMlmington (Hon.); Univ. of Va., 1888 ...... 1890 1890

Koonce, S. Everett, Wilmington; P. and S., of Bait., 1896 ...... 1896 1900

McMillan, W. D., Wilmington (Hon.); Univ. of Md., 1869 ...... 1889* 1892

Mebane, W. C, Wilmington; N. C. Med. Col!., 1905 1905 1916

Moore, Julian A., Wilmington; Univ. of Pa., 1918 1918 1921

Moore, W. Houston, Wilmington; JeflF. Med. Coll., 1910 1910 1911

Murchison, D. R., Wilmington; Johns Hopkins, 1916 1922 1923

Murphy, John G., Wilmington; Univ. of Louisville, 1903 1903 1905

Nesbitt, Charles T., Wilmington; Baltimore Med. Coll., 1893... 1907 1908

Peterson, W. C, Wilmington; Univ. of Va., 1917 1920 1921

Schonwald, John T., Wilmington (Hon.); Long Island Coll.

Hosp., 1879 1880 1881

Sidbury, J. B., Wilmington; Columbia Univ., N. Y., 1912 ....... 1915 1916

Sloan, D. B., Wilmington; Univ. of Pa., 1914 1914 1920

Slocum, R. B., Wilmington: Johns Hopkins, 1905 1907 1907

Watson, Thomas M., Wilmir.gton; Tulane Univ., 1919 1919 1920

Wessel John C, Wilmington; Univ. of Md., 1900 1900 1900

Wood, E. J., Wilmington; Univ. of Pa., 1902 1903 1903

NORTHAMPTON COUNTY SOCIETY

Boone, S. B., Jackson; Univ. Coll. of Med., Va., 1911 ._.._. 1911 1921

Fleetwood, Jos. A., Conway; Tulane, 1921 1921 1923

Hodge, A. R., Severn; Med. Coil, of Va., 1925 1925 1926

Lewis, H. W., Jackson (Hon.); Univ. of N. Y., 1877 1889* 1887

McDaniel, L. E., Jackson; Univ. of Md., 1911 1915 1916

Parker, Clifton G., Woodland; Med. Coll., of Va., 1907 1907 1913

Stancell, W. W., Seaboard; Univ. of Med. Va., 1906 1906 1914

Vaughan, J. C, Rich Square; Med. Coll., of Va., 1915 1915 1916

ONSLOW COUNTY SOCIETY

President: Carl W. Sutton, Richlands; Tulane Med. Coll., 1905 1905 1907

Secretary: E. L. Cox, Jacksonville (Hon.); Univ. of Md., 1889 1889 1892

Blount, F. H., Swansboro :

Bryan, Lorenzo D., Sneads Ferry; Tulane, 1910 1910 1911

Henderson, John P., Jacksonvil'e; Va. Med. Coll., 1918 1919 1921

Thompson, Cyrus, Jacksonville; Tulane Univ., 1878 1889* 1905

PAMLICO COUNTY SOCIETY

President: D. A. Dees, Bayboro; Bait. Med. Coll., 1903 1903 1905

Secretary: J. J. Purdy, Oriental; Med. Coll. of Va., 1900 1914 1915

Daniels, O. C, Oriental; Med. Coil, of Va., 1903 1903 1916

McCotter, St. Elmo, Bayboro; P. and S., Atlanta, 1908 1908 1909

Woodard, E. D., Bayboro; Loyo'a Univ., 1919 1920 1921

^Registered.
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PASQUOTANK-CAMDEN-DARE COUNTIES SOCIETY

President :

Secretary : -

Barkwell, J. H., Weeksville; Atlanta School of Med., 1908 1924

Bulla, M. S., Elizabeth City; Miami Med. Coll., Cin., O., 1905 1921

Fearing, Isaiah, Elizabeth City; P. and S., Bait., 1896 1896

Griggs, John B., Elizabeth City; Univ. of Md., 1892 1892

Hoggard, Wm. Alden, Elizabeth City; Univ. Co'l. Med., Va.,

1907; Vanderbilt Univ., 1914 1907

Hoyle, Hughes B., Manteo; N. C. Med. Coll., 1896 1896

Johnston, W. W., Manteo; N. C. Med. Coll., 1913 1913

Kendrick, R. L., Elizabeth City; Univ. of Va., 1913 1913

Lister, E. W., Weeksville; Med. Coll. of Va., 1896 1896

Newby, G. E., Hertford; Jeflf. Med. Coll., 1900 _... 1901

Peters, W. A., Elizabeth City; Med. Co:l. of Va., 1915 1915

Sawyer, W. W., Elizabeth City; Univ. of Md., 1903 .„„ 1903

Stevens, W. L., Shiloh; Univ. Coll. of Va., 1912 1912

Walker, H .D., Elizabeth City; Univ. of Md., 1902 1902

Ward, I. A., Elizabeth City; Univ. of N. C, 1907 1907

Williams, Claude B., Elizabeth City; Univ. Coll. of Med.,

Richmond, 1903 1903

PENDER COUNTY SOCIETY

President :

Secre tary : —
Taylor, W. I., Burgaw; N. C. Med. Coll., 1902 1904

PERSON COUNTY SOCIETY

President: Walter T. Eong, Roxboro; Bait. Med. Coll., 1905 1905

Secretary: Austin F. Nichols, Roxboro; Univ. of N. C, 1908... 1908

Beam, H. M., Roxboro; Columbia Univ., 1918 1918

Gentry, Geo. W., Roxboro; Univ. of N. C, 1910 1910

Love, Bedford E., Roxboro; Univ. of Md., 1904 1904

Merritt, John H., Woodsdale, Rt. 1; Univ. of N. C, 1906 1907

Thaxton, B. A., Roxboro; Jeff. Med. Coll., 1914 1914

PITT COUNTY SOCIETY

President: W. M. Willis, Farmville; Med. Coll., of Va., 1914... 1915

Secretary: S. M. Crisp, Greenville; Univ. of Pa., 1923 1923

Barrett, J. M., Greenville; Univ. of Pa., 1926 1926

Basnight, Thos. G., Stokes; Univ. of Md., 1904 1905

Beasley, E. B., Fountain; Univ. of Pa., School of Med., 1911 ... 1911

Cox, B. T., Winterville; Univ. of Md., 1888 1888

Dawson, Walter W., Griffon; Univ. of Md., 1897 1897

Dickinson, Elijah T., Greenville; Med. Coll. of Va., 1895 ....... 1895

Dixon, G. G., Ayden; Med. Coll. of Va., 1915 1915

Dixon, Joseph, Greenville; Med. Coll. of Va., 1894 1893

Drewry, W. H., Grimesland; Med. Coll. of Va., 1826 1926

Ellen, C. J., Greenville; Univ. Coll. of Med., Rich., 1911 1911

1925

1921

1904

1904

1910

1904

1920

1915

1916

1916

1916

1904

1914

1902

1915

1907

1905

1907

1909

1919

1911

1905

1908

1916

1924

1925

1927

1907

1915

1890

1900

1900

1917

1895

1926

1919
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Summerell, G. H., Ayden; Med. Coll. of Va., 1915 1917

Thompson, Malcom D., Greenville; Univ. of Pa., 1922 1922

Whitfield, Wm. Cobb, Griffon (Hon.); Univ. of Md., 1884 ....... 1884

1909

1923
Frizzelle, M. T., Ayden; Univ. Coll. of Med., Richmond, 1907.... 1907

Futrell, W. E., Greenville; Jeff. Med. Coll., 1921 1921

Garrenton, Cecil, Bethel; Med. Coll. of Va., 1908..... 1908 1915

Green, J. C, GreenviUe; Med. Coll. of Va., 1900....... 1900 1915

Hemmingway, J. D., Bethel; N. C. Med. Coll., 1915 1917 1917

Hooker, J. S., Farmville; Emory Univ., 1923 -.-- 1923 1924

Joyner, C. C, Farmville - 1^27

Laughinghouse, Chas. O'H., Raleigh (Hon.); Univ. of Pa.,

1393 1893 1894

Morrill, D. S., Farmville; Bait. Med. Coll., 1897 1897 1903

Morrill, Jenness, Falkland; Univ. of Md., 1888 -. 1888 1900

Nobles, Jos. E., Greenville; Jeff. Med. Coll., 1899 1899 1902

Pace, K. B., Greenville; Jeff. Med. Coll., 1914 1914 1920

Skinner, Louis Colton, Greenville; Univ. of Md., 1901 1901 1903

Smith, Joseph, Greenville; Med. Coll. of Va., 1914 1916 1920

Smith, R. C, Griffon; Jeff. Med. Coll., 1923 1923 1926

1919

1926

1884

Wooten, W. I., Greenville; Jeff. Med. Coll., 1920 1920 1920

POLK COUNTY SOCIETY

President: A. J. Jervey, Tryon; Med. Coll. of S. C, 1905 1923 1925

Secretary: E. McQueen Salley, Saluda; Univ. of Md., 1905... 1905 1908

Grady, Wm. Earle, Tryon; Univ. of Md., & P. & S., Bait., 1894 ... 1895 1899

Lea, J. L, Tryon; Mich. Coll. of Med. & Surg., 1906 1916 1925

Palmer, M. C, Tryon; Med. Coll. of S. C, 1910 1911 1914

Smith, D. L., Saluda and Spartanburg, S. C; S. C. Med. Coll.,

1903 1926 1927

RANDOLPH COUNTY SOCIETY

President : —
Secre tary :

Barnes, Dempsey, Asheboro; Med. Coll. of Va., 1925 1925 1927

Barnes, Tiffany, Asheboro; Med. Coll. of Va., 1925 1925 1927

Caveness, R. L., Coleridge; Bait. Univ., 1892 1892 1925

Hayworth, C. A., Asheboro; Univ. of Md., 1913 1913 1914

1923

1901

1909

Hubbard, Charles C, Farmer; Jeff. Med. Coll., 1888 1890 1904

Lambert, W. L., Asheboro; Jeff. Med. Coll., 1921 1921

Moore, Wm. James, Asheboro; P. and S., Bait., 1893 1893

Myers, R. W., R. 1, Fullers; Chattanooga Med. Coll., 1897

Redding, Alex. H., Cedar Falls; Coll. of P. and S., Bait., 1887.... 1889* 1904

Sumner, G. H., Asheboro; 1923 . 1923 1924

Tate, C. S., Ramseur; Bait; Med. Coll., 1893 1896 1914

RICHMOND COUNTY SOCIETY

President: Wm. Calvin Terry, Hamlet; N. C. Med. Coll., 1911;

Univ. of Md., 1912 1912 1914

*Registered.
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Secretary: A. C. Everett, Rockingham; Univ. of Md., 189T 1897 1903

Bristow, C. O., Rockingham; Jeff. Med. Coll., 1918 1920 1921

Garrett, F. B., Rockingham; N. C. Med. Coll., 1912 1912 1914

Garrett, F. J., Rockingham; Univ. of Md., 1889 ._ 1887 1904

Hatcher, M. A., Hamlet; Med. Coll. of Va., 1918 .„ 1920 1921

Henry, T. B., Rockingham; Columbia Univ. Coll. P. and S.,

N.Y., 1917 1920 1921

Howell, W. L., Ellerbe; N. C. Med. Coll., 1910 1910 1911

James, Albert W., Hamlet; Jeff. Med. Col!., 1918 1918 1921

James, W. D., Hamlet; Jeff. Med. Coll., 1908 1908 1908

Kinsman, Henry F., Hamlet; Univ. of Vermont, 1894 _„ 1897 1904

Ledbetter, James McQ., Rockingham; Vanderbilt Univ., 1894 1894 1903

McCreary, A. B., Rockingham; Univ. of Tenn., 1922 1924 1924

Mcintosh, W. R., Rockingham; N. C. Med. Coll., 1913 1916 1917

Manness, J. M., Ellerbe; Univ. of N. C, 1909 1909 1910

Parsons, W. H., Ellerbe; N. C. Med. Coll., 1916 1916 1919

Teague, S. E., Ham'et; Tulane Univ. of Ua., 1921 1921 1923

Webb, W. P., Rockingham; Med. Coll. of S. C, 1897 1897 1904

ROBESON COUNTY SOCIETY

President: J. A. Martin, Lumberton; Med. Coll. of Va., 1915 1915 1917

Secretary: J. N. Britt, Lumberton; Atlanta Med. Coll., 1914 _.. 1923 1924

Andrews, Nathan H., Rowland; N. C. Med. Coll., 1911 1911 1912

Baker, Horace M., Lumberton; Harvard Med. School, 1917 1919 1919

Beam, R. S., Lumberton; Jeff". Med. Coll., 1912 1912 1915

Bowman, E. L., McDonalds; Med. Coll. of Va., 1914 1914 1916

Brown, J. P., Fairmont; Univ. of Md., 1883 1889* 1893

Carmichael, Thaddeus W., Rowland; Ky. Univ. Med. Dept., 1904 1911 1919

Costner, Thos. F., Lumberton; Jeff. Med. Coll., 1882 1889* 1918

Evans, W. E., Rowland; Med. Coll. of Va., 1894 1894 1904

Hardin, E. R., Lumberton; Univ. of Ga., 1911 1915 1920

Hodgin, H. H., Red Springs; Univ. of Md., 1905; N. C. Medt
Coll., 1906 .-._. 1906 1907

Holmes, A. B., Fairmont; Jeff. Med. Coll., 1910 1910 1914

Johnson, C. T., Red Springs; Jeff. Med. Coll., 1920 1920 1922

Johnson, Thomas C, Lumberton; Med. Coll. of Va., 1903 1903 1903

Knox, John, Jr., Lumberton; Univ. of Md., 1906 1907 1907

McClelland, Joseph O., Maxton; Med. Coll. of Va., 1908 1912 1913

McCless, J. E., Maxton; Med. Coll. of Va., 1916 1928

McMillan, Benj. F., Red Springs (Hon.); Univ. of Md., 1882 _.. 1884 1884

McMillan, R. D., Red Springs; Univ. of Md., 1910 1911 1912

Nash, J. Fred., St. Pauls; N. C. Med. Coll., 1914 1914 1916

Pope, Henry T., Lumberton; N. C. Med. Coll., 1894 ___ 1893 1902

Poole, Claud T., St. Pauls; N. C. Med. Coll. 1909 1909 1913

Reed, D. H., Maxton; Geo. Wash. Univ., 1901 1904 1917

Ricks, Leonard E., Fairmont; Med. Coll. of Va., 1896___ _. 1896 1913

Smith, John McNeill, Rowland; Jeff. Med. Coll., 1908 1908 1909

*Registered.
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Stamps, Thos., Lumber Bridge (Hon.) ; Univ. of Louisville, 1888 1888 1890

Whitehead, S. L., Lumberton; Jeff. Med. Coll., 1921 1921 1923

ROCKINGHAM COUNTY SOCIETY

Pres-ident : _

Secretary : ..,

Abernathy, Miles B., Reidsville; N. C. Med. Coll., 1906 1906 1910

Boaz, Thos. A., Stoneville; Coll. of P. and S., Bait., 1892 1892 1905

Carter, P. C, Madison; Univ. of Md., 1916 1916 1920

Casteen, Kenan, Leaksville; Univ. & Bellevue Hosp. Med. '

Coll., 1918 1919 1921

Cummings, M. P., Reidsville; Jeff. Med. Coll., 1911 1911 1914

Dicks, James F., Stoneville; Univ. Coll. Med., Va., 1901 1901 1905

Dillard, G. P., Draper; Bennett Med. Coll., 1916 1916 1919

Dixon, Hubert C, Madison; Univ. and Bellevue Hosp. Med.

Coll., 1916 1916 1921

Fetzer, P. W., Madison; Univ. of Va. Dept. of Med., 1916 1916 1920

Jett, Samuel G., Reidsville; Univ. of the South, 1903 1908 1911

McBryde, M. H., Reidsville; Univ. Coll. of Med., Ricdimond,

1901 _ 1901 1904

McGehee, John Wm., Reidsville; Univ. of Md., 1904 1904 1905

Martin, Sydnor L., Leaksville; Bait. Med. Coll., 1892 1892 1904

Matthews, Wm. W., Spray; Chicago Coll. of Med. and Surg.),

1913 1915 1918

Ray, John B., Leaksville; Bait. Med. Coll., 1898 1898 1898

Taylor, T. G., Leaksville; Ky. 'School of Med., 1877 1909* 1910

Tuttle, A. F., Spray; N. C. Med. Coll., 1901 1901 1907

Tynor, Carl V., Leaksville; Univ. and Bellevue Hosp. Med.
Coll., N. Y., 1916 1916 1919

Webb, M. L., Mayodan; Atlanta School of Med., 1909 1924 1925

Wharton, Chas. R., Ruffin; Med. Coll. of Va., 1897 1897 1904

Wilson, N. G., Madison; N. C. Med. Coll., 1914 1914 1914

ROWAN COUNTY SOCIETY

President: C. W. Armstrong, Salisbury; Univ. of Md., 1914... 1914 1915

Secretary: J. M. Ketchie, Salisbury; Jeff. Med. Coll., 1922 1922 1925

Black, O. R. Landis; N. C. Med. Coll., 1914 1914 1918

Boger, D. T., Rockwell; N. C. Med. Coll., 1906 1906 1921

Boyden, Wm. C, China Grove; N. C. Med. Coll., 1913 1913 1914

Brawley, M. H., Salisbury; N. C. Med. Coll., 1910 1912 1914

Brawley, Robert V., Salisbury; Univ. Coll. of Med., Va., 1901 1901 1904

Brown, Clarence E., Salisbury, R. 3; N. C. Med. Coll., 1918... 1920 1921

Brown, G. A., Mt. Ulla (Hon.); Univ. Coll. of Med., 1897.... 1897 1898

Buchanan, S. E., China Grove; N. C. Med. Coll., 1912 1912 1914

Busby, Julian G., Salisbury; Univ. of Md., 1904 1904 1905

Choate, Glenn Wm., Salisbury; N. C. Med. Coll., 1909 1909 1909

Choate, J. W., Salisbury; N. C. Med. Coll., 1915 1915 1924

Clement, Edward B., Salisbury; Jeff. Med. Coll., 1906 1906 1913

*Registered.
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Council, J. B., Salisbury (Hon.); P. and S., Bait., 1885 1885 1885

Eagle, J. C, Spencer; Jeff. Med. Coll., 1923 1923 1925

Ellis, Frank A., Salisbury; Univ. of Pa., 1918 1919 1919

Flemming, G. M., Cleveland; Emory Univ. School of Med., 1919 1919 1921

Heilig, Herman G., Salisbury; Univ. of Md., 1899 1899 1904

McCutchan, Frank, Salisbury; Univ. of Va., 1920 1927 1928

McKenzie, Wm. W., Salisbury (Hon.); Jeff. Med. Coll., 1893 -_.._ 1893 1894

Marsh, Frank B., Salisbury Jeff. Med. Coll., 1919 ..-. 1919 1922

Monk, Henry L., Salisbury; Med. Coll. of Va., 1897_._-. „ _. 1899 1903

Newman, Harold H., Salisbury; Johns Hopkins Univ., 1913... 1914 1916

Peeler, John H., Salisbury; Va. Univ. Coll. of Med., 1899... 1899 1904

Plyler, R. J., Salisbury; Univ. of Md., 1921 1924 1925

Ramsay, Jas. G., Salisbury; Univ. of Pa., 1922 1924 1924

Scales, R. B., Salisbury; Univ. of Pa., 1894 ,. 1923 1927

Seay, T. W., East Spencer; Univ. of Md., 1921 1922 1924

Shafer, Irving E., Salisbury; N. C. Med. Coll., 1914 1914 1914

Sigman, Frederick G., Spencer; Univ. Med. Coll. of Va., 1909 ... 1909 1910

Slate, Wesley C, Spencer; Univ. of Tenn., 1903. 1903 1913

Spencer, Frederick B., Salisbury; Univ. of N. C, 1909 1909 1911

Stokes, Jas. Ernest, Salisbury; Univ. of Md., 1892.. 1900 1901

Summerell, E. M., China Grove (Hon.); Univ. of Pa., 1883... 1883 1883

Tatum, Walter Lowe, Salisbury; Jeff. Med. Coll., 1922 ___ 1922 1924

Trantham, H. T., Salisbury (Hon.); Univ. of N. Y., 1875... 1879 1879

Van Poole, C. M., Salisbury (Hon.); P. and S., Bait., 1880... 1880 1880

Van Poole, Carl M., Jr., China Grove; Univ. of Md., 1916 1917 1925

West, Robert M., Salisbury; Med. Coll. of Va., 1900 1900 1904

Whitehead, Edward
Woodson, Charles W., Salisbury; Columbia Univ., P. and S.,

N. Y., 1904 1905 1907

RUTHERFORD COUNTY SOCIETY

President: J. F. Hunt, Spindale; Univ. of Tenn., 1900 1900 1912

Secretary: Wm. C. Bostic, Forest City; Chattanooga Med. Coll.

1899; N. C. Med. Coll., 1905 1905 1905

Allhands, John M., Cliffside; Chicago Coll. of Med. and Surg.,

1910 1910 1911

Andrews, Robert M., Bostic; Memphis PIosp. Med. Coll., 1901... 1904 1905

Biggs, Montgomery H., Rutherfordton; Univ. of Pa., 1897... 1907 1908

Bostic, W. C, Jr., Forest City; Univ. of Pa., 1926 1926 1927

Crawford, Robt. H., Rutherfordton; Johns Hopkins, 1914 1920 1921

Duncan, Amos C, Forest City; Univ. of Va., 1919 1919 1920

Glenn, C. F., Rutherfordton; Univ. of Louisville 1927 1928

Gold, Charles F., Ellenboro; Univ. of N. C, 1910 1910 1911

Harrill, L. B., Caroleen; Chattanooga Med. Coll., 1897 1902 1904

Head, W. T., Campbell, R. 4, S. C; Atlanta Coll. P. and S., 1911 1911 1923

Hicks, Romeo, Henrietta (Hon.); Southern Med. Coll., Atlanta 1889* 1899

Logan, F. W. F., Rutherfordton; N. C. Med. Coll., 1916 1916 1919

Lovelace, Thos. C, Henrietta; N. C. Med. Coll., 1917 1920 1920

*Registered.
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Reid, George P., Forest City (Hon.) ; Univ. Coll. of Med., Va.

1895 - - 1894 1899

Rucker, Adin Adam, Rutherfordton; Univ. of Md., 1908 .__.. 1908 1909

Scruggs, F. B., CliflFside; Jeff. Med. Coll., 1919_._. 1919 1922

Thompson, W. A., Rutherfordton; P. and S., Bait., 1885 ....... 1889* 1904

Twitty, John C, Rutherfordton; Bait. Med. Coll., 1892 1892 1904

Verner, Carl Hugh, Forest City; P. and S., Atlanta, 1912... 1923 1927

Wiseman, P. H., Avondale; Med. Coll. of Va., 1925 1925 1926

SAMPSON COUNTY SOCIETY

President: J. Street Brewer, Rosehoro; Jeff. Med. Coll., 1919 1919 1921

Secretary: Victor R. Small, Clinton; Ohio State Univ. Med.

Coll., 1916 1920 1921

Crumpler, Paul, Clinton; Univ. of Tenn., 1907 1907 1908

Kerr, John D., Clinton; Univ. of Md., 1908 1908 1910

Lee, J. Marshall, Newton Grove; Med. Coll. of Va., 1916 1920 1923

Matthews, James O., Clinton R. F. D.; Univ. Coll. of Med.,

Va., 1879 1879 1902

Parker, O. L., Clinton; Med. Coll. of Va., 1918 1918 1919

Royal, D. M., Salemburg; Med. Coll. of Va., 1926 1928

Sessoms, E. T., Rosehoro; N. C. Med. ColL, 1915... 1915 1917

Sikes, Gibson L., Salemburg; Univ. Coll. of Med., Va., 1900... 1900 1902

Sloan, Wm. H., Garland; Univ. of Maryland, 1916 1916 1920

Underwood, O. E., Rosehoro; Univ. Coil, of Med., Va., 1909... 1909 1910

Wilson, Robert B., Newton Grove; Ky. School of Med., 1889... 1889 1904

SCOTLAND COUNTY SOCIETY

President: John S. Gibson, Gibson; Univ. of Md., 1905 1905 1907

Secretary: L. T. Buchanan, Laurinburg; Jeff. Med. Coll., 1913 1913 1917

Erwin, Evan A., Laurinburg; Med. Coll. of S. C, 1912 1912 1913

James, F. P., Laurinburg; Univ. of Pa., 1916 1916 1917

John, Peter, Laurinburg; Univ. of Md., 1897 1897 1904

Livingston, Everett Alex, Gibson; Univ. of Md., 1912.... 1912 1913

McLean, Allen, Wagram; Univ. of Md., 1908 1908 1911

McLean, Peter, Laurinburg; Univ. of Md., 1906 1907 1908

Pate, James G., Gibson; Univ. of Pa., 1916 1916 1917

Shaw, W. G., Wagram; P. and S., Bait., 1892 1895 1904

Wilcox, J. W., State Sanatorium, Hot Springs, S. D.; Univ. of

N. C, 1906 _ 1906 1906

Wilkes, Marcus B., Laurel Hill; N. C. Med. Coll., 1912 1923 1923

STANLY COUNTY SOCIETY

President: Lewis R., Gaskin, Albemarle; Med. Coll. of S. C,

1921 1 924 1 926

Secretary: Julius Clegg Hall, Albemarle; Univ. Coll. of Med.,

Va., 1899 1899 1908

Allen, Jos. A., New London; Univ. Coll. of Med., Va., 1901 ... 1901 1904

*Registered.
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Campbell, Jas. I., Norwood; N. C. Med. Coll 1898 1904

Cox, Benj. F., Palmerville; Coll. of P. and S., Bait., 1886 1886 1908

Dunlap, Lucius Victor, Albemarle; Univ. of N. C, 1909 1909 1910

Frazier, J. W., Badin; Jeff. Med. Coll., 1924 1924 1927

Hartsell, F. E., Oakboro; Bait. Med. Coll., 1895 1895 1902

Hathcock, Thomas A., Norwood; Univ. of Md., 1893 1893 1904

Hill, Wm. Isaac, Albemarle; Univ. of Md., and P. and S., Bait.

1897 - 1897 1904

Laton, James F., Albemarle; N. C. Med. Coll., 1904 1904 1910

Lentz, C. M., Albemarle; N. C. Med. Coll., 1909 1909 1910

Moore, D. Bain, Badin; Univ. Coll. of Med., Va., 1913 1913 1915

Shaver, W. T., Badin; Univ. of Md., 1918 1920 1921

STOKES COUNTY SOCIETY

President :

Secretary :

Ellington, Jas. H., Sandy Ridge; P. and S., Bait., 1872 1889* 1904

Hackler, R. H., Walnut Cove -

Hanes, J. L., Pine Hall; Univ. of Maryland, 1902 1902 1920

Helsdbeck, C. J., Walnut Cove; Univ. of Md., 1919 1919 1922

Helsabeck, R. S., King; N. C. Med. Coll., 1913 -- 1913 1920

Jones, A. G., Walnut Cove (Hon.); Univ. of N. Y., 1868 1894* 1892

McCanless, Wm. V., Danbury; Univ. of N. Y., 1893 1889* 1904

Stone, Grady E., King; N. C. Med. Coll., 1915 1915 1920

SURRY CCOUNTY SOCIETY

President: John L. Woltz, Mt. Airy; Sou. Med. Coll., 1897 1902 1904

Secretary: R. C. Mitchell, Mt. Airy; Univ. of Pa., 1919 1921 1923

Ashby, E. C, Mt. Airy; Univ. of Pa., 1914 1914 1916

Baird, C. A., Mt. Airy; N. C. Med. Coll., 1904 1904 1912

Bernard, Holman, Pinnacle; Med. Coll. of Va., 1912 .._._.. 1914 1919

Flippin, Samuel T., Siloam (Hon.); N. C. Med. Coll., 1898 1898 1898

Folger, P. B., Dobson; Jeff. Med. Coll., 1922 1922 1924

Gambill, I. S., Elkin; N. C. Med. Coll., 1912 1912 1917

Hollingsworth, Edward M., Mt. Airy; Coll. of P. and S., Balti-

more, l'§86 1886 1904

Hollingsworth, Robert E., Mt. Airy; Univ. of Va., Med. Coll.,

1898 1899 1904

Johnson, W. A., Mt. Airy; N. C. Med. Coll., 1907 1909 1910

Lovill, Robert Jones, Mt. Airy; Univ. of Md., 1910 1910 1912

Martin, Moir S., Mt. Airy; Univ. Coll. of Med., Va., 1905..-. 1909 1916

Ring Joseph W., Elkin; P. and S., Bait., 1880 1890* 1904

Royall, M. A., Elkin; P. and S., Bait., 1885 1889* 1913

Salmons, H. C, Elkin; N. C. Med. Coil., 1904 1904 1908

Smith, Jas. B., Pilot Mt. (Hon.); P. and S., Bait., 1885 1889* 1896

Smith, Jas. T., Westfield; N. C. Med. Coll., 1898 _ _______ 1899 1918

Smith, R. E., Mt. Airy; Univ. of Pa., 1923 1923 1926

*Registered.
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Stone, Wes'ey M., Dobson; N. C. Med. Coll., 1906 1906 1907

Tillotson, S. F., Pilot Mountain; N. C. Med. Coll., 1905 1905 1922

Wellborn, William H., Elkin ; N. C. Med. Coll., 1905 1908 1913

SWAIN COUNTY SOCIETY
President: -

Secretary : - -

TRANSYLVANIA COUNTY SOCIETY
President : -—

Secretary: „___.

English, E. L., Rosman; Univ. of Ga., 1916 1916 1922

Lyday, Abram E., Penrose; Lincoln Mem. Univ., 1891 1899 1904

Lyday, Wm. Monroe, Brevard; Coll. of P. and S., 1885 1889* 1904

Lynch, Geo. B., Brevard; Univ. of Md., 1914 -.... 1920 1923

Stokes, R. L., Brevard; P. and S., Ba^t., 1903 1921 1925

Summey, T. J., Brevard; Jeff. xMed. Coll., 1915 1915 1916

Wilkerson, J. B., Rosman; Memphis Hosp. Med. Coll., 1923 1925

UNION COUNTY SOCIETY

President: J. E. Thomas, Waxhaw
Secretary: William M. Love, Monroe; N. C. Med. Coll., 1915... 1915 1919

Blair, M. P., Marshviile; Med. Coll. of Va., 1895 1895 1895

Bynum, C. M., Marshviile; Med. Co!l. of Va., 1914 1914 1918

Garren, R. H., Monroe; Univ. of Nashville, 1900 1901 1904

Goudelock, Jno. J., Monroe; Med. Coll., S. C, 1923 1924 1924

Mahoney, A. F., Monroe; Univ. Louisville, 1911 1923 1924

Moore, B. C, Wlngate; Jeff. Med. Coll., Phi. Pa., 1886

Payne, R. L., Monroe; Tulane Univ., 1911 . 1911 1912

Pearson, Raymond, Monroe; N. C. Med. Coll., 1922 1923 1924

Perkins, David R., Marshviile; Bait. Med. Coll., 1903 1906 1907

Pruitt, G. C, Monroe; Atlanta Coll. of P. and S., 1911 1920 1920

Smith, G. M., Monroe; N. C. Med. Coll., 1914 1914 1919

Stewart, H. D., Monroe; Univ. of Md., 1898 1898 1904

Whitley, A. D. N., Monroe; Univ. of Md., 1897 1897 1904

Williams, Edward J., Monroe; L^niv. of Bellevue Hosp. Med.

Coll., 1917 1920 1921

VANCE COUNTY SOCIETY

President: H. A. Newell, Henderson; P. and S., Ba'.t., 1906 __ 1906 1907

Secretary: A. P. Newcombe, Jr., Henderson; Jeff. Med. Coll.,

1922 1922 1924

Allen, Benjamin G., Henderson; Columbia Univ., 1904 1904 1908

Chalmers, Henry Coleman, Townsville 1928

Cheatham, Goode, Henderson; N. C. Med. Coll., 1895 1895 1896

Fanner, Edwin F., Henderson; Univ. of Md., 1905.... 1906 1908

Furman, Wm. H., Henderson; Jeff. Med. Coll., 1910 1910 1912

Gill, Robt. J., Henderson; Univ. of Pa., 1867 1889* 1900

Harris, Fletcher R., Henderson (Hon.) ; Univ. of Va., 1881.... 1883 1883

*Registered.
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Royster, Thomas S., Henderson; Univ. of Pa., 1916 _. 1916 1924

Upchurch, Robert T., Henderson; Jeif. Med. Coll., 1908 1908 1910

Wheeler, J. H., Henderson; Jeff. Med. Coll., 1918 ._ 1918 1920

WAKE COUNTY SOCIETY

President: Eugene C. Judd, Raleigh; Univ. of Pa., 1911 1911 1912

Secretary: R. B. Wilkins, Raleigh; N. C. Med. Coll., 1913 1913 1915

Abernethy, Claude O., Raleigh; Univ. of N. C, 1906 1906 1907

Adams, R. K., Raleigh; Jeff. Med. Coll., Phila., 1912 1912 1916

Anderson, Albert, Raleigh (Hon.); Univ. of Va., 1888 1889 1890

Ashby, J. W., Raleigh; Univ. of Md., 1905 1921 1922

Barbee, G. S., Zebulon; Univ. of N. C, 1910 1910 1912

Bell, Carl W., Raleigh; Coll. of P. and S., Bait., 1914 1915 1916

Brackin, H. B., Central Hospital, Nashville, Tenn; Univ. of

Tenn., 1921 1923 1925

Buffaloe, J. S., Garner; Bait. Med. Coll., 1900 1900 1904

Bugg, C. R., Raleigh; Johns Hopkins Med. Sch., 1922 1924 1925

Bulla, A. C, Raleigh; N. C. Med. Coll., 1915 1915 1918

Burt, B. W., Holly Springs; P. and S., Bait., 1886 1886 1904

Campbell, Alton C, Raleigh; Univ. of N. C, 1910 1910 1912

Carpenter, Coy C, Wake Forest; Syracuse Univ. 1924 1924 1927

Carroll, E. D. Dixon, Raleigh; Woman's Med. Coll., N. Y., 1895 1900 1900

Caveness, Zebulon M., Raleigh; Univ. of N. C, 1903 1903 1903

Caviness, V. S., Raleigh; Jeff. Med. Coll., 1921 __ 1921 1925

Cheek, C. E., Fuquay Springs; Univ. Coll. of Med., Va., 1912 1912 1914

Cooper, G. M., Raleigh; Univ. Col. of Med., Richmond, 1905... 1905 1906

Cozart, W. S., Fuquay Springs; Med. Coll. of Va., Rich., 1914 1914 1917

Dewar, Wm. B., Raleigh; Univ. of Pa., 1920 1920 1923

Edwards, C. J., Raleigh; Med. Coll. of Va., 1917 1921 1923

Eldridge, Chas. P. Raleigh; Univ. of Pa., 1926 1926 1927

Finch, O. E., Raleigh; Jeff. Med. Coll., 1915 1915 1917

Flowers, Clarence A., Wendell; P. and S., Bait., 1905 1907 1910

Flowers, C. E., Zebulon; Med. Coll. of Va., 1913_._ 1915 1916

Freeman, R. H., Raleigh; Jeff. Med. Coll., 1908 : 1908 1919

Gibson, M. R., Raleigh; Univ. of Md., 1905 1905 1914

Goodwin, A. W., Raleigh (Hon.); Bellevue Hosp. Med. Coll.,

1887 1887 1887

Goodwin, O. S., Apex; Jeff. Med. Coll., 1923 1923 1926

Haywood, Hubert B., Jr., Raleigh; Univ. of Pa., 1909 1909 1910

Hester, Jos. R., Knightdale; Univ. of N. C, 1910 1910 ' 1912

Hicks, V. M., Raleigh; Jeff. Med. Coll., 1918 1918 1921

Horton, M. C, Raleigh; Univ. Coll. of Med., Va., 1903 1911 1911

Horton, W. C, Raleigh; P. and S., Bait., 1897 1896 1904

Hunter, J. P., Cary; Jeff. Med. Coll., 1919 1919 1921

Jenkins, Charles L., Raleigh (Hon.); N. Y. Univ. Med. Coll.,

1890 _. 1890 1894

Johnson, Robt. W., Apex; Univ. of Tenn., 1900 1901 1904

Jones, Carey C, Apex; Jeff. Med. Coll., 1920 1920 1923

I

r
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Jordan, Thos. M., Raleigh (Hon.); P- and S., Bait., 1881 1881 1882

Judd, James M., Varina; Bait. Med. Coll., 1897 -..- 1897 1901

Kitchin, Thurman D., Wake Forest; Jeff. Med., 1908 1908 1908

Knox, Augustus W., Raleigh (Hon.); Bellevue Hosp. Med.

Coll., 1874 1878

Lane, Bessie, Raleigh; Woman's Med. CoU., of Pa., 1921 1921 1926

Lawrence, B. J., Raleigh; Jeff. Med. Coll., 1918 -- 1918 1920

Lowery, John R., Raleigh; Univ. of Md., 1904 1904 1913

McDowell, F. C, Zebulon; Univ. of Pa., 1902 1913 1916

McGee, James Wm., Raleigh (Hon.); Bellevue Hosp. Med.

Coll., 1888 1888 1888

McKee, John S., Raleigh; Univ. of Md., 1907 .-- 1908 1909

Mitchener, J. S., Raleigh; Johns Hopkins Univ., 1915 -- 1915 1918

Neal, Kemp P., Raleigh; Harvard, 1917 1920 1921

Neal, Paul N., Raleigh; Harvard, 1919 1920 1921

Noble, R. P., Raleigh; Univ. of N. C, 1907 1907 1916

Owen, J. F., Dix Hill, Raleigh; Jeff. Med. Coll.,-- 1920 1927

Powers, John B., Wake Forest 1911

Proctor, I. M., Raleigh; Univ. of N. C, 1913; Univ. of Pa., 1915 1915 1917

Ray, O. L., Raleigh; Rt. 1; Univ. Coll. of Med., Richmond, 1899 1899 1904

Register, F. M., Raleigh; Ky. School of Med., 1893 1891 1904

Rogers, Jas. Rufus, Raleigh; P. and S., Bait., 1886 1886 1904

Root, Aldert S., Raleigh; Univ. of Pa., 1911 1911 1913

Royster, Hubert A., Raleigh (Hon.); Univ. of Pa., 1894 1894 1895

Royster, W. L, Raleigh (Hon.); Bellevue Hosp. Med. Coll.,

N. Y., 1869 1869 1874

Shore, Clarence A., Raleigh; Johns Hopkins, 1908 „ 1909 1909

Sisk, C. N., Raleigh; Univ. of Nashville, 1905 1922 1923

Smith, W. G., Wendell ,

Soady, J. H., Garner; McGill Univ., 1903; Toronto Univ., 1905 1924 1926

Strickland, W. M., Wende'.l; Med. Coll. of Va., 1919 1921 1923

Templeton, James M., Cary; Bait. Med. Coll., 1882 1882 1893

Thompson, Hugh A., Raleigh; Univ. of Pa., 1914 1914 1917

Turner, H. G., Raleigh; Univ. of Pa., 1906 1907 1925

Vann, H. M., Wake Forest; Jeff. Med. Coll., 1917 1920 1923

Ward, W. T., Raleigh; Univ. of Md., 1925 1925 1927

Watson, John B., Raleigh; Univ. of N. C, 1908 ..„_. 1908 1909

Weathers, R. R., Knightdale; Richmond Med. Coll 1926 1928

West, Louis N., Raleigh; Jeff. Med. Coll., 1912 1912 1915

Wilkerson, Charles B., Raleigh; Univ. of_N. C, 1906- ...___ 1906 1908

Wilkinson, C. T., Wake Forest; Tulane Univ., 1922 1922 1923

Wilkinson, R. W., Jr., Wake Forest; Tulane Univ., 1922 1923 1924

Wright, J. B., Raleigh (Hon.); Univ. Coll. o? Med., Va., 1899 1899 1900

Yarborough, Frank R., Cary; Univ. of Penn., 1923 _. 1925 1926

Young, L. B., Wake Forest, Rt. 3; P. and S., Bait., 1886 1886 1906

WARREN COUNTY SOCIETY
President: T. J. Holt, Warrenton ; Med. Coll., of Va., 1904 1904 1911

Secretary: W. D. Rogers, Warrenton; Jeff. Med. Coll., 1913... 1913 1915

Foster, H. H., Norlina; Jeff. Med. Coll., 1919 1919 1923
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Hunter Frank P., Warrenton; Univ. of Va., 1925 _ 1925 1927

Macon, G. H., Warrenton; Univ. Coil, of Med., Va., 1910 1910 1911

Peete, C. H., Warrenton; Univ. of Pa., 1903 1906 1911

WASHINGTON-TYRRELL COUNTIES SOCIETY

Bray, T. L., Plymoutli; Univ. of Md., 1916 1916 1919

Chapin, S. C, Columbia

Halsey, Benj. F., Roper (Hon.); Vanderbilt Univ., 1993 1895 1894

Mariner, M. B., Be'haven; Univ. Coil. Med. of Va., 1903 1903 1903

Speight, John W., Roper; Ky. Sch. of Med., 1885 1885 1904

Ward, William H., Plymouth (Hon.); ITniv. of Md., 1881 1886 1886

WAYNE COUNTY SOCIETY

President: A. G. Woodard, Goldsboro; Univ. of N. C, 1907 1907 1909

Secretary: M. E. Bizzell, Goldsboro; Tulane Univ., 1923 1923 1925

Best, D. E., Goldsboro; Univ. of Md., 1924 1924 1926

Bizzell, Thomas M., Goldsboro; Univ. of Md., 1908 „ 1908 1916

Byrd, W. G., Goldsboro; State Hospital, - -

Cobb, Donnell B., Goldsboro; Univ. of Pa., 1921 1921 1926

Cobb, W. H., Jr., Goldsboro; Jeff. Med. Coll., 1889 1889 1890

Corbet, L. W., Goldsboro; Med. Coll. of S. C, 1915 1925 1924

Crawford. W. B., Goldsboro; Bellevue Hosp., N. Y., 1886 1886 1890

Crawford, W. J., Goldsboro; Med. Coil, of Va., 1922 1922 1923

Dale, G. C, Goldsboro; Univ. of Pa., 1925 1925 1927

Henderson, C. C, Mt. Olive; Univ. of Md., 1914 1914 1919

Henderson, T. B., Goldsboro; Med. Coll. of Va., 1906 1914 1915

Hollingsworth, E. T., Goldsboro; N. C. Med. Coll., 1912 1912 1915

Howard, C. E., Goldsboro; Univ. of Pa., 1925 1925 1927

Irwin, Henderson, Goldsboro; Univ. of Md., 1912 1914 1916

Ivey, H. B., Goldsboro; Univ. Coll. of Med., Richmond, 1911 _. 1911 1917

Jones, Clara E., Goldsboro (Hon.); Woman's Med. Coll. of Pa.,

1894 1894 1897

Lassiter, C. L., Fremont; Jeff. Med. Coll., 1915 1915 1918

Linville, W C, Goldsboro; Univ. of Md., 1903 1903 1923

Lister, J. L., Mt. Olive; Med. Coll. of Va., 1896 1896 1909

Miller, Robert B., Goldsboro; .Med. Coll. of Va., 1898 1900 1902

Morris, George B., Goldsboro; Univ. of Md., 1910 1910 1912

Morris, G. Dillon, Goldsboro; Univ. of Pa., 1924 1924 1926

Parson, Edgar Cooper, Pikeville; Med. Coll. of Va., 1905 1905 1908

Person, H. M., Goldsboro; N. C. Med. Coll., 1913 1913 1916

Rand, C. H., Fremont; Univ. of Pa., 1926 1928

Rose, David J., Goldsboro; Tulane Univ., 1922 1922 1924

Smith, R. A., Goldsboro (Hon.); Bellevue Hospital, 1882 1882 1887

Smith, Wm. H., Goldsboro; Univ. of Pa., 1906 1907 1912

Spicer, John, Goldsboro; Bellevue Med., 1889 1890 1904

Spicer, William, Goldsboro; Bellevue Hosp. Med. Coll., 1898... 1897 1904

Steel, Wm. C, Mt. Olive; Univ. of Md., 1891 1891 1894

Strosnider, Charles F., Goldsboro; Univ. of Md., 1909. 1910 1913

Sutton, William G., Seven Springs; Jeff. Med. Coll., 1889 1889 1896
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Warrick, L. A., Goldsboro; Geo. Washington Univ., 1923._ 1923 1924

Whelpley, Franlt L., Goldsboro; Missouri Univ., 1902 1918 1918

Wilkins, J. W., Mt. Olive; Med. Coll. of Va., 1913 1913 1917

WILKES COUNTY SOCIETY

President. E. M. Hutchins, N. Wilkesboro; N. C. Med. Coll.,

1896 I—-. - 1896 1904

Secretary: W. A. Tucker, N. Wilkesboro; Jeff. Med. Coll., 1925 1925 1927

Duncan, Julian E., N. Wilkesboro; Univ. Coll. of Med. Va., 1907 1907 1908

Eller, Albert J., Readybranch; P. and S., Bait., 1893 1895 1898

Gilreath, Frank H., N. Wilkesboro (Hon.); Un'iv. of Nashville

1898 1898 1898

Hubbard, Fred C, North Wilkesboro; Jeff. Med. Coll., 1918 .. 1919 1921

McNeill, James H., North Wilkesboro; Geo. Wash. Univ. 1926 1926 1927

Phillips, J. W., Ronda; Geo. Wash. Univ. 1921 1922 1923

Sink, C. S., N. Wilkesboro; N. C. Med. Coll., 1912 1912 1913

Somers, L. P., New Castle; Univ. of Md., 1897 1889* 1904

White, John W., Wilkesboro (Hon.); Jeff. Med. Coll., 1889.. 1889 1890

WILSON COUNTY SOCIETY

President : C. h. Swindell, Wilson; Univ. of Md., 1909 1909 1920

Secretary: M. A. Pittman, Wilson; Jeff. Med. Coll., 1921 1924 1923

Anderson, Wade H., Wilson; Univ. of Va., 1902 1904 1904

Barnes, Benjamin F., Ehn City; Univ. of Md., 1902 1902 1902

Bell, G. E., Wilson; Jeff. Med. Coll., 1921 1921 1922

Best, Henry B., Wilson; I'niv. of N. C, 1907 1907 1908

Blackshear, T, J., Wilson; Emory Univ., 1914 1923 1924

Bradshaw, T. G., Wilson; Med. Coll. of Va., 1909 1924 1924

Brantley, C. H.,

Brooks, G. M., Elm City; Jeff. Med. Coll., 1918.. 1919 1919

Darden, D. B., Stantonsburg; Univ. of Pa., 1921 1924 1926

Eagles, Charles S., Saratoga; Univ. of N. C, 1909 1909 1910

Freeman, Roma,

Grady, Le'and V., Wilson, Rt. 2; N. C. Med. Coll., 1913.. 1913 1914

Hackney, Ben H., Lucama; Tulane Univ., 1911 1911 1913

Herring, Benj. S., Wilson; Univ. of Mich., 1900 1901 1901

Lamm, Isaac W., Lucama; Univ. Coll. of Med., Va., 1899 1899 1900

Lane, P. P., Wilson; Univ. of Md., 1908 1908 1920

Lewis, Geo. W., Wilson (Hon.); Univ. of Md., 1886... 1885 1894

McClees, E. C, Elm City; Med. Coll. of Va., 1917 1920 1920

Mitchell, Geo. W., Wilson; Univ. Coll. of Med. Va., 1913 1913 1920

Moore, Chas. E., Wilson (Hon.); Bellevue Hosp. Med. Coll.,

1875 1875 1875

Moore, Edwin G., Elm City (Hon.); Univ. of Md., 1883 1883 1890

Moore, K. C, Wilson; Univ. of Mich., 1909 1909 1910

Person, T. E., Stantonsburg; N. C. Med. Coll., 1911 1911 1914

Powell, H. H., Stantonsburg; Med. Coll. of Va„ 1911 1911 1914

*Registered.
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Putney, R. H., Elm City; Med. Coll. of Va., 1914 1914

Saliba, Michael M., Wilson; Bait. Med. Coll., 1897.. 1910

Smith, A. Jones, Black Creek; Univ. of Pa., 1921. _.__ 1921

Smith, L. J., Wilson; Jeff. Med. Coll., 1912 1917

Strickland, Ernest L., Wilson; Med. Coll. of Va., 1916 1916

Williams, Albert F., Wilson; Univ. of Md., 1901 1901

Willis, H. C, Wilson; Memphis P. and S., 1911 1916

Woodard, C. A., Wilson; Univ. of Va., 1904...... 1904

Woodard, G. B., Wilson; Med. Coll. of Va., 1915.. 1915

YADKIN COUNTY SOCIETY

President:

Secretary

:

_. ,

Bryant, Charles G., Jonesville; Louisville Med. Coll., 1894 1903*

Martin, Richard E., East Bend; Univ. of N. C, 1912.. 1912

YANCEY COUNTY SOCIETY

Secretary: W. Burdett Robertson, Burnsville

Cheadle, C. M., Micaville; Keokuk Med. Coll., 1898 1919

Fairchilds, J. M., Celo

Gibbs, J. B., Burnsville; Tenn. Med. Coll., 1900; N. C. Med.

Coll., 1904 1904

Leak, W. G., East Bend; N. C. Med. Coll., 1900 1899

Peek, W. A., Ramseytown; non-graduate _. 1905*

1920

1910

1923

1918

1917

1904

1924

1920

1916

1904

1922

1908

1921

1927

1919

1904

1919

*Regristered.



ALPHABETICAL LIST OF MEMBERS
WITH POSTOFFICE ADDRESSES

Name Address

*Abel, J. H., (Hon.) Waynesville

*Abernethy, Claude O. Raleigh

Anernathy, H. N Charlotte

Abernathy, Mile S. B. . .^ Reidsville

*Abernethy, E. A Chapel Hill

Adams, C. A Durham
Adams, Charles E Gastonia

Adams, Edw. E Murphy
Adams, J. L. Asheville

*Adams, M. R. (Hon.) Statesville

*Adams, N. B. Murphy
*Adams, R. K. Raleigh

Ader, O. L. Walkertown

Adkins, M. T Durham
Alexander, Annie L. (Hon.) Charlotte

Alexander, Geo. Asheville

Alexander, James M. Statesville

Alexander, Jas. R. Charlotte

Alexander, M. Janet „ Montgomery

India (Mecklenburg Co.)

Allan, William Charlotte

*Allen, Benjamin G. - Henderson

*Allen, Chas. I. Wadesboro

*Allen, Jos. A., New London

Allen, Rufus L. (Hon.) ..Waynesville

A'len, W. O. Hendersonville

Allgood, R. A. Fayetteville

Allhands, John M Cliffside

Ambler, Arthur C. Asheville

Ambler, Chase P. (Hon.) Asheville

*Anders, McT. G. Gastonia

*Anderson, Albert (Hon.) Raleigh

Anderson, Chas. A. Burlington

Anderson, James A. Gastonia

Anderson, James G. ._ Asheville

*Anderson, Thos Eli (Hon.) Statesville

*Anderson, Wade H. Wilson

Anderson, W. R Durham
Andrews, Nathan H Rowlanld

Andrews, Robert M Bostic

Angel, Frank __.. Franklin

*Present at 1928 Meeting at Pinehiirst

Name Address

Anthony, J. E Kings Mountain

Archer, Isaac J Black Mountain

*Armstrong, C. W Salisbury

*Ashburn, C. W Winston-Salem

Ashby, E. C ..Mount Airy

Ashby, J. W .....Raleigh

*Ashe, J. R 1- Charlotte

*Ashworth, B. L Marion

*Ashworth, W. C. (Hon.) ..Greensboro

Austin, D. R Charlotte

Austin, Frederick DeCosta ...Charlotte

*Austin, J. W., O.A.L.R. High Point

*Averitt, K. G. Cedar Creek

Aycock, F. M. Princeton

*Aydlett, H. T. ._ ...iGreensboro

Aydlette, Jos. P.. Earl

Baggett, Leaman. Whiteville

Baird, C. A. Mount Airy

Balrd, J. W Mars Hill

Baker, Horace M Lumberton

*Baker, J. M. (Hon.) Tarboro

Baker, W. E Arden

Ball, M. W. .....New Bern

Bandy, W. G. ....- - Lincolnton

Bangle, J. A Concord

Banner, A. C, O.A.L.R. Greensboro

*Banner, Chas. W., O.A.L.R.

Greensboro

Barbee, G. S. Zebulon

Barber, Y. M. Macclesfield

Barker, C. S. New Bern

Barkwell, J. H _ Weeksville

* Barnes, B. F., Elm City

Barnes, Dempsey Ashboro

Barnes, Tiifany Asheboro

Barret, H. P. Charlotte

*Barrett, J. M Greenville

*Barron, A. A Charlotte

*Basnight, Thos. G Stokes

*Bass, H. H. Durham
*Bass, Spencer P Tarboro
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ISfcmie Address

Battle, Geo. C Asheville

Battle, Ivan P. Rocky Mount

Battle, John T. J. (Hon.) Greensboro

*Baylis, E. Katherine Greensboro

Baynes, R. H Durham
*BealI, L. G Black Mountain

Beall, Wm. P. (Hon.) Greensboro

Beam, H. M Roixboro

*Beam, R. S., O.A.L.R Lumberton

Beasely, E. B Fountain

Beckwith, R. P Roanoke Rapids

Belk, Geo. W Gastonia

*Bell, A. E Mooresville

*Bell, Carl W Raleigh

*Bell, F. O _. Aberdeen

*BeU, G. E Wilson

*Bell, J. C Maysville

Bellamy, Robt. H Wilmington

*Belton, J. F Winston-Salem

Benbow, E. V. Winston-Salem

Benbow, J. T. Winston-Salem

Bender, E. L New Bern

*Bennett. E. C Elizabethtown

Bennett, Jos. H Wadesboro

Bernard, Holman Pinnacle

Berry, John Greensboro

Best, Benj. W Greensboro

*Best, D. E Goldsboro

Best, Henry B. Wilson

*Bethune, A. T Raeford

Biggart, Wm. P Charlotte

Biggs, Montgomery H. Rutherfordton

Bigler, V. L Kinston

Billings, G. M. Morganton
Bingham, G. D Vilas

Bitting, Numa Duncan Durham
*Bittinger, S. M Sanatorium

*BizzeIl, M. E..___ Goldsboro

*Bizzell, Thos. M Goldsboro

Black, George Wm Pineville

Black, O. R — Landis

Blackburn, T. C... Hickory

Blackshear, T. J., O.A.L.R Wilson

Blair, Andrew Charlotte

*Blair, A. McNeil Southern Pines

Blair, J. L Gastonia

Blair, M. P Marshville

Blakey, R. A Fayetteville

Name A ddress

Blalock, B. K. . Charlotte

Blanchard, T. W Hobbsville

Blevins, Manly West Jefferson

Blount, F. H.___ Swansboro

*Blue, A. McN Carthage

Blue, Waylon Jackson Springs

Boaz, Thos. A Stoneville

*Boddie, Needham P. (Hon.) Durham
*Boddy, Edmund C. Southern Pines

Boger, D. T Rockwell

*Boice, E. S Rocky Mount
Boker, David Fort Bragg

Boney, Elwood R. Kinston

Bonner, J. B Washington

*Bonner, K. P. B ..Morehead City

*Bonner, O. B., O.A.L.R. ..High Point

* Booker, L. S Durham
Boone, S B Jackson

* Boone, W. H Durham
*Boone, W. W Durham
*Bost, T. C Charlotte

Bostic, Wm. C. Forest City

*Bostic, W. C, Jr Forest City

*Bowers, M. A Winston-Salem

Bowles, Francis N. Durham
*Bowman, E. L McDonalds

*Bowman, H. E. Aberdeen

Bowman, H. P Greensboro

Bown, Herbert H. Asheville

Boyden, W. C China Grove

Boyer, Maj. Gouveneur H. Ft. Bragg

Boyette, E. C Charlotte

Boyles, A. C. Troy

*Boyles, J. H. Greensboro

Boyles, M. F .....Dallas

Brackin, H. B Raleigh

Braddy, Wade H BurMngton

Bradford, B. M Lincolnton

Bradshaw, T. G Wilson

Bradsher, J. S Stovall

Brantley, C. H.

Brantley, Hassell Spring Hope
Brantley, J. C Spring Hope

*Braswell, Wm. Edgar .. Marshallberg

Brawley, M. H., O.A.L.R. .Salisbury

Brawley, Robt. V., O.A.L.R. Salisbury

Bray, T L Plymouth

Brehizer, A. G., Jr Charlotte
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Name Address

*Brewer, J. S _ Roseboro

Bridger, D. H. Bladenboro

Bridges, D. T. Lattimore

Briggs, PI. H., O.A.L.R. . .. Asheville

*Brinkley, H. M. West Durham
Brinn, T. P Hertford

*Bristow, C. O Rockingham

Britt, C. S Charlotte

Britt, J. N Lumberton

*Britt, T. C Durham
*Brittle, Paul C Burlington

*Broadway, R. E. Southport

*Brockmann, Harry L. High Point

*Brooks, B. U. Durham
Brooks, G. M Elm City

*Brooks, R. E ..Burlington

Brookshire, H. G. Ashevire

Broun, Matthew S., O.A.L.R. Asheviile

Brown, Clarence E. Faith

Brown, E. M Washington

Brown, G. A. (Hon.) Mt. Ulla

*Brown, G. W... Raeford

Brown, J. P. Fairmont

*Brown, J. S. (Hon.). ..Hendersonville

*Brown, J. S., Jr., Hendersonville

Brownson, Wm. C. (Hon.)....Asheville

*Bryan, Lorenzo D Snead's Ferry

Bryant, Cha£. G Jonesville

Buchanan, E. J Lexington

Buchanan, L. T. Laurinburg

*Buchanan, S. E China Grove

Buck, David M Asheville

Buckner, J. M Swannanoa
Buifaloe, J. S Garner

*Bugg, C. R Raleigh

*Buie, Roderick M Greensboro

*Bu]la, A. C Raleigh

Bulla, M. S Elizabeth City

Bullard, G. F Elizabethtown

*Bullitt, J. B..... Chapel Hill

Bul'ock, Thos. C Autryville

Bulluck, Ernest S Wilmington

Bunn, J. J Mt. Pleasant

Burleson, W. B Plumtree

Burleyson, L. N..... Concord

Burns, J. E Concord

Burress, D. A. High Point

*Burrus, John T. (Hon.) High Point

Name Address

Burnett, Isaac E Mars Hill

Burt, B. W ...Holly Springs

Burt, S. P. Louisburg

Busby, Julian G Salisbury

*Butler, Leroy J. Winston-Salem

Butt, R. B.
'. Marion

Butt, Virgil R Bakersville

*ByerIy, Andrew B Cooleemee

*Byerly, Wesley Grimes .... Sanatorium

*Bynum, C. M Marshville

Bynum, John (Hon.) ...Winston-Salem

*Byrd, W. G Goldsboro

Byrd, W. C. Morrisville, R. No. 1

*Caldwell, D. G. Concord

Calwell, J. H Charlotte

*Campbell, Alton C Raleigh

Campbell, A. S Durham
Campbell, Jas. I Norwood

Campbell, J. W Gastonia

Candler, Chas. Z Sylva

Cannady, Sam H Oxford

*Carlton, R. L Winston-Salem

Carlyle, J. B Burlington

Carmichael, T. W Rowland

*Carpenter, Coy C Wake Forest

*Carr, Eugene M Ashevil!e

Carr, M. L LaGrange

Carrington, G. L Durham
Carroll, E. D. Dixon. Raleigh

Carroll, F. W Hookertown

Carter, H. W., O.A.L.R. ...Washington

Carter, P. C Madison

Casstevens, J. C Clemmons

Casteen, Kenan Leaks ville

Castelloe, Cola Windsor

*Cater, C. D Greensboro

Cathell, J. E Moncure

Caton, Geo. A New Bern

Carter, Thos. L Gatesville

Cauble, H. H Kannapolis

Caveness, R. L Coleridge

Caveness, Zebulon M Raleigh

Caveness, V. S. Raleigh

Chalmers, Henry C. Townsville

Chapin, S. C. Columbia

Chapin, Wm. Burdette Pittsboro

Cheadle, C. M Micaville

*Cheatham, Goode Henderson

Cheek, C. E Fuquay Springs
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Name Address

Cheesborough. Thos. P Asheville

Chester, P. J., O.A.L.R. „ Fayetteville

*Choate, Glenn Wm Salisbury

Choate, J. W. (Hon.) Salisbury

Christian, Thos. D. Greensboro

Clark, D. D.. Clarkton

C:ark, E. S Clarkton

Clark, H. S Asheville

*Clement, Edward B., O.A.L.R.

Salisbury

Cliff, B. F... Hendersonville

Clinton, Roland S Gastonia

Cloninger, L. V Statesville

*CIyatt, Claude Eugene Denton

Coats, Maj. Edward A. -.Fort Bragg

*Cobb, Donnell B. Goldsboro

*Cobb, Wm. H., Jr., Goldsboro

Cochran, J. D Newton

Cocke, C. H Asheville

Cocke, E. R Asheville

Cocke, Jere E Asheville

*Codington, H. A Wilmington

*Coe, Samuel S High Point

Coffey, Lawrence H., 911 E. Main St.,

Lakeland, Fla. (Caldwell Co.)

Colby, C. DeW Asheville

*CoIe, Walter F Greensboro

*Coleman, G. S Kenly

Coleman, L. A Statesville

*Collins, Geo Raleigh

*Collings, Ruth M Greensboro

Coltrane, Wallace E Dunn
Cook, J. L Winston-Salem

*Cooke, G. C Winston-Salem

*Cooper, G. M. Raleigh

Coppedge, T. O. Nashville

*Coppridge, W. M Durham
*Corbett, L. W Goldsboro

Cornwell, A. M. Lincolnton

Corpening, O. J Granite Falls

Costner, Thos. F Lumberton

Costner, W. V Lincolnton

Cotteh, Clyde E Asheville

Couch, V. F —.Winston-Salem

Council, E. E Louisburg

Council, J. B. (Hon.) Salisbury

Covington, Piatt W., Salt Lake City,

Utah, (Anson Co.)

Name Address

Cowell, Will H Shawboro

Cox, Benj. F Palmerviile

Cox, B. T Winterville

Cox, E. L. (Hon.) Jacksonville

Cox, G. S Tabor

Cox, Thomas A..... Hertford

Cozart, S. R Greensboro

*Cozart, W. S Fuquay Springs

Craddock, A. B. Asheville

Craig, S. Douglas Winston-Salem

Cranmer, J. B Wilmington

Craven, F. C, O.A.L.R.

N. Wilkesboro

Craven:, Thomas Huntersville

Craven, W. W -.... Charlotte

Crawford, Robt. H. Rutherfordton

Crawford, W. B. Goldsboro

Crawford, W. J... Goldsboro

Crews, N. H.—- _._.High Point

*Crisp, S. M - --Greenville

*Cromartie, R. S Elizabethtown

*Crouch, A. McR. Wilmington

Crouch, T. D -Stony Point

Crow, S. L - Asheville

*Crowell, A. J. (Hon,.) -...Charlotte

*Crowell, L. A. (Hon.) Lincolnton

Crowell, W. H Whiteville

*Crumpler, Paul Clinton

Cummings, M. P Reidsville

*Currie, D. S Parkton

*Cutchin, J. Henry Whitakers

Dale, G. C Goldsboro

*Daligny, Charles (Hon.) Troy

Dalton, David N. (Hon.) Win.-Salem

Dalton, Wm. N Winston-Salem

*Daniel, N. C Oxford

Daniels, O. C, O.A.L.R Oriental

Daniels, R. L New Bern

Darden, D. B. Stantonsburg

Darden, O. B. Richmond, Va.

(Durham Co.)

Daughtridge, A. L Rocky Mount

Daugherty, J. E Brooklyn, N. Y.

(Forsyth Co.)

Davenport, C. A Hertford

*Davidson, Jno. E. S. (Hon.) Charlotte

*Davis, F. M Canton

Davis, George—- - —Beaufort
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Name Address

Davis, J. Franklin - High Falls

*Davis, Jas. W. - ...Statesville

*Davls, J. M. - ...Wadesboro

*Davis, R. B - Greensboro

Davis, Thomas W., O.A.L.R.

Win^ton-Salem

*Davison, Wilburt C Durham

*Dawson, Walter W. - Grifton

*Dawson, W. E. .._.Hookertown

Deans, A. W Battleboro

DeArmon, J, McC. (Hon.)- Charlotte

*Dees, D. A., O.A.L.R. Bayboro

*Dees, R. E Greensboro

Dees, Rigdon O Greensboro

DeLaney, C. O Winston-Salem

*Denson, H. A Bennett

Denton, A. L Castalia

*Dewar, William B., Raleigh

Dick, Julius V Gibsonville

*Dickie, J. W Southern Pines

*Dickinson, E. T Greenville

Dicks, Jas. Franklin Stoneville

Dillard, G. P Draper

Dillard, Richard, Jr., (Hon.) Edenton

Ditmore, Harry B Marshall

*Dixon, G. G Ayden

Dixon, Guy E Hendersonville

Dixon, Hubert C Madison

Dixon, Joseph Greenville

*Dixon, W. H Rocky Mount

*Dixon, Wm. H— Kinston

Dodd, B. R Halifax

Donnelly, J Charlotte

Dosher, R. Arthur Southport

Drafts, Andrew B Hendersonville

Drewry, W. H Grimesland

Duffy, Leinster..— New Bern

Duify, R. N New Bern

Duguid, Jos. W -- Dover

Duncan, Amos C Forest City

Duncan, Julian E N. Wilkesboro

*Duncan, S. A Coats

Dunlap, L. V Albemarle

Dunn, Wm. L Asheville

Dyer, John W High Point

Eagle, J. C. Spencer

Eagles, Chas S. Saratoga

Easley, P. S Statesville

Name Address

Eckel, O. F..- -- ...Asheville

Eddleman, Hall M Gastonia

Edgerton, Jas. L. (Hon.)

Hendersonville

Edwards, A. D Winston-Salem

Edwards, B. O Asheville

Edwards, C. J.— Raleigh

Edwards, C. P ....Asheville

Edwards, F. D Toluca

*Edwards, J. D. (Hon.) Siler City

*Edwards, V. E Greensboro

*Eldridge, Chas P.,...- Raleigh

*Elias, Lewis W., Asheville

*Ellen, C. J Greenville

EUer, Albert J..... Readybranch

*Ellington, A. J., O.A.L.R.—Burlington

Ellington, J. H Sandy Ridge

Elliott, A. H Wilmington

Elliott, G. D.--.- Fair Bluff

Elliott, J. A...... Charlotte

*Elliott, W. F., O.A.L.R...-...Lincolnton

*Ellis, F. A Salisbury

Ellis, R. C. (Hon.) .Shelby

English, E. L - Faust

English, E. L Rosman

Erwin, Evan A Laurinburg

Eskew, D. C Winston-Salem

Evans, J. E Wilmington

*Evans, L. B.. ...Windsor

Evans, W. E Rowland

*Everett, A. C .....Rockingham

Fairchilds, J. M Celo

Faison, Yates W Charlotte

Farrior, J. W Warsaw
Farthing, L. E Wilmington

*Fassett, Burton W., O. A. L. R.

Durham
Fearing. Isaiah Elizabeth City

Fearrington, Jos. P Winston-Salem

*Felts, Robt. L ...Durham

Fenner, Edwin F Henderson

Ferebee, C. G Morehead City

•Ferguson, R. T Charlotte

Ferneyhough, W. L Greensboro

Fetzer, P. W Madison

*Finch, O. E Raleigh

Fitch, W. E. Buffalo Junction, Va.

(Granville Co.)
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Name Address

Fitzgerald, J. H., O.A.L.R. Smithfield

''Flagge, Philip W High Point

Fleetwood, Joe A... Conway

Fleming, M. I Rocky Mount

Fleming, W. L Enfield

Flamming, G. M Cleveland

Flippin, J. M Hickory

FMppin, Samuel T. (Hon.) Siloam

Ffowe, R. Frank Kannapolis

Flowers, Clarence A.. Wendell

Flowers, C. E Zebulon

Floyd, H. T Oteen

Floyd, L. D. Cerro Gordo

Flynt, S. S. --.. ...Rural Hall

Foil, M. A ...-Mt. Pleasant

Folger, P. B Dobson

Folsom, T. W Asheville

*Ford, D. E New Bern

Formyduval, T Bolton

Fortune, Alex. F Greensboro

Foster, H. H Norlina

*Foster, J. F ....Sanford

Fouts, J. H Franklin

Fox, N. A Guilford College

Francis, Wm. G Waynesville

Frazer, H. Thompson Asheville

Frazier, J. W Badin

Freeman, J. D., O.A.L.R. Wilmington

Freeman , Roma
*Freeman, R. H. Raleigh

Fresh, W. M. Hickory

Frizzelle, M. T. Ayden
Frye, Glenn R. Hickory

Furman, Wm. H Henderson

Futrell, L. M Murfreesboro

*Futrell, W. E Greenville

Gage, L. G Charlotte

Gainey, John W Fayetteville

Gallant, Robt. M Charlotte

Galloway, W. C. (Hon.) O.A.L.R.

Wilmington

Gambill, I. S Elkin

Gamble, J. F Lincolnton

*Gamble, J. R Lincolnton

*Gambrell, Grover C. Lexington

*Garren, R. H., O.A.L.R. Monroe

Garrenton, Cecil Bethel

*Garrett, F. B. Rockingham

Name Address

Garrett, F. J ...Rockingham

*Garrison, D. A... Gastonia

*Garriss, F. H. Lewiston

*Gary, R. H. Murfreesboro

*Gaskins, Lewis R A-bemarle

*Gaul, Jno. Stuart Charlotte

Gaw, L. B Greensboro

*Gentry, Geo. W Roxboro

George, John C .._ .....Asheville

*Gibbon, James Charlotte

*Gibbon, Robert L. (Hon.) .. Charlotte

Gibbs, E. W Shelby

Gibbs, J. B Burnsville

Gibbs, N. M New Bern

Gibson, John S. Gibson

Gibson, L. O Statesville

*Gibson, M. R., O.A.L.R Raleigh

Gibson, M. W Statesville

Gil], Robert J. Henderson

*Gilmore, C. M Greensboro

Gilmore, W. D Fort Wayne, Ind.

(Iredell-Alexander Co.)

Gilreath, Frank H. (Hon.)

N. Wilkesboro

Glascock, Joy H Greensboro

Glenn, C. F Rutherfordton

*Glenn, Lucius N. Gastonia

Godwin, G. C Oteen

*Gold, Ben Shelby

Gold, Chas. F Ellenboro

Gold, T. B Shelby

*Goley, Willard Coe Graham

*Goley, Wm. Rankin, (Hon.) Graham

Goley, Wm. R Shallotte

Goode, T. V Statesville

Goodman, A. B Lenoir

Goodwin, A. W. (Hon.) Raleigh

*Goodwin, O. S Apex

Goudelock, Jno. J ..Monroe

*Goudge, Mabel E West Durham
Gouge, A. E BakersviUe

Gouge r, Geo. J Concord

Gove, Anna M. (Hon.).. Greensboro

*Grady, Jas. C. (Hon.) Kenly

Grady, Leland V Wilson, Rt. 2

Grady, Wm. Earle Tryon

Graham, Wm. A. (Hon.)...Charlotte

*Grantham, Wm. L Asheville
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Name Address

Gray, Eugene P Winston-Salem

Grayson, C. S High Point

*Green, J. C Greenville

*Green, Thos. M Wilmington

Green, Wm. W. -. Tarboro

Greene, Jos. B., O.A.L.R Asheville

Greenwood, A. B Asheville

Greenwood, S. E. Fletcher

Gregg, A. D Liberty

Grier, Chas. T. Carthage

Griffin, H. L. Star

*Griffin, M. A Asheville

Griffin, W. R Asheville

Griffith, F. W Asheville

Griffith, L. M., O.A.L.R.— Asheville

Griggs, John B Elizabeth City

Grimes, W. L Winston-Salem

Groome, J. G High Point

*Groves, R. B Lowell

*Gwyn, H. L Yanceyville

Gyles, Roland C Siler City

Hackler, R. H Walnut Cove

Hackney, Ben H Lucama
Hagaman, J. B Boone

Hahn, Milton Asheville

*Halford, Jos. W... Lillington

Hall, James S Wilmington

*Ha)l, J. Clegg Albemarle

Hall, Price B. Cherryville

Halsey, Benj. F. (Hon.) Roper

Hambrick, Robt. T — Hickory

•Hamilton, John H .Wilmington

*Hammond, A. F Pollocksville

Hamrick, T. G Shelby

Hand, Edgar H Charlotte

Hanes, F. M Winston-Salem

Hanes, J. L Pine Hall

*Harbison, J. W..-- Shelby

Hardee, Parrott R Stem

*Hardee, W. P Durham
•Harden, Graham Burlington

Harden, R. N Greensboro

*Hardin, E. R..__ Lumberton

Hardin, R. H Banner Elk

Harding, S. A Mocksville

Hardy, Ira M., O.A.L.R Kinston

Harper, J. H Snow Hill

Harper, J. M Cameron

Name Address

Harrell, Geo. N Murfreesboro

Harrell, S. N -- Tarboro

Harrill, L. B - Caroleen

Harris, Arthur G. ._ Fairfield

•Harris, F. R. (Hon.) Henderson

•Harris, W. T Troy

Harison, Edmund Greensboro

Harrison, H. H Asheville

Harriss, Andrew H. (Hon.)

W^ilmington

•Hart, Jno. E Wadesboro

•Hart, V. K Statesville

Hartsell, F. E Oakboro

Hartsell, J. A Concord

Harvey, W. W. .Greensboro

•Hatcher, M. A Hamlet

Hathcock, Thos. A Norwood

Hayes, R. B Hillsboro

•Hays, B. K., (Hon.) Oxford

•Haywood, Hubert B., Jr., Raleigh

•Hayworth, C. A Asheboro

Head, W. T.. Campobello, S. C, Rt. 4

(Rutherford Co.)

•Hedrick, C. R. Lenoir

•Hege, J. Roy Winston-Salem

Heighway, S. C Murphy

Heilig, Herman G Salisbury

Helsabeck, C. J Walnut Cove

Helsabeck, R. S Mizpah

•Hemmingway, J. D Bethel

Henderson, C. C Mount Olive

Henderson, Jno. P Jacksonville

Henderson, R. B Franklinton

Henderson, S. McD Charlotte

•Henderson, T. B., O.A.L.R...Goldsboro

•Henry, T. B Rockingham

Hensley, Chas A Asheville

Herbert, Fred L Andrews

•Herbert, Wm. P Asheville

•Herman, Chas. B Statesville

Herring, Benj. S... Wilson

Herring, R. A .— Greensboro

Hester, Jos. R Knightdale

•Hiatt, H. B. High Point

Hickman, M. T.. ...Hudson

Hicks, Calvin S Durham
Hicks, I. F Dunn

Hicks, Romeo (Hon.) Henrietta
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Name Address

*Hicks, V. M., Oph Raleigh

Highsmith, Charles Dunn.

*Highsmith, J. D Fayetteville

*Highsmith, J. F. (Hon.) - Fayetteville

*Highsmith, Seavy Fayetteville

Hill, J. N Murphy

Hill, W. Lee Lexington, Rt. 4

Hill, Wm. I Albemarle

Hines, E. R Rocky Mount

HInnant, Milford Micro

*Hlpp, Edw. R Charlotte

Hobgood, J. E. Thomasville

Hocutt, Battle A Clayton

Hodge, A. R ...Severn

Hodges, Jos. M. Boone

Hodgin, H. H Red Springs

Hoggard, J. T Wilmington

Hoggard, Wm. A Hertford, Rt. 3

Holden, E. C High Point

Holliagsworth, E. M Mount Airy

Hollingsworth, E. T Goldsboro

Hollingsworth, Robt. E... Mount Airy

*Holloway, O. W Durham
*H611oway, Robt. L W. Durham
Hollyday, W. M., O.A.L.R. ...Asheville

*Holmes, A. B Fairmont

Holt, D. W Greensboro

Holt, T. J Warrenton

*Holt, Wm. P Erwin

*Holt, Wm. P., Jr., Erwin

Holt, Wm. T McLeansville

Holton, Thos. J Charlotte

Honnett, Joseph H Wilmington

Hood, J. Sidney Gastonia

*Hooker, John S Farmville

Hooks, Thel Smithfield

Hooper, D. D Sylva

Hooper, Jos. W Wilmington

Hoover, C. H Crouse

Hord, J. G Kings Mountain

Horsley, H. T Franklin

Horton, M. C, O.A.L.R ...Raleigh

Horton, W. C Raleigh

Houck, Albert F. (Hon.) Lenoir

Houser, E. A Shelby

Hovis, L. W., O.A.L.R Charlotte

*Howard, C. E ...Goldsboro

Howard, J. R. Concord

Name Address

Howe, Wm. B. W., Jr.

Hendersonville

Howell, W. L Ellerbe

Hoyle, Hughes B Manteo

*Hubbard, Chas C Farmer

*Hubbard, Fred L. North Wilkesboro

*Hudson, C. C Greensboro

Huffines, T. R Asheville

Hunt, J. F Spindale

Hunt, W. Bryce Lexington

Hunter, Frank P Warrenton

Hunter, J. P Cary

Hunter, L. W. (Hon.) Charlotte, Rt.l

Hunter, Myers Charlotte

Hunter, M. C Huntersville

Hunter, W. B Cramerton

Hurdle, S. W Winston-Salem

Huston, Jno. W..... Asheville

Hutchins, E. M North Wilkesboro

Hutchinson, S. S Bladenboro

Hyde, Francis E Beaufort

*Ingersoll, Louise M Asheville

Ingrain, Chas B. (Hon.) Mt. Gilead

Irwin, Hamner C Pocatella, Idaho

(Mecklenburg Co.)

Irwin, Pfenderson .....Goljdsboro

*Irwin, J. R. (Hon.)...... ...Charlotte

*Ivey, H. B Goldsboro

*Ivey, R. R., U.S.P.H.S Biltmore

Izlar, H. L Winston-Salem

Jackson,, C. C Yeatsville

*Jackson, Walter Leo High Point

Jacocks, W. P New York City

(Lincoln Co.)

*James, Albert W .....Hamlet

*James, F. P Laurinburg

*James, W. D Hamlet

Jarboe, Parran Greensboro

Jarman, F. G Roanoke Rapids

Jenkins, Chas L. (Hon.) Raleigh

*Jennings, C. W., O.A.L.R. Greensboro

*Jennings, R. G ....Thomasville

Jervey, A. J Tryon

*Jett, Samuel G Reidsville

Jewett, R. D. (Hon.) O.A.L.R.

Wilmington

John, Peter Laurinburg

Johnson, B. C Bunn
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Name Address

Jolinson, C. T Red Springs

*jSohnson, Floyd \V)hiteville

*Johnson, Geo. W Wilmington

Johnson, Harry H Louisburg

*Johnson, Harry L Greensboro

Johnson, John B Old Fort

Johnson, N. M. (Hon.) Durham

Johnson, Otis H., Morehead

Jolinson, R. Lee Gastonia

John,son, Robt. Wade.... Apex
*Johnson, Thos. C Lumberton

Johnson, W. A. Reidsville-Mt. Airy

Johnson, W. C Canton

*Johnson, W. M Winston-Salem

Johnston, J. G., O.A.L.R. . Charlotte

Johnston, W. W Manteo

*Jonas, John F Marion

*Jones, A. G. (Hon.). ..Walnut Cove

Jones, Arthur O Greensboro

Jones, Beverly N., O.A.L.R.

Winston-Salem

Jones, Carey C Apex

Jones, Clara E. Goldsboro

Jones, R. Duval New Bern

Jones, R. Rives Winston-Salem

Jor.ics, Thomas J Lansing

Jones, T. Lester -.. Lansing

*Jones, W. M Gastonia

Jones, W. S Nashville

Jones, Wm. M Greensboro

Jordan, Chas. S. (Hon.) Asheville

•Jordan, T. M. (Hon.) Raleigh

Jordan, Wm. S., O.A.L.R. Fayetteville

*Joyner, C. C Farmville

*Judd, Eugene C Raleigh

Judd, James, M Varina

Julian, Chas. A. (Hon.)-..Greensbori

Kafer, Oswald O Edward

Kapp, Henry H Winston-Salem

Keiger, Jas. A Greensboro

Keiger, O. R Winston-Salem

Keith, Marion Y Greensboro

Kelly, Luther W Charlotte

Kende, Tibor Norbert .. Morganton

Kendrick, R. L... ...Elizabeth City

Kennedy, John P Charlotte

Kent, Alfred A. (Hon.) Winter

Park, Fla. (Caldwell Co.)

Name Address

Kernodle, Chas. E Elon College

Kerns, T. C, O.A.L.R...... Durham

Kerr, Jas. E. (Hon.)....Winston-Salem

Kerr, John D Clinton

Ketchie, J. M Salisbury

Kibler, W. H ...Morganton

Killian, P. B Hayesville

Kimberly, David Hot Springs

King, Edward Asheville

King, Parks M Charlotte

King, Richard M... Concord

Kinlaw, W. B Rocky Mount

Kinsman, Henry F Hamlet

Kirby, Guy S Marion

Kirk, W. R Hendersonville

Kirksey, James J Morganton

Kirksey, W. A Hope Mills

Kitchin, Thurman D Wake Forest

Knight, Floyd L Sanford

Knight, Wm. P. (Hon.) ...Greensboro

Knowles, D. L Rocky Mount

Knox, A. W. (Hon.) Raleigh

Knox, John, Jr., Lumberton

Koonce, S. Everett, O.A.L.R.

Wilmington

Kornegay, Lemuel W. ...Rocky Mount

Kutscher, G. W., Jr., Swannanoa

Lackey, F. H. Fallston

Lacy, Thos. A ...Moyock

LaiTerty, Robt. H Charlotte

Lambert, C. F Spruce Pine

Lambert, W. L Asheboro

Lamm, Isaac W Lucama
Lancaster, F. J Lexington

Landen, J. F Cinquapin

Lane, Bessie Raleig)h

Lane, John L., O.A.L.R. Rocky Mount

Lane, P. P Wilson

Large, H. Lee _ ..Rocky Mount

Larkin, E. W Hickory

I^asley, J. M Winston-Salem

Lassiter, C. L Fremont

Lassiter, H. G Weldon

Latham, Jos. R New Bern

Laton, Jas. F., O.A.L.R. ....Albemarle

Lattimore, E. B Shelby

Laughinghouse, Chas. O'H. (Hon.)

Greenville
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Name Address

*I^awrence, B. J Raleigh

*Lawrence, Ch'as. S.— Winston-Salem

Lawson, R. B Chapel Hill

Lea, J. I Tryon

Leak, W. G. East Bend

*Ledbetter, Jas. McQ., O.A.L.R.

Rockingham

*Lee, J. Marshall Newton Grove

Lee, Lawrence V Lattimore

*Lee, Mike Kinston

Lee, R. E Lincolnton

*Lee, S. E ....Sanatorium

*Lee, Thomas L Kinston

Leeper, Donald H Hiddenite

*Leinbach, Robt. F... Charlotte

Lentz, C. M Albemarle

Lewis, Geo. W. (Hon.) Wilson

Lewis, H. W. (Hon.) Jackson

Lieberman, Capt. John F., Ft. Bragg

*Lilly, Jas. M., O.A.L.R., Fayetteville

Linville, A. Y. (Hon.). Winston-Salem

Linville, W. C Goldsboro

Lister, E. W Weeksville

Lister, J. L Mount Olive

Little, E. E Statesville

Little, Lonnie M Statesville

*Livingston, E. A., O.A.L.R Gibson

Lloyd, B. B Chapel Hill

*Locke, Eva M White Rock

*Lockett, Everett A.....Winston-Salem

Logan, F. W. F Rutherfordton

*Long, Benj. Leroy Glen Alpine

Long, Edgar M Hamilton

*Lo"ng, Fred Y... ...Catawba

Long, Glenn .....Newton

Long, H. F. (Hon.) Statesville

Long, R. H Morganton

*Long, T. W. M Roanoke Rapids

Long, V. McK Winston-Salem

Long, Walter T.. Roxboro

*Lord, Marjery J... _Black Mountain

*Love, Bedford E Roxboro

Love, S. Glenu ...Asheville

*Love, Wm. M Monroe

Lovelace, Th'os. C Henrietta

*Lovill, Robt. J Mount Airy

*Lowery, Jno. P, Raleigh

Lowry, Sidney Allen Kings Mt.

Name Address

Lubchenko, N. E Harrisburg

*Lutterloh, I. Hayden, Jr Sanford

Lutterloh, I. H., Sr., ...Sanford

Lyday, Abram E Penrose

Lyday, C. E Gastonia

*Lyday, R. O Greensboro

Lyday, Wm. Monroe Brevard

Lyle, S. H Franklin

Lynch, Geo. B Brevard

Lynch, J. M Asheville

*Lyon, B. R Greensboro

Lyon, Henry Wise Rocky Mount

*MacConnell, John W., O.A.L.R.

Davidson

MacFadyen, Paul R Concord

MacNider, Wm. deB Chapel Hill

MacPherson, G. S Asheville

MacRae, J. D Asheville

*McAdams, C. R Belmont

McAnally, Jas. McG High Point

McAnally, Wm. J. (Hon.)

High Point

*McBrayer, L. B. (Hon.)

Southern Pines

McBrayer, R New Haven, Conn.

(Hoke Co.)

McBryde, M. H Reidsville

*McCain, P. P. Sanatorium

*McCain, Wm. R High Point

*McCall, A. C, O.A.L.R Asheville

McCanless, Wm. V Danbury

McCampbell, John Morganton

McChesney, W. W... Gastonia

McClees, E. C Elm City

McClees, J. E Maxton

*McClelland, J. O Maxton

McClellan, W. E Asheville

*McCombs, C. J Gastonia

McConnell, H. R. Gastonia

McClotter, St. Elmo Bayboro

McCracken, C. M. Fairview

*McCracken, J. R., O.A.L.R.

Waynesville

*McCreary, A. B Rockingham

McCuiston, A. M... Kinston

McCutchan, Frank Salisbury

*McCutcheon, W. B ....Durham

*McDade, B. B..... ...Corbett, Rt. 1
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Name Address

*McDaniel, L. E Jackson

*McDonald, A. A Jackson Springs

McDowell, F. C Zebulon

*McDuffie, "W. N Hemp
McElwee, Ross S Statesville

McFadden, R. H Charlotte

*McFadyen, O. L Fayetteville

*McGeachy, R. S. (Hon.) Kinston

McGee, G. M. -, Greensboro

McGee, Jas. W. (Hon.) Raleigh

*McGehee, Jno. Wm Reidsville

McGoogan, Benj. J McFarlan

*McGregor, Geo. D. Charlotte

McGuire, B. B Rainbow Springs

Mcintosh, D. M Old Fort

*McIntosh, W. R Rockingham

*McIver, Lynn Sanford

*McKay, H. W. .._. .....Charlotte

*McKay, Jos. F Buies Creek

*McKay, W. P Fayetteville

McKee, John S Raleigh

McKenzie, Wm. W. (Hon.) Salisbury

*McKnight, R. B Charlotte

McLaughlin, C. S Charlotte

McLaughlin, J. E. (Hon.) Statesville

McLean, Allen Wagram
*McLean, E. K... Charlotte

McLean, John W Godwin

McLean, Peter Laurinburg

*McLeIland, W. D Mooresville

McLemore, Geo. A Smithfield

*McLeod, A. H Aberdeen

*McLeod, W. G Southern Pines

McLesky, J. H Charlotte

McManus, W. L Greensboro

McMillan, B. F. (Hon.). Red Springs

McMillan, E. G Maxton

McMillan, J. M Candor

McMillan, R. D Red Springs

McMillan, W. D. (Hon.)..Wilmington

*McNairy, Caroline Lenoir

McNairy, C. Banks Lenoir

McNeill, Jas. H North Wilkesboro

McNeill, Jas. W. (Hon.) Fayetteville

McPhail, L. D Charlotte

McPhaul, W. A Charlotte

McPherson, C. W., O.A.L.R.

Burlington

McPherson, R. G Saxapahaw

Name Address

McPherson, S. D., O.A.L.R.. Durham
Macon, G. H Warrenton

Mahoney, A. F Monroe

Malcolm, Capt. Robt Fort Bragg

Mallett, E. P Hendersonville

Malloy, S. A Yanceyville

Maness, J. M., O.A.L.R Ellerbee

Mangum, C. P Kinston

Mann, I. Thurman High Point

Manning, I. H Chapel Hill

Manning, John M. (Hon.)... Durham
Mariner, N. B Belhaven

Markham, Blackwell... Dutham
Marr, M. W Pinehurst

Marsh, Frank B.. Salisbury

Martin, J. A.... Lumberton

Martin, J. F Dunn
Martin, J. H Red Oak
Martin, J. W Roanoke Rapids

Martin, Lester P Mocksville

Martin, Moir S Mt. Airy

Martin, Richard E., East Bend

Martin, Sydnor L Leaksville

Martin, W. C, O.A.L.R. ...Mocksville

Martin, Wm. F Charlotte

Martin, W. J Davidson

Mason, Manly Newport

Massey, C. C Smithfield

Matheson, Jas. P., O.A.L.R. Charlotte

Matthews, James O.....Clinton, R.F.D.

Matheson, R. A Raeford

Mathews, Vann M Charlotte

Matthews, M. L. Sanford

Matthews, Wm. W Spray

Maxwell, C. S...... Beaufort

Maxwell, H. B Whiteville

Maxwell, J. F Pink Hill

Mayerberg, I. W Selma

Maynard, J. D Wadesboro

Meadows, W. J Greensboro

Mears, George A Asheville

Mebane, W. C Wilmington

Melvin, W. C Linden

Menzies, H. C. (Hon.) Hickory

Menzies, H. H Hickory

Meroney, B. B Murphy

Merritt, John H Woodsdale, R. 1

Micheaux, Edward R Greensboro

Miles, May S Greensboro
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Name Address

Millander, C. W Asheville

*Miller, J. F Marion

Miller, Oscar L Gastonia

*Miller, R. C- Gastonia

Miller^ Robert B. Goldsboro

*Milliken, J. S- — Southern Pines

*Mrmms, C. W. Winston-Salem

Minor, Charles L. (Hon.) -Asheville

Misenheimer, C. A. (Hon.)- Charlotte

Misenheimer, Thos. M Charlotte

*Misenheimer, E. A Concord

Mitchell, G. P Jennings

*Mitchell, Geo. W __....Wilson

Mitchell, Jesse H —.Ahoskie
Mitchell, Paul H Ahoskie

*MitchelI, R. C Mt. Airy

Mitchell, Thos. B Lincolnton

Mitchell, W. F Shelby

* Mitchell, Z. P Weldon

Mitchener, J. S., O.A.L.R Raleigh

Mock, Frank L Lexington, R. 3

Monk, Henry L Salisbury

*Monroe, J. P Sanford

Montague, S. J Durham
Montgomery, Harry M. ..Burlington

*Montgomery, John C. (Hon.)

Charlotte

*Montgomery, Kenneth, E Asheville

Moore, Alexander W Charlotte

Moore, B. C Wingate

Moore, C. E Greensboro

*Moore, Chas E. (Hon.) Wilson

Moore, D. B Mt. Holly

*Moore, D. B Badin

Moore, D. F...... Shelby

*Moore, Edwin G. (Hon.)....Elm City

*Moore, Henry B Graham
Moore, Julian A Wilmington

Moore, Jos. N., Marshall

*Moore, K. C. Wilson

Moore, Oren Charlotte

Moore, R. A Charlotte

Moore, R. A Winston-Salem

Moore, T. V. Acme
*Moore, W. Houston. Wilmington

Moore, Wm. James Asheboro

Morgan, B. E Asheville

*Morgan, G. A Asheville

Name Address

Morrill, D. S Farmville

Morrill, Jenness Falkland

Morris, G. Dillon Goldsboro

Morris, Geo. B Goldsboro

*Morris, Jos. A. Oxford

Morrow, Wm. C Andrews

Morton, J. X Faison

Moseley, Chas. W. (Hon.) Greensboro

Motley, Fred Elliott Charlotte

*Mudgett, W. C -Southern Pines

Munroe, H. Stokes Charlotte

Munroe, J. P. (Hon.) Charlotte

Munt, H. F ...Winston-Salem

Murchison, D. R Wilmington

Murphy, Gibbons W — Asheville

*Murphy, John G., O.A.L.R.

Wilmington

*Murpliy, W. B Snow Hill

*Murray, R. L. Raeford

Myers, Alonzo Charlotte

*Myers, John Q — Charlotte

Myers, R. W.— Fullers, Rt. 1

Nalle, B. C .-Charlotte

Nance, C. L. Charlotte

*Nash, J. Fred St. Paul

Neal, Kemp P Raleigh

*Neal, Paul N Raleigh

Nelson, R. J. (Hon.)....Robersonville

Nesbitt, Charles T Wilmington

Neville, H. C, -Enfield

Newby, G. E..... Hertford

Newcombe, A. P., Jr., Henderson

*Newell, H. A., O.A.L.R. ...Henderson

Newell, J. O Louisburg

Newell, Leone B Charlotte

Newman, Harold H. Salisbury

Newman, L. B Franklin

Newton, Howard L Charlotte

Nichols, Alvin A Sylva

Nichols, Asbury S Sylva

*Nichols, Austin F ..Roxboro

Nichols, Rhodes E Durham, Rt. 8

Nicholson, B. M Enfield

Nicholson, C. R.... Statesville

Nicholson, N. G ...Mt. Gilead

Nicholson, J. L.. Washington

Nicholson, J. T...... Bath

Nicholson, P. A. (Hon.) ...Washington
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Name Address

Nicholson, S. T. (Hon.)—Washington

Nisbet, D. Heath ...Charlotte

*Nisbet, Walter O .....Charlotte

Noble, R. J. (Hon.)-- Selma

*Noble, R. P.. Raleigh

Nobles, Jos. E. ...Greenville

*Noblin, Roy L Stovall

Noell, R. H ...Rocky Mount

*Nolan, J. V Kannapolis

Norburn, C. S ..Asheville

Norburn, R. L Asheville

*Norfleet, A. C Tarboro

Norfleet, E. P Roxobel

Norfleet, L. E., O.A.L.R Tarboro

Norman, J. S., O.A.L.R Hickory

*Northington, J., M Charlotte

Nowell, S. C Hickory

Oates, George Grover

*0'Briant, A. L. Sanford

*Ogburn, H. H Greensboro

Ogilvie, Hanson S Asheville

Olive, P. W Fayetteville

Oliver, A. S Benson

*Orr, Chas. C __....Asheville

Orr, P. B Asheville

*Orr, W. J. B Smithfield

Owen, J. F Raleigh

*Ownby, Arthur D ...Greensboro

*Pace, K. B Greenville

Packard, G. H Meredith, N. H.

(Madison Co.)

Padison, J. R Kernersville

*Page, B. W Maysville

Palmer, Horace ^Littleton

Palmer, M. C Tryon

*Palmer, R. W Gulf

Parker, Clifton G Woodland

*Parker, G. E Benson

Parker, Geo. F Asheville

*Parker, H. R Greensboro

Parker, John Rainey... Burlington

*Parker, O. L Clinton

Parker, Paul G Erwin

Parks, W. B Gastonia

*Parrott, Albert DeK Kinston

*Parrott, Jas. M. (Hon.) O.A.L.R.

Kinston

Parrott, M. C Kinston

Name Address

Parrott, Wm. T. Kinston

Parsons, W. H. Ellerbe

*Pate, F. J., O.A.L.R Greensboro

*Pate, Jas. G Gibson

*Patman, W. L. Greensboro

Patrick, Geo. R., Jr., .Bessemer City

Patrick, J. E Bahama
Patrick, L. N., O.A.L.R Gastonia

Patterson, Fred M Greensboro

*Patterson, Jno. A., O.A.L.R. Concord

Patterson, Jos. F. Now Bern

Patterson, Reid ... Chnrloite

Patton, A. B. Ilendersonville

Payne, J. W E. Flat Rock

Payne, R. L Monroe

*Pearson, H. C Pineops

Pearson, Raymond Monroe

Peek, W. A. Ramsaytown

Peeler, Clarence N., O.L.A.R. Charlotte

Peeler, John H. Salisbury

Peery, Vance P Kinston

Peete, C. H Warrenton

Pemberton, Wm. D. (Hon.) Concord

Pendleton, Wilson ...Asheville

*Pepper, Jno. Kerr Winston-Sa'em

Perkins, David R Marshville

Perkins, Jno. R., O.A.L.R.

Winston-Salem

Perry, A. H Wood
*Perry, D. R Durham
Perry, E. M ...Rocky Mount

Perry, H. B Valle Crusis

Perry, H. G Louisburg

Perry, Robt. E Greensboro

Person, Edgar C, O.A.L.R. Pikeville

Person, H. M .Goldsboro

Person, J. B Selma

Person, T. E Stantonsburg

Peters, W. A Elizabeth City

Peterson, C. A Spruce Pine

Peterson, J. M Spruce Pine

Peterson, W. C ..Wilmington

Petrie, Robt. Wm., O.A.L.R Lenoir

Petteway, Geo. H Charlotte

*Pfohl, Samuel F. (Hon.)

Winston-Salem

Phifer, Edward M Morganton

*Phi'lips, C. C Charlotte
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Name Address

*Phillips, C. H Thomasville

Phillips, J. W Liberty

Pickett, John A., Burlington, R.F.D.l

Pierce, S. B Weldon

Pittman, E. E Oak City

Pittman, M. A Wilson

*Pittman, R. L Fayetteville

Pitts, W. I Lenoir

Plyler, R. J Salisbury

*Pollard, W. B Winton

Pollock, Raymond New Bern

*Pool, B. B Winston-Salem

Poole, C. G Winston-Salem

Poole, Claud T St. Pauls

*Pope, Henry T Lumberton

Post, J. J. Greensboro

*Poston, J. Lewis.. Statesville

Powell, Albert H. Durham
Powell, H. H Stantonsburg

Powers, John B Wake Forest

*Press'y, Geo. W. (Hon.) ......Charlotte

Pressly, J. L. Statesville

Pressly, J. M Belmont

Pritchard, G. L Black Mountain

Pritchard, Jno. L Windsor

Proffit, Thos. J Elk Park

*Proctor, I. M Raleigh

*Pruitt, G. C... Monroe

Pugh, Chas. H. Gastonia

Purdy, J. J. Oriental

Putney, R. H Elm City

*Query, Richard Z. Charlotte

*Quickel, Thos. C, O.A.L.R. Gastonia

Quinn, Robert F Magnolia

*Raby, J. G Tarboro

*Rainey, W. T Fayetteville

Ramsey, James G Salisbury

Rand, C. H Fremont

*Rankin, P. R Mount Gilead

Rankin, R. B Kannapolis

*Rankin, S. W Winston-Salem

*Rar.kin, Watson S Cliarlotte

*Ranson, J. Lester Charlotte

*Ravenel, S. F. Greensboro

Ray, F. L. .Charlotte

*Ray, John B Leaksville

Ray, O. L Raleigh, Rt. 1

Ray, R. C. Beaver Creek

Reaves, C. R., O.A.L.R.....Greensboro

Name Address

Reaves, W. P., O.A.L.R. ..Greensboro

Redding, Alex H Cedar Falls

*Redfern, T. C Winston-Sa'em

Reed, D. H Maxton

Reed, John F Concord

*Reeves, A. F ...Asheville

Reeves, B. E W. Jefferson

Reeves, R. J Leicester

* Register, F. M Raleigh

Reid, Geo. P ...Forest City

Reid, James W Lowell

Reid, Thomas N Matthews

*Reitzel, C. E High Point

Reynolds, C. V. (Hon.) Asheville

Rhodes, James S Williamston

Rhudy, Booker E Greensboro

*Rhyne, Robt. E Gastonia

Rhyne, S. A Statesville

Richardson, F. H Black Mountain

Ricks, Leonard E -... Fairmont

Riddle, J. B. Morganton

Rigsbee, A. E Durham
Ring, Joseph W Elkin

Ringer, Paul H Asheville

Roberson, Charles Greensboro

*Roberson, Foy Durham

Roberts, Bryan Nazer Lor.gwood

Roberts, B. W. Durham
Roberts, Frank Marshall

Robertson, James F Wilmington

Robertson, J. N Fayetteville

Robertson, W. Burdette Burnsville

* Robinson, J. D. ...Wallace

Robinson, W. F Mars Hill

Robinson, W. J Creston

Rodgers, Jas. Rufus Ra'eigh

*Rodgers, W. D Warrenton

Rodman, J. C. (Hon.) Washington

Rodwell, Jno. W Mocksville

Rogers, W. A. (Hon.).... ..Franklin

*Root, Aldert S Raleigh

Rose, A. H Smithfield

Rose, David J Goldsboro

Ross, Geo. H. East Durham

Ross, Otho B Charlotte

*Ross, Robert A ....Durham

*Ross, Robert D Wadesboro

*Rosser, 11. G Vass
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Name Address

Rourk, W. A Shallotte

Rouse, Noah ._ Belhaven

*Rousseau, J. P. Winston-Salem

*Royal, Ben F Morehead City

* Royal, D. M. _ Salemburg

Royall, M. A Elkin

*Royster, Hubert A. (Hon.) Raleigh

Royster, S. S ..Shelby

*Royster, Thos. S - ....Henderson

Royster, \V. I. (Hon.) Raleigh

Rozier, R. G Cerro Gordo
Rucker, A. A Rutherfordton

*Rudisill, J. D Lenoir

Ruffin, J. B Powellsville

*RusseiI, C. R ..Granite Falls

Russell, Jesse M Canton

Russell, Lloyd P Fletchers

Sabiston, Frank, O.A.L.R Kinston

Sadler, R. C Whiteville

Saliba, M. M., O.A.L.R Wilson

Sai7ey, E. McQueen Saluda

Salmons, H. C Elkin

*Salmons, L. R. Winston-Salem

Sample, R. C Hendersonville

Sams, W. A Marshall

Saunders, Jos. H Williamston

*Saunders, S. Stewart High Point

Sawyer, Chas. J. (Hon.) O.A.L.R.

Windsor
Sawyer, W. W., O.A.L.R.

Elizabeth City

Scales, R. B Salisbury

SchafHe, Karl. Asheville

Scharllert, P. O Winston-Salem

Schaub, O. P., O.A.L.R.

Winston-Salem

Schenk, Sam M Shelby

Schoenheit, 1E. W Asheville

Schonwald, J. T. (Hon.) Wilmington

Schoonover, R. A. Greensboro

Schuler, J. E. East Durham
*Scott, Charles L..... Sanford

Scott, R. C Asheville

Scott, S. F ......Union Ridge

Scott, W. M Winston-Salem

Scruggs, F. B Cliffside

*Scruggs, W. H Gastonia

Scruggs, W. Marvin Charlotte

Name Address

Seay, T. W East Spencer

Sessoms, E. T. Roseboro

Sevier, D. E. (Hon.) Asheville

Sevier, J. T. (Hon.) Asheville

*Sewell, Marion H. Jackson

Sexton, C. Hector... Dunn
Shafer, Irving E ...Salisbury

*Shamburger, J. B. (Hon.) Star

*Sharpe, C R. Lexington

*Sharpe, F. A. Greensboro

Sharpe, Frank L Statesville

*Sharpe, O. L. Greensboro

*Shaver, W. T Badin

*Shaw, J. A Fayetteville

*Shaw, W. G. Wagram
Shellum, O. W Denver

Sherrill, C. L Statesville

Sherrill, H. R Lawndale

*Shields, Henry B Carthage

Shirley, H. C, O.A.L.R Charlotte

Shohan, Jos Greensboro

*Shore, Clarence A Raleigh'

Shreve, J. R Brown Summit
*Shuford, Jacob, H Hickory

*Shull, J. Rush Charlotte

*Si3bury, J. B. Wi'mington

Sigman, F. C. Spencer

*Sikes, G. L Salemburg

Sikes, G. T. (Hon.) Creedmoor

*Simmons, L. L. O.A.L.R...Greensboro

Simmons, R. R Winston-Salem

Simpson, H. H Altamahaw
Singletary, G. C Clarkton

Sink, C. S N. Wilkesboro

*Sisk, C. N Raleigh

*Skinner, Louis C Greenville

*S;ate, John S Winston-Salem

Slate, J. W High Point

Slate, Wesley C Spencer

Sloan, A. B ..Mooresville

Sloan, D. B., O.A.L.R ...Wilmington

*Sloan, H. L., Oph Charlotte

Sloan, Wm. H Garland

Slocum, R. B Wilmington

Sloop, Eustace H Crossnore

Small, Victor R Clinton

*Smith, A. Jones Black Creek

*Smith, Annie T Durham
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Name Address

Smith, B. R. Asheville

*Smith, C. T..-_. Rocky Mount

Smith, D. L Saluda

Smith, F. C, O.A.L.R Durham
Smith, G. M. Monroe

Smith, J. A. -._ __-.- -- Lexington

Smith, James B. (Hon.), Pilot M't'n

*Smith, John McN. Rowland

Smith, Jas. T Westfield

Smith, Joseph Greenville

*Smith, Jos. E. Windsor

*Smith, L. J Wilson

*Smith, O. F Scotland Neck

Smith, Owen High Point

Smith, R. A. (Hon.) Goldsboro

*Smith, R. C Grifton

*Smith, R. E Mt. Airy

Smith, Robt. W. Hertford

Smith, W. F Chadbourn

*Smith, W. G ..Wendell

Smith, William Gordon Thomasville

*Smith, Wm. H Goldsboro

Smithwick, Jas. E. Jamesville

Smoot, J. E. Concord

*Snipes, E. P. (Hon.) Jonesboro

*Soady, J. H. Garner

Somers, L. P New Castle

*Sossoman, J. C. Midland

*Sowers, Jacob I>. Lexington

Sowers, Roy G. Jonesboro

Spainhour, Ellis H. (Hon.)

Winston-Salem

*Sparrow, Thos DeL. Charlotte

Speas, W. P., O.A.L.R. Hickory

*Speed, J. A Durham
Speight, J. A Rockj^ Mount

Speight, John W. Roper

Speight, J. P Rocky Mount

Spencer, Frederick B. Salisbury

Spencer, Wm. O. (Hon.)

Winston-Salem

Spicer, John Goldsboro

Spicer, R. W Winston-Salem

*Sp!cer, William Goldsboro

*Spikes, N. O Durham
Spoon, A. O Greensboro

Spoon, Chas. E Burlington

Sprinkle, C. N Weaverville

Name Address

*Sprui]l, Jos. L _ Jamestown

*Sprunt, W. H., Jr. _Winston-Salem

*Squires, Claude B Charlotte

Staley, S. Walter ...Rocky Mount

Stamps, Thos. (Hon.) Lumber Bridge

Stancell, W. W Seaboard

*Stanford, Lois Foote Durham
*Stanford, W. R Durham
Stanley, John H. ... .. Four Oaks

*Stanton, D. A. (Hon.) .... High Point

*Stanton, T. M High Point

Starr, H. F Greensboro

*Steel, Wm. C Mt. Olive

*Stevens, M. L. (Hon.) Asheville

Stevens, R. S Princeton

Stevens, W. L Shiloh

*Stewart, H. D Monroe

Stiilwell, H. C Maiden

Stirewalt, Neal JCann apolis

Stockton, W. I Carthage, R.F.D.

Stokes, Jas. E Salisbury

Stokes, P. B Kings Mountain

Stokes, R. L Brevard

Stone, Grady E. King

Stone, Geo. G Fayetteville

S'one, Wesley M. Dobson

Stoner, I. J. West Durham
*Straughan, J. W Warsaw
Street, C. A Winston-Salem

Street, M. E Glendon

Strickland, E. F. (Hon.)

Winston-Salem

Strickland, E. L Wilson

Strickland, J. T Nashville

Strickland, W. M Wendell

Stringfellow, Thos. WaynesvilUe

Strong, Chas. M. (Hon.) Charlotte

Strong, Wm. M Charlotte

*Strosnider, Chas. F ...Goldsboro

Strowd, W. A Durham
^Suiter, W. G... Weldon

Sullivan, Claude H., Charlotte

*Summerell, E. M. (Hon.] China Grove

Summerell, G. H Ayden

Summers, Chas. L. (Hon.)

Baltimore, Md., (Forsyth Co.)

Summey, T. J Brevard

*Sumner, G. H Asheboro
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Name Address

Sumrer, Tlios. W. -- Fletcher

Sumners, Emmett A Randleman

Surles, J. B ..Four Oaks

Sutton, Carl W Richlsnds

Sutton, Wm. G _— Seven Sprnigs

Swann, Jos. F — (iastonia

Sweaney, H. ]\I , Durham
*Swindell, C. L .._ Wilson

*Symington, John ._. .Pine Blunf

Talley, J. S Troutman

*Tantrersley, J. W. Greensboro

*Tate, C. S Ramseur

Tate W. C. Banner Elk

Tatum, Roy C. Statesville

Tatum, Walter Lowe Salisbury

Tayloe, D. T. (Hon.) Washington

*Tayloe, D. T., Jr., Washington

*Tayloe, John Cotton Washington

Tayloe, Joshua Washington

*Tay'Ioe, Joshua, Jr Washington

*Taylor, E. H. E Morganton

*Taylor, F. R -High' Point

Taylor, G. W _Mooresville

Taylor, H. C Charlotte

(Chadwick Sta.)

Taylor, James T. Greensboro

*Taylor, R. M
*Taylor, S. R., O.A.L.R. ..Greensboro

Taylor, T. G Leaksville

*Taylor, Wesley Greensboro

*Taylor, Wm. L. Oxford

Taylor, W. I. Burgaw
*Teague, S. E Hamlet
*Templeton, James M ..... Cary

*Templeton, J. Y Mooresville

Tennent, G. S., (Hon.) O.A.L.R.

Ashevillt,

Terry, Geo. H. B Oteen

Terry, J. R Lexington

Terry, P. R. Asheville

*Terry, Wm. Calvin Hamlet
Thaxton, B. A Roxboro

Thigpen, H. G Scotland Neck
Thigpen, Wm. J... Tarboro

Thomas, J. E Waxhaw
Thomas, J. G Greensboro

*Thomas, W. Clyde Siler City

*Thomas, Wm. N Oxford

Thompson, A. C Asheville

Name Address

*Thompson, A. F., O.A.L.R Troy

*Thompson, C. D High Point

*Thompson, Cyrus Jacksonville

•Thompson, E. S ...Winston-Salem

•Thompson, Hugh A Raleigh

Thompson, J. M Mebane

Thompson, Joseph W. Creedmoor

•Thompson, Malcolm D. Greenville

•Thompson, S. R Charlotte

Thompson, S. W., Jr. .. Morehead City

Thompson, W. A Rutherfordton

Thorp, A. T Rocky Mount

Thurston, Asa Taylorsville

Tidwell, J. E _ Andrews

Tiilotson, S. F Pilot Mountain

Tilson, Jacob C Marshall

Timberlake, C. V Youngsville

Timberlake, R. E. Youngsville

•Todd, L. C Charlotte

Toole, A. F Asheville

Townsend, M. L. ...Washington, D. C.

(Mecklenburg Co.)

•Toy, Calvert R Chapel Hill

Trantham, H. T. (Hon.) .... Salisbury

Triplett, W. R Purlear

•Trivette, W. A Hamptonville

Troxler, R. M Burlington

Tucker, Jno. H Charlotte

Tucker, W. A North Wilkesboro

•Turner, H. G Raleigh

Turner, J. P. Greensboro

Tuttle, A. F Spray

Tuttle, Reuben G. Winston-Salem

•Twitty, John C. Rutherfordton

Tydeman, F. W. L. ..... St. Louis, Mo.

(Member Mecklenburg Co.)

Tyler, E. R Durham
Tyner, Carl V Leaksville

Tyson, T. D Mebane

Underwood, O. E Roseboro

Upchurch, C. G. Apex
•Upchurch, Robt. T Henderson

Upchurch, R. W Durham
•Utley, H. H Benson

•Valk, A. deT. Winston-Salem

•Vann, H. M Wake Forest

Vann, J. R., Jr Spring Hope

•Van Poole, Carl M., Jr...China Grove

•Van Poole, C. M. (Hon.) Salisbury
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Navie

Vaughan, J. C Rich Square

*Verdery, W. C Fayetteville

Verner, Carl Hugh Forest City

Vernon, Jas. W Morganton

Vestal, Willis J. (Hon.)- - Lexington

Vick, Geo. D Selma

Wadsworth, H. B New Bern

Wadsworth, Wm. H Concord

*Wakefield, Harry A., O.A.L.R.

Charlotte

*Walker, H. D Elizabeth City

Walker, J. B Gibsonville

Walker, L. K Ahoskie

Walker, T. D Winston-Salem

*Walker, Walter E., O.A.L.R.

Burlington

Wall, R. L Winston-Salem

*Walters, Chas. M Burlington

Wannam.aker, Edw. J., Jr., Charlotte

Wanstrom, Ruth Asheville

Ward, Jesse E Robersonville

Ward, I. A Elizabeth City

*Ward, John LaB Asheville

Ward, Vernon A Robersonville

Ward, Wm. H. (Hon.) O.A.L.R.

Plymouth

*Ward, W. T Raleigh

*Warren, John W. Edenton

*Warren, R. F Prospect Hill

Warren, R. L Dunn
*Warren, Wm. E Williamston

Warrick, L. A Goldsboro

Waterhouse, R. G Kinston

W^atkins, F. B Morganton

Watkins, Geo. S Oxford

Watkins, G. T Durham
Watkins, John A Asheville

Watkins, W. M Durham
Watson, John B Raleigh

Watson, Leon Broadway

*VVatson, Thos. M Wilmington

Weathers, Bahnson ...Roanoke Rapids

Weathers, R. R. ... Knightdale

Weaver, Henry B. (Hon.) Asheville

Weaver, W. J Asheville

Webb, B. G Andrews

Webb, M. L. _ .Mayodan

*Webb, W. P Rockingham

Weddington, J. L Hendersonville

Name Address

Wellborn, Wm. R. Elkin

*Wessell, John C Wilmington

*West, B. C Kinston

West, C. F... Kinston

*West, Louis N., O.A.L.R Raleigh

West, Robert M. Salisbury

*Wharton, C. R Ruffin

Wharton, L. D. (Hon.) Smithfield

*Wheeler, J. H Henderson

Whelpley, Frank L Goldsboro

Whichard, M. P .....Edenton

Whicker, Guy L Kannapolis

Whisnant, Albert M. (Hon.) Charlotte

Whitaker, A. C Julian

*Whitaker, F. S ...Kinston

*Whitaker, Paul F Kinston

*Whitaker, R. B Whiteville

White, John W. (Hon.) . .Wilkesboro

White, R. A Asheville

White, Thos. P. Charlotte

White, W. M Lenoir

Whitehead, Edward
Whitehead, S. L Lumberton

Whitehurst, E. B Beaufort

Whitfield, Wm. Cobb (Hon.). Griffon

Whitley, Ayer Matthews

*Whitley, A. D. N Monroe

Whittington, Jas. B Winston-Salem

*Mniittington, W. W Snow Hill

*Wldenhouse, M. A Concord

Wier, J. E Asheville

Wiest, Paul F Asheville

Wilcox, J. W Hot Springs, S. D.

(Scotland Co.)

Wilkerson, Charles B. Raleigh

*Wilkerson, Charles E. Greensboro

Wilkerson, J. B Rosman
Wilkes, Grover C Sylva

*Wilkes, Marcus B Laurel Hill

*Wilkins, J. C Haw River

*Wilkins, J. W., O.A.L.R. ..Mt. Olive

*Wilkins, R. B., O.A.L.R Raleigh

Wilkins, Samuel A Dallas

*Wilkinson, C. T Wake Forest

Wilkinson, R. W., Jr.,...Wake Forest

Williams, Albert F.. Wilson

*Williams, Claude B Elizabeth City

Williams, Edward J. ...Monroe
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Name Address

Williams, James Marcus "Warsaw

*Williams, J. H. Sanatorium

M'^i'Iiams, John D., (Hon.)

Guilford Station

Williams, L. I.. Asheville

Williams, L. P Edenton

Williams, N. G- ...Franklin

Williams, R. C. Wallace

Williams, T. G Conetoe

Williams, Wm. Norman Tabor

Willis, A. P Candler

Willis, B. C Rocky Mount
*Willis, H. C, O.A.L.R Wilson

Willis, W. M Farmville

Wilson, Albert R. (Hon.). Greensboro

Wilson, Clarence L Lenoir

Wilson, N. G Madison

Wilson, R. G Biltmore

Wilson, Robert B Newton Grove

Wilson, W. E. Mooresville

Wilson, W. G. Smithfield

Windley, R. E Washington

Wingate, G. C Charlotte

Winston, A. R Franklinton

Wiseman, P. H.. Avondale

Wishart, Wm. E _.Charlotte

*Witherspoon, B. J Charlotte

*Wolfe, H. C, O.A.L.R. ...Greensboro

Wolff, D. R Greensboro

Woltz, John L Mt. Airy

Wood, E. J Wilmington

Wood, J. W Boiling Springs

Name Address

*Woodard, A. G., O.A.L.R. Goldsboro

*Woodard, C. A Wilson

Woodard, E. D Bayboro

*Woodard, G. B. , Wilson

*Woodcock, John H. .Hendersonville

Woodley, C. B Kinston

Woodruff, Fred G High Point

Woodruff, Julian S Charlotte

Woodson, Charles W Salisbury

Woodward, J. G Asheville

Wooten, Amos Monroe Pinetops

*W^ooten, Floyd P Kinston

*Wooten, W. I Greenville

*Wright, J. B., O. A.L.R. (Hon.)

Raleigh

Wright, O. E Winston-Salem

*Wyatt, A. T ....Lillington

Wyatt, H. L Greensboro

Wyatt, Wortham Greensboro

Wylie, W. DeK. Winston-Salem

*Yarborough, Frank Cary

Yarborough, R. F. Louisburg

*Yoder, Paul A Sanatorium

*Yokeley, Raymond V Thomasville

*York, Alexander Arthur... High Point

York, Hugh B Williamston

Young, C. R Angier

Young, G. McD Postell

Young, L. B Wake Forest, R. 3

*Yow, I. A Georgeville

Zimmerman, Robt. U. Lexington, R. 4

Zollicoffer, D. B Weldon
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1928

Alamance-Caswell 30

Anson 8

Ashe - -- 7

Avery , 6

Beaufort _____ 17

Bertie 8

Bladen 8

Brunswick 4

Buncombe 110

Burlve _ 12

Cabarrus 27

Caldwell 15

Carteret ____ 11

Catawba 16

Chatham 9

Cherokee — 10

Cho.-Per 9

Cleveland 20

Columbus 13

Craven _ 15

Cumberland 28

Currituck 2

Davidson : 18

Davie 5

Duplin _ _ 9

Durham-Orange 63

Edgecombe , 12

Forsyth 74

Frantlin 12

Gaston 39

Gates 1

Granville 14

Green ^ 5

Guilford __ 123

Halifa;x 17

Harnett 16

Haywood 8

Henderson 16

Hertford 7

Hoke _ _ 12

Hyde ...._ 1

Iredell-Alexander ___ 37

Jackson 5

Johnston 23

902

Jones 3

Lee 14

Lenoir ___ 23

Lincoln 13

McDowell 7

Macon-Clay - ... 9

Madison :_ 12

Martin 10

Mecklenburg _._ .___ ___ 119

Mit.-Wat. 9

Montgomery 10

Moore 20

Nash 30

New Hanover _ 38

Northampton ___ 8

Onslow . ._ .__. 6

Pamlico 5

Pas.-Cam.-Dare ___ 16

Pender __ 1

Person 7

Pitt 31

Polk 6

Randolph 11

Richmond 18

Robeson 29

Rockingh^^m 21

Rowan 42

Rutherford 22

Sampson _ 13

Scotland 12

Stanly _ 14

Stokes 8

Surry 22

Transylvania ._ 7

Union .__._ 16

Vance 12

Wake 82

Warren 6

Washington-Tyrrell 6

Wayne 38

Wilkes 11

Wilson » 36

Yadkin 2

Yancey ..._ 6

902 1732
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TRANSACTIONS
OF THE

NORTH CAROLINA PUBLIC HEALTH
ASSOCIATION

EIGHTEENTH ANNUAL SESSION

PiNEHURST, N. C, Monday, April 30, 1928

The North Carolina Public Health Association met in the ladies'

card room of the Carolina Hotel, Pinehurst, at 10 a. m. and was called

to order by the President, Dr. John H. Hamilton, Wilmington.

The invocation was said by the Rev. T. A. Cheatham, D.D., Southern

Pines.

APPOINTMENT OF COMMITTEES

Dr. C. C. Hudson, Vice-President, appointed the following Committee

on the President's Address: Dr. L. J. Smith, Wilson, chairman; Dr. R. L.

Carlton, Winston-Salem; Dr. L. J. Corbett, Goldsboro.

The President appointed the following committees:

Committee on Visitors and New Members: Dr. R. L. Carlton, Winston-

Salem; Dr. J. A. Morris, Oxford; Dr. R. E. Broadway, Southport.

Committee on Resolutions: Dr. A. C. Bulla, Raleigh; Dr. E. R.

Hardin, Lumberton; Dr. J. H. Woodcock, Hendersonville.

THE PRESIDENT'S ADDRESS
RESPONSIBILITIES OF THE HEALTH OFFICER

By John H. Hamilton, M.D., County Health Officer, Wilmington, N. C,

To prepare an inventory of the responsibilities of the health officer,

one must assume an introspective state of mind. Day dreaming is some-

times a pleasant occupation. Perhaps if we dream of things as they ought

to be, we may be enabled to see some of the responsibilities and oppor-

tunities which confront us in every day life. Therefore, let us dream of

the health officer not as he is but as he should be.

The responsibility of any person, regardless of position, is the proper

understanding of his place in the scheme of things. Can the health offi-

cer's place in the community be described better than as physician to the

community? The community as a unit is his patient instead of the mem-
bers of the community being his patients. One of the most just criticisms

ever lodged against the Doctor of Medicine as health officer, is that he

thinks in terms of individuals rather than of communities. Although medi-

cal training tends to emphasize individuals, the medical health officer

should endeavor to think of his community as a unit rather than as many
individuals.
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The physician's first responsibility to his patient is the diagnosis of

the patient's condition. The health officer should not be content to treat

the symptoms of the community. He should make an earnest endeavor to

diagnose its ills.

Communities have individuality. They differ from each other just as

people differ. The causes of infant mortality in one community may be

greatly different from those in another community. In community medi-

cine, we should have individual diagnosis just as we expect the practicing

physician to make a diagnosis on each of his patients.

The case record of a community will disclose that the family history

with its consideration of racial tendencies, susceptibility, immunities, etc.,

is important, as is the past history of epidemics, disasters, etc. In the

preliminary physical examination, we should consider the geographical

location, the topography, the climate, the population and its makeup, the

occupation of the people, housing conditions, recreational facilities, etc.

Careful scrutiny should be made of the water supply, the milk supply,

the food supply, and the excrement disposal system, for these factors have
a distinct bearing on the health of the community. They are fundamentals.

While much progress has been made in the water supply, the milk supply,

and excrement disposal problems, the food supply problem has been
sadly neglected with great frequency. This is particularly true of our

meats. Locally slaughtered meats are often disgraceful to the community
in which they are marketed. The health officer has a distinct responsibility

in this problem. It is a responsibility he should not shirk.

The examination should proceed with a careful study of each and
every factor which contributes to community health or disease.

The temperature, pulse, and respiration chart of our patient is the

mortality statistics of our community. Each health officer should make a

monthly and yearly compilation of these data. In communities of rela-

tively small population, such as we have in North Carolina, the abridged
international classification of causes of death would seem to be more prac-

tical and more informative than the complete list. Following the assembly
of these data, they should be carefully analyzed. We should have causes

of death by ages. Crude rates for oi'ganic heart disease, for instance, are

misleading. At present we assume that every person is born to die. It is

those who die before reaching the age of reasonable expectancy that

demand the thoughtful study of the health officer. Infant mortality rates

without an analysis of causes and ages are confusing. The degenerative

diseases are almost without exception a major problem in every commun-
ity. The importance of this problem can only be determined by a study
of the vital statistics. Definite information is necessary for an accurate

diagnosis.

Morbidity statistics, while less accurate than mortality statistics, are

valuable sources of information. In studying sickness and death, we must
consider norms and trends in order to detect variations or fluctuations.

This may be all painstaking and tedious but it gives the information which
we need for intelligent diagnosis.

Responsibility for making a diagnosis rests upon the health officer but
there is no necessity for his endeavoring to do this unaided and alone.
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There are the specialists of the State Board of Health, United States

Public Health Service, and various private agencies who will help him.

Sometimes there is difficulty in distinguishing between a bonafide con-

sultant and a detail man who has some program to sell us whether we

need it or not. These latter are generally more interested in the treatment

of our patient with their particular remedy than they are in aiding in the

diagnosis.

If one becomes discouraged in attempting a diagnosis of his patient

he has only to look into public health history to receive encouragement.

The first great contribution to modern sanitation was the report of Edwin
Chadwick to the Houses of Parliament in 184.2. This study still influ-

ences the British Ministry of Health. The first notable study in America

was that of Lemuel Shattuck and his associates in Massachusetts in 1850.

Of the New York survey in 1865, Haven Emerson states "It is, I believe,

not too much to claim that no area or population was ever before or has

been at any time since studied with such minuteness, such competence, or

with such constructive results in terms of human life."

Our diagnosis need not be pretentious and cannot be final. We are

working for ideal patients. Communities never get well and never die.

New conditions arise that deserve new diagnoses. We should be alert in

our observations, careful in our conclusions and courageous enough to

change a diagnosis when we are convinced a change should be made. We
should, however, attempt a diagnosis of the ills and problems of our

community. No one else has the same interest in nor as much information

about the community as its health officer.

The ills of any community are numerous. The treatment of those ills

is complex. It is the health officer's duty to get the patient to take the

proper treatment or treatments. Probably no community will take all

of the treatments indicated. Someone must decide what is the most

urgent or needed. The proper weighing of possibilities is a responsibility.

Placing of first things first is difficult. The proper selection must be based

on a painstaking estimate of the value of results per dollar invested. The
health officer should be courageous enough in his advice but tactful in

his insistence. The football team would prefer a straight march to the

goal but finds it expedient to attempt end runs and lateral passes to gain

ground. The health officer should study his tactics and plan his program

that he may advance toward his goal.

In this plan he must determine the kind of a player he himself is best

qualified to make. If he is a consistent plugger, he should not attempt the

spectacular. If he is spectacular by nature, it is inadvisable for him to

change his style. Generally, the health officer is captain of his team and
is permitted to play the game of his choice. If he is true to his own style,

he will make more progress than if he apes the style of a successful

neighbor.

He should keep in mind the condition for which his community
engaged him or his predecessor. If he were called on account of a typhoid

fever epidemic, it behooves him to see to it that typhoid fever is a rare

disease.

The Health Officer should issue statements concerning the progress

of his patient. Monthly and annual reports should be made available to
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the public. These may be interspaced with sundry news items that convey

information. The medium of disseminating information depends largely

upon the nature of the community and the style of the health officer.

Some communities are interested in moving pictures carrying health

propaganda. Others are not. The same can be said of any other medium.

The mode of dissemination is not nearly so important as the complete-

ness of dissemination.

We should debunk our health education. The propaganda which we

issue ought to be truthful and correct. It should not be approved because

it is clever, because it is startling, nor because it is novel, but because it

is correctly true. Then we can make it clever, startling, or novel if

possible.

In dealing with degenerative diseases, we have in the past talked of

organic heart disease, of nephritis, and perhaps of hypertension. We have

not aroused much action on the part of the public. We have said little of

cancer, yet in cancer we have a degenerative disease which makes a

dramatic appeal. Therefore, cannot we in rallying around the cancer pro-

gram accomplish what we have hitherto failed to do, namely, an early

diagnosis not only of cancer but of organic heart disease, nephritis,

hypertension, tuberculosis, and syphilis.

The health officer should check up the completeness and the effective-

ness of his treatment at frequent intervals. There have been many ap-

praisal forms devised for this purpose. The perfect form has yet to be

found but each when properly filled out may reveal some weakness or

unexpected strength in our program.

It is the health officer's duty to interest himself in the affairs of the

community. He has an opportunity to contribute to its general welfare.

Any improvement which he may aid is good public health. Rupert Blue,

former Surgeon General, said in substance that the most important public

health measure is a living wage for every one. If a change in policy is

poor economics, it is poor public health.

The health officer should constantly endeavor to keep hinjself well

informed. He should have a liberal array of professional journals, re-

ports, and bulletins. He should read them and file them away for future

reference. He ought to know what the other fellow is doing and endeavor

to try new methods. He should try his hand at writing that he may have

a permanent record of his mental processes. He should attend profession-

al meetings and exchange ideas with fellow workers.

There is practically unanimous opinion that it is the health officer's

duty to abstain from partisan politics. The welfare of his program ought

to be foremost in his mind and should not be subjected to the hazards

of political turmoil.

The support of the organized medical profession is one of the most

desirable objectives of the health officer. The best method of securing this

help ought to have the most thoughtful consideration. The border line of

successful state medicine can best be determined by the practitioner.

There is another responsibility of the health officer—the duty of

enjoying his work. No worker can do good work unless he has a pride in

his craft. All one gets out of life is a living. Therefore, to enjoy life, we

must enjoy our work. If we do not enjoy health work we should get into
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a position where the pay is better. The profession offers poor financial

reward. Health officers will continue to find their principal remuneration
in the joy of serving others. The search for gold is not always profitable.

Roger Babson in his book "The Fundamentals of Prosperity" writes of

an interview with the President of the Argentine Republic. Mr. Babson
asked the President if he could explain the fact that the United States

had outstripped her sister republics. The President's reply was startling.

"When the Spaniards settled South America they came in search of gold,

but when the Pilgrims settled North America, they came in search of

God." Only a missing letter but all the difference in the world.

Dr. C. E. A. Winslow in his presidential address to the American
Public Health Association quoted from Dr. Benjamin Lee's presidential

address before the Association in 1901 as follows: "One who has devoted
the best years of his life to the study and practice of preventive medicine,
and who thoroughly believes that next to the ministry of religion, the min-
istry of health constitutes the noblest calling in which man can engage,
may be pardoned if he express the sentiment that, having received the
verdict of approval from long valued friends and deeply respected peers,
the summit of his ambition has been attained and earth has no richer
prize to offer him." Most of us either have or expect to devote the best
years of our lives to preventive medicine. All of us hope to have the
approval of our friends and the respect of our peers. 'To attain these
expectations and fulfill these hopes is our opportunity and our responsi-
bility.

PRESENT DAY VENEREAL DISEASE

By R. M. BuiE, M.D.

Guilford County Health Officer, Greensboro.

The prevalence of venereal disease and its control would probably be
a more suitable title for what I have to say.

To my mind the venereal problem of today is one of the most serious
of all the problems that the public health workers have to deal with.
It is a deadly menace to the future generation of our state and nation.
Geographically venereal disease ranges from pole to pole, nor does it

respect race, creed or social status. At one time in medical history syphilis
was considered a disease of kings and the wealthy. In France it is called
Lues, from the fact it was so prevalent among the King Louis' of France
in former times. Now it is a disease of all walks of life—from the highest
individual to the lowly pauper who is cared for by our community
workers. It is not affected by seasons, nationalities, or continents. Other
communicable diseases are usually acute and self limited. Venereal dis-
ease, especially syphilis, when allowed to go untreated or partially
treated—the results are disastrous. It causes disappointment, barren
homes, repressed desires, sin, divorce, wrecked careers, and all the trag-
edies we see enacted every day on the stage of life.

Of all reportable disease we have less accurate statistics on venereal
disease than any other. I believe I am conservative in saying about one
case in every ten is reported. Only recently I had several physicians ask
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me if it was necessary to report gonorrhea. Another physician who has

quite a large practice told me he had never reported a case of gonorrhea.

I know a town of about 30,000 inhabitants whose health department does

not require the reporting of venereal disease.

In the United States the movement for the control of gonorrhea and

syphilis reached the peak of effectiveness during the World War. The
movement for the control of these diseases is now somewhat on the up-

grade from the bottom of a declivity down which it gently subsided since

the war. Is the movement for the control of gonorrhea and syphilis

merely a war time emergency? And does peace justify its return to the

obscurity that enveloped it before the war? No public health worker

could concede such a point of view for a minute. A disease such as gon-

orrhea—almost as common as measles which affects from 50 to 60 per

cent of males at some time in their life history, and whose complications

are responsible for a considerable part of the specialties of gynecology

and urology—is not a mere war time emergency. A disease such as

syphilis which ranks among the foremost if not actually the first of all

causes of death which affect mankind, a disease which has five million

presumptive victims in the United States alone, which produces 13 per

cent of insanity in our asylums and an unrecorded toll of prenatal mor-

tality, deafness, visual handicap and blindness, cannot be returned to

the obscurity of peace.

Let us glance for a moment at the number of cases of venereal dis-

eases reported in North Carolina for the past five years

:

1923 1924 i925 1926 1927

Syphilis 3559 3153 3161 3044 3244

Gonorrhea 3008 2556 3264 2107 2011

In five years a decrease of syphilis of 315 cases and about 1000 cases

of gonorrhea.

Here is the statistics for Guilford County outside of High Point

and Greensboro for the past three years

:

1925 1926 1927

Syphilis -- 107 102 107

Gonorrhea - 43 34 23

Here we have an increase of 20 cases of syphilis in three years and a

decrease of 20 cases of gonorrhea. As I said before only about one case in

every ten of venereal disease is reported. Also about 10 per cent of the

cases reported is done by other physicians. Most of these cases referred

to the Health Department because they are out of funds to pay the

physician reporting them.

I only have the reports for the United States for the year 1925. The
number of cases of syphilis reported exceed that of any other reportable

disease, ranking ahead of measles. Gonorrhea stood fifth with a total of

166,208.

Now if you will pardon me I will give you some of my experiences

with venereal diseases for the past three years as Health Officer of Guil-

ord County. First let us turn our attention to some of the incurable, and
the cost to the county of taking care of them. There is at present in our
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county home 12 helpless inmates whom I have definitely diagnosed as

being incurable venereals. There are nine whites and three colored, their

ages ranging from 21 to 54 years. Their length of stay from one month

to eleven years. Their average age is 39 years. Their combined length of

stay is 4-0 years for one person, at one dollar per day they have already

cost the county $14,600. These 12 apostles of Venus and Bacchus is now
costing the county $4380 per year. Putting a man's worth at $1500 per

year—there is a loss to the state of $20,000 each year.

In my school work I have found nine cases of syphilis below the age

of 15 years; three had initial lesions and the remainder were congenital.

One case of a young girl whose Wassermann was four plus, was very

interesting to me. Blood tests on the father, mother, and the other chil-

dren, were negative. I found upon inquiry that this girl had been staying

with a married sister. Blood tests on the sister, her husband and their

children showed positive for syphilis.

One of the saddest cases that has come under my observation was the

case of a little four year old girl that developed gonorrheal vaginitis.

Her mother in dressing her got her right eye infected and only by the

best treatment by an eye specialist was the other eye saved. A private

room in the hospital and two nurses were paid by the county. The hospital

would not admit the case to the ward. Investigation revealed that the

child did not get the infection from the parents, also that two families

and a young man roomer lived in the same house and all used the same

bath room. The young man had gonorrhea. I could go on indefinitely along

this line but I am sure you have all had similar experiences.

It is the duty of an unmistakable sort for an Association such as this

one, concerned with the furtherance of public health, to support and up-

lift by every possible means, the hands of those who are trying to bring

into the struggle with venereal disease, an orderly and sustained effective-

ness, an organization and facilities from which we can get results.

Is there anything in all this effort to control what the cynical among
us believe we shall always have with us ? The public is indifferent or treats

the matter as more or less a joke. In 1927 venereal disease in the United

States had according to the U. S. Public Health Report increased 25 per

cent over the year 1926. With these facts before us it is high time for

public health workers, the medical profession, welfare workers and the

general public to wake up to the seriousness of present day venereal

disease.

Syphilology has a well defined preventative phase, thus far all too

little stressed in teaching and propaganda. The control of gonorrhea has

a similar, less developed however, because of a lack of a specific form

of treatment which rapidly reduces infectiousness such as is available in

dealing with syphilis. I believe that medical schools should emphasize

the preventative apect of syphilis instead of letting the neurologist leave

the impression that tabes and general paralysis are the most significant

aspects of neuro-syphilis.

I am a firm believer in teaching social prophylaxis. Educational prop-

aganda is good. I think it would be a good thing to have members of the

profession to lecture to high school boys and girls on the danger of

venereal disease. I intend to inaugurate such a system in my county.
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One of the best health laws we have is the one requiring a physician

or mid-wife to instill silver nitrate into the eyes of the new born babe.

The law requiring physicians to report all venereal diseases and that all

venereally infected persons take treatment is a good one if properly car-

ried out. The law requiring people to have a health certificate before they

can obtain a marriage license is a farce. I often have patients who have

syphilis stop coming for treatment and upon investigation find that they

have married. Our marriage laws should be more rigid. Physicians should

be more prompt and accurate in their reports of venereal diseases. If a

patient fails to return for treatment let the physician report it to the

Health Department, which in turn will see to it that he is treated. Our
free clinics need a better follow up system.

The N. C. law requires that each county treat its own venereal

indigents and to quarantine those who refuse treatment. But where are

you going to treat them? No hospital wants an acute case of venereal

disease. Just try to get an insane prostitute into a state institution who
has syphilis, even if she has been a former inmate of that institution and
whose relatives were told when she was discharged to watch her as she

was likely to become immoral. Sanitoriums will not take tubercular

syphilitics. The only place that has been provided for these unfortunates

in this great state of ours is the county home and jails and they are not

properly equipped for such work.

In my opinion the state should have a central place where all venereal-

ly infected prisoners should be sent and treated until cured. If incurable

—pass a law to have them sterilized. There is a state law now which
allows the sterilizing of mentally defectives, and many of these cases

are the result of venereal disease, but this law has so much red tape

it looks more like a Mexican bull fight than a law. We need a law with

teeth in it.

In the larger and more populous counties they could build a place

for the confining and treating of their venereals. We have a plan being

worked out in Guilford to build an additional ward to the county home,

and so construct it that it will hold prisoners. Also those who fail to come
back to the free clinics can be rounded up and placed there and treated.

They will be fed from the county home kitchen. As the home grows its

own vegetables and has its own milk cows the cost of feeding will be low.

The treatment will be done by G. U. specialists.

Between 50 and 60 per cent of the venereal disease I have treated

have been prisoners. About 90 per cent of the prostitutes sentenced to

the county work house have syphilis. Many of them only get 30 days for

immoral vagrancy and their time is up before treatment is completed.

I always refer them to the city or county clinics but very few come to

finish their treatments. I follow a routine of taking a Wassermann on
every female prisoner and all male prisoners who have suspicious symp-
toms. Occasionally some courts will sentence a prisoner to the work house

or chain gang just to have them treated.

In my office work I find most of my cases of syphilis are married

men and women, also children with congenital syphilis. Most of these as a

rule are anxious to be treated and get well.
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In conclusion I wish to emphasize the prevalence of venereal disease

of today and the importance of a more vigorous campaign for its control.

Let us as health workers use more propaganda to educate the public.

Ask for more funds and facilities to combat this menace. Secure better

cooperation with the medical profession as to reporting and have a better

"follow up" system of the cases reported and under treatment. Also do

all in our power to stop this pernicious habit of self treatment, and treat-

ment by the corner drug store. By doing this we can get earlier diagnosis

and earlier and more thorough treatment and really do something toward

controlling the venereal problem of today.

DISCUSSION

Dr. C. C. Massey, Smithfield: I wish to say that Dr. Buie's experi-

ence compares with mine in Johnston County. First, we have great diffi-

culty in getting physicians to report venereal diseases. They report

other contagious diseases rather promptly.

I have also seen specific vaginitis in two different children four years

old.

The venereal disease problem is appalling, and we are not getting

anywhere with it. I do not know just what to suggest as the remedy; but

we are falling down on our reports, we are falling down on our treat-

ments, and we are falling down all the way. I do not know whether it is

saying too much when I say that in my opinion venereal diseases, and

particularly gonorrhea, are on the increase. It is frequently seen when

we look for it.

Dr. D. E. Ford, New Bern: There is one little thing back of all this

question of venereal diseases that if we could get over would make the

treatment and prevention much more easy. That is, if we could get the

word "syphilis," meaning a disease, and the word "gonorrhea," meaning

a disease, just as easily spoken as the words "diphtheria" or "measles"

or "typhoid fever" and get these subjects just as easily discussed as

diphtheria and measles and typhoid in the drawing room or anywhere

else, with the word "syphilis" and the word "gonorrhea" meaning nothing

more nor less than a disease, if these subjects could be discussed openly

everywhere and those diseases accepted as diseases and not as moral

taints, then we could do something.

Dr. L. J. Smith, Wilson: I should like to say just one word in reply

to the doctor's paper, and that is about his aspersion towards the marriage

health certificate. I can not agree with him. I quite agree with him that

it is not absolutely successful, but as for its being a total failure I can

not agree with him. I happen to know of specific instances where it has

done good and has stopped the marriage of people who would have

entered into that contract ignorantly.

Dr. John H. Hamilton, Wilmington: I was hoping someone would

rise to the defense of our marriage law. I think it could very profitably

be strengthened, but it has done more toward doing what Dr. Ford men-

tioned—that is, getting gonorrhea and syphilis discussed without embar-

rassment and without causing people to blush—than any other one thing

we have. I think that has justified its existence. I think there are quite

a number of our voung women who dislike the idea of their prospective
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husbands' taking them to Virginia or South Carolina for a marriage cere-

mony. If a man mentions doing that the woman wants to know why, and

I think that is a benefit. If we realize the importance of the problem that

is our first step. Our steps may be little and slow, but we are making a

start at least.

Dr. a. J. Crowell, Charlotte: I am greatly interested in one phase
of this subject, and that is the reporting of venereal diseases. We can not

make progress unless we can get the physicians to report the cases. I

think the county health officers have a big job in getting the physicians in

their respective counties to report venereal diseases, not by name but by
number. Every influence possible should be brought to bear upon the

patient to continue treatment but if he or she refuses, then report by
name. These diseases can be blotted out if the physicians will take hold

and properly handle the problem.

Dr. W. a. McPhaul, Charlotte: This question of venereal diseases

is one to which I have given quite a bit of thought. I do not want to

believe that we have more venereal disease in Charlotte than in the rest

of the entire state of North Carolina, but I made the statement before

the council of social agencies in Charlotte some time ago that we have

8,000 cases in Charlotte. I believe we have 16,000. We have in our clinic

16,000 cards, records of cases that we have treated in the last eight years

in our free clinic. I have heard the statement made of Winston-Salem
that there are three classes of colored people that have venereal disease—

•

those who have it, those who have had it, and those who are going
to have it. (Laughter). In Charlotte we have an ordinance requiring all

food handlers to be examined. Two years ago, out of an examination of

500, we found 29 per cent with syphilis. I consider venereal disease the

greatest menace to our civilization at this time. How are we going to

combat it? I do not know. I believe in education of the public, beginning
with the school child, as to the white race. As to the colored race I am
at sea; I do not know how to begin. If we can educate the public I

believe we can control it, but can we do it, and how are we going to do it.-*

There is another thing I am cranky about. I believe there has been

an increase in venereal disease during the last ten years, and I believe

that the motion-picture industry has been the greatest factor in the spread
of venereal diseases in this country. The lewd scenes that we and our

children see upon the screen almost every day, the suggestive pictures^

the suggestive positions, create a desire ; and the automobile creates the

opportunity. Now with the moving-picture industry creating the desire

and the opportunity in our good roads and the automobile, we must
depend upon education to combat this great social evil.

Dr. J. A. Morris, Oxford: Education can do its part, certainly; but

it has to begin before the school; it has to begin in the home; and there-

fore we need the cooperation not only of physicians and teachers but of

parents. Until this education starts there we shall never get anywhere.
As to educating the public to report (upon which we depend, for surely

we have to find a thing before we can deal with it), what sort of educa-
tion is going to cause a man to report a social infraction.^ He knows he

ought to report, but he is not going to report. You can educate a man as

much as you want to, but he will keep it secret, as indicated by reporting
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by number. I believe that it ought to be reported openly, so that the man
will be known as Mr. Jones, with syphilis. That will be a deterrent to

keep him from committing a social crime. I call it a social crime because
it kills men; it kills more than pistols; and we have outlawed pistols. Why
not outlaw syphilis.? Let a man know that he will be ostrasized socially,

that the punishment will be dire. It ought to be dire, because the conse-
quences are dire; and the punishment ought to fit the crime. I believe
until we start in that direction (together with education, to be sure) we
shall never reach our goal. We health officers need more than education
and dependence on the honesty of men to report. Very few are honest
enough to go to a doctor and agree that their names be made public. That
must be removed by law. He is protected in his criminal procedure, and
that protection must be removed.

Dr. Z. p. Mitchell, Weldon: A druggist said to me that the State
laws require him to report to the State Board of Health the number of
treatments he hands out for venereal cases and asked if I get any report
of those. I get absolutely none, and I do think the health officer ought to
get reports of these people who run to the corner drug stores for treat-
ment, so that we may have a better chance to get a line on them and see
that they are reported to the health department.

Dr. C. C. Hudson, Greensboro: I found in Greensboro, when we
started on this, that we have entire streets there infected. The problem is

such a tremendous one that of course the financial end of it is very great.
There is one thing, when we get into law enforcement, that we run up
against, and that is who is going to treat your cases. I have always
considered that if we have such a tremendous number of infected cases in
the community we want as many as possible to get under the care of
competent physicians who will treat them until cured. We can not hope
to take care of the financial end of the problem at present. While we
realize that it is important that we do carry out the law as far as possible,
so far as my work is concerned I like to do it in cooperation with the very
best physicians. That question of having physicians report to us and also
report people who do not keep up treatment is one we should emphasize
more. The question of eliminating drug-store treatment and the treatment
by quacks of our poorer cases is another big problem. In that we get back
to what Dr. McPhaul said a few minutes ago, that the biggest thing we
can do is education of the public, starting with the high-school boys and
girls. I do not believe we have anything like the venereal disease we used
to have; I believe the boys and girls are learning how to take care of
themselves. I do not believe we have as much, except in the negro popu-
lation, as we used to have. The problem is worth an enormous amount of
study; it is one of the biggest problems we have to deal with. It is one
which we ought all to work on, and I am glad Dr. Buie gave us his paper
along this line.

Dr. Buie, closing the discussion: The subject is distasteful to me,
but I believe we should educate the public more. In treating these cases
I find young men and others who have it are ignorant of the disease.
Not long ago I had a young man with a college education (I think he
went to Washington and Lee) who told me with tears in his eyes that
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he would have done differently had he known the consequences. As it

is, he is practically ruined for life. I do hope the association will take

some steps toward combatting this menace.

I did not mean, Dr. Smith, that the marriage certificate law is a total

loss. The trouble is that so many physicians, when people go in for a

certificate, think because they have known them all their lives they are

all right. The fact is that no one of us knows the other. I have found

some very interesting things in examining people for marriage license.

SCARLET FEVER

E. R. Hardin, M.D., Lumberton.

Health Officer, Robeson County.

Our President, Dr. Hamilton, some months ago sent out a form

letter requesting suggestions as to subjects for discussion at this meeting.

Thinking that this was my opportunity to be enlightened on our old

Pandoras box, I suggested measles and scarlet fever. Lo and behold

!

the next thing I knew our genial Secretary Dr. Register informed me that

I was to read a paper on scarlet fever, and inasmuch as I could not

qualify as a politician or a diplomat, here I am.

I do not know to what extent I may enlighten you on scarlet fever,

but I have found the reading I've done on this subject very interesting

and helpful. I shall try to review some of the facts, especially as they

relate to the later developments, and their application and limitations in

public health work.

Scarlet fever is a cold weather disease and reaches its lowest ebb

in July or August. It is rare in the tropics and when introduced soon

dies out. The cases seen in the southern states are usually mild or mod-
erately severe. The incubation period is twenty-four hours to seven days.

For public health purposes the maximum period is eight days.

The etiology of scarlet fever has been under active discussion for

many years. Moser in 1902 produced an anti-scarlet fever serum, which

he reported as giving good results. Certain Russian investigators a few

years later made a vaccine which was said to be very effective as a pre-

ventive. They also proved that the antitoxin obtained by immunizing with

toxin had no effect on the germ. In 1918 Shultz and Charlton described

the reaction known by their name. When 1 cc. of a diluted convalescent

serum is injected intracutaneously into the reddened skin of the scarlet

fever patient, a blanching occurs in an area several centimeters in diam-

eter. In 1923, the Dicks produced scarlet fever by implanting a hemo-
lytic streptoccus on the naso-pharyngeal mucous membranes of several

volunteers. This strain was isolated from an infected finger of a nurse

who had been taking care of a case of scarlet fever. The work of the

Dicks definitely identified the hemolytic streptococcus as the cause of

scarlet fever. The Dicks obtained a toxic filtrate by growing the hemo-
lytic streptococcus on blood agar. This toxin is neutralized by the serum

of convalescent patients. The discovery of this toxin offered a scientific

basis for (1) the recognition of scarlet fever streptococci, (2) the devel-

opment of a skin test for susceptibility to scarlet fever, (3) preventive

immunization, (4) the production of an antitoxin.
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On the basis of a skin test, approximately 45 per cent of children

under 15 years of age are believed to be susceptible to scarlet fever. A
group of 182 children from six to fourteen years of age in one of the

rural schools of our county showed 37 per cent positive reactions to the

Dick test. Infants under one year show a relatively high immunity. After

the first year the susceptibility rises sharply and reaches its height at

the sixth year. It falls rapidly the next three years and then more gradu-

ally to adult life. Approximately 30 per cent of all people exposed to

scarlet fever develop the disease. Immunity and susceptibility appear to

be family traits. Above the age of seven there is a definite excess of cases

among females. This is probably due to greater exposure in the home.

Undoubtedly the very mild or missed cases are largely responsible

for the spreading of scarlet fever. Many authorities seem to think that

infection may come from fomites under certain circumstances. Large epi-

demics are some times due to infected milk.

The preventive measures to be relied upon, are early recognition,

prompt isolation, disinfection and specific prophylaxis. The period of

quarantine varies in different states. An unduly long detention is a hard-

ship on the family and discourages reporting, while a scant period may
be hazardous to the community. For administrative purposes four weeks

is practical, but cases with nasal or ear discharges or abscesses should

be isolated until non-infectious. Bacteriologic technique is not sufficiently

developed upon which to release convalescents and carriers. The question

as to whether the school should be closed during an outbreak of scarlet

fever depends upon the circumstances. Where children can really be kept

at home it may be worth while. Better results can be obtained by careful

daily inspection of the children where this is possible. Terminal fumiga-

tion has proven useless. Careful bedside disinfection during the course of

the disease and a thorough washing of surfaces with a germicidal solution

of hot water, with a good sunning and airing of the room, are effective.

Milk should be pasteurized as properly pasteurized milk has never been

known to cause scarlet fever.

The Dicks after proving that scarlet fever was caused by the hemo-

lytic streptococcus and its soluble toxin, developed a skin test for sus-

ceptibility. This test is very much like the Schick test, one tenth mg. of di-

luted toxin of known strength is injected intradermally on the right fore-

arm for the test. The positive reaction in the Dick test begins to appear in

from four to six hours, and is usually at its maximum at twenty-four

hours. There is a local redness varying in size from a dime to a twenty-

five cent piece, in color from a faint pink to a deep red. At twenty-four

hours the Dick test compares with the Schick test at four days. Positive

reactors to the Dick test are susceptible to scarlet fever, in that they do

not have sufficient antitoxin in their blood. It does not mean that all

susceptible cases will develop scarlet fever if exposed. The local mucous

membranes in healthy persons have a certain amount of resistance to in-

fection which temporarily protects the individual. This may be broken

down by trauma or disease. The Dick test is positive in scarlet fever cases

up to four to seven days, when antitoxin is developed as a result of the

infection. A strongly positive test in a case of so called scarlet fever four

to five days after the onset of the rash, should make one doubt the diag-
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nosis. On the other hand a definite negative Dick reaction during the first

few days of the suspected eruption should make one doubt the diagnosis

of scarlet fever. The Dick reaction becomes negative from five to ten

days after the onset of illness. After five years the skin test is advisable

as a preliminary to active immunity, since the percentage of positive re-

actions drop to around 30 per cent for the group between five and ten

years, 20 per cent from ten to fifteen years, and 15 per cent among adults.

It would appear that a negative Dick test as applied under routine

conditions is not quite so reliable an index of immunity as a negative

Shick under similar conditions. Kolmer and Park believe that weakly
positive reactions are difficult to interpret and that a slightly larger dose

of toxin should be used in conducting the test in order to detect those

that are probably susceptible, despite the presence of a small amount of

antitoxin in the blood.

The immunity following injections of the scarlet fever toxin develops

much more quickly than is the case in diphtheria vaccination with toxin-

antitoxin, but not quick enough to afford protection during the incubation

period of scarlet fever or after intimate exposure to the disease. Data at

hand indicate however that immediate protection may be secured by the

subantaneous or intramuscular injection of anti-scarlet fever serum, suffi-

cient for neutralizing fifty to one hundred thousand skin test doses of

toxin. Passive immunization is not recommended routinely because most
of the serum now used is very apt to produce serum sickness, which is

often alarming to parents. Then too the susceptibility to scarlet fever is

not so great as it is to measles or some of the other contagious diseases,

and many who are exposed do not take the disease. Antitoxin however is

very effective when given early and no doubt should be used in selected

cases.

It is more difficult to produce anti-bodies in human beings with scar-

let fever toxin, than it is with diphtheria toxin, and the resulting immunity
does not seem to last so long. No one at present seems to know just what
the dose of scarlet fever toxin should be for the best results under routine

conditions. At the present time the Scarlet fever committee recommends
five injections, of 500, 1500, 5000, 15,000 and 20,000 skin test doses of

toxin at intervals of a week, as a minimum. Occasionally a systemic reac-

tion occurs with fever, vomiting and flushing of the skin. The immunity
is developed in from 50 to 65 per cent of the cases by the end of four

weeks, whereas in diphtheria it takes about four months. In children giving

a strongly positive skin test the first dose of toxin should be reduced one

half. No one can state how long the immunity lasts, but it is probably
safe to say at least one to three years, in the majority of cases. While it

is usually possible to give the five doses for immunization in private or

institutional practice, where cooperation is good, yet it presents great

difficulties in public health work on a broad scale. Active immunization
against scarlet fever is still in the experimental stage, especially as a

public health measure.

The mortality from scarlet fever in children six months to five years

old under the usual treatment, is in the neighborhood of twenty-five per
cent and three to four per cent after this age, while such crippling com-
plications as otitis-media, mastoiditis, nephritis and adenitis occur in from
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three to thirty per cent of the cases. Scarlet fever antitoxin when given
early will promptly cure an uncomplicated scarlet fever. This is shown
by the rapid fall of the temperature and jjulse to normal with the fading
of the rash and the disappearance of the symptoms of toxemia. Compli-
cations are not immediately cured, but usually subside more or less

rapidly depending upon the nature, duration and severity of the complica-
tion. Severe cases of post-scarlatinal sepsis do not appear to be benefited
by antitoxin. As in diphtheria there should be one dose sufficiently large
to keep the blood antitoxic long enough to cure the disease, and it should
be given as early as possible. If the temperature rises again after the
drop a second dose should be given. Intraveneous injections give the best
results and should be given in all severely toxic cases. In cases of bac-
teremia, with a streptococcus hemolyticus in the blood, as shown by blood
culture, the Dochez anti-bacterial serum should be administered intra-
veneously. The dose of scarlet fever serum in children is from 30 to 40
cc. in mild to 80 cc. in severe cases, and 40 to 120 cc. in adults. The
prompt administration of serum has certainly reduced the mortality, and
the incidence of complications, even though it has little or no curative
influence upon such complications when they have developed.
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DISCUSSION

Dr. a. C. Norfleet, Tarboro: Some years ago (not so very many) I
was studying medicine in the University of Pennsylvania. At' that time
scarlet fever antitoxin was in its infancy. While there I used to visit with
the other students the municipal hospital, which is the hospital for cases
of contagious disease of the city of Philadelphia. I was impressed by
the very severe types of scarlet fever that I saw, types that I have
never seen since I have been in the South, the extremely septic cases
that came in and died sometimes just forty-eight hours after admittance.
After that, while an interne in a hospital in Philadelphia, I had an
opportunity to see cases of scarlet fever there and see how it was con-
trolled when it broke out in a hospital. When I was in the children's hos-
pital a very severe case broke out, developed in the hospital. About ten
nurses were exposed to the disease. It was decided to give these nurses
prophylactic doses of scarlet fever antitoxin—with, in some cases, very
severe results. I remember one case in particular where it was doubtful
whether the nurse developed scarlet fever or whether the serum gave her
the rash. She had a typical scarlatinoid eruption about twenty-four hours
after being given the serum. After returning home, I was surprised to
find scarlet fever in our community very, very mild. In some cases just
a slight sore throat and slight rash were the only symptoms. Being rather
enthusiastic, in some cases I advised a curative dose ' of antitoxin. In
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looking up the statistics in my county I find in the last four years only

five reported deaths from this disease and eighty deaths from whooping
cough.

I am not sure whether Dr. Hardin brought out the fact that the

disease occurs rather uncommonly in the negro race ; I do not believe I

have seen over two cases in the ten years I have been practicing.

I should like to hear a discussion as to the viewpoint of the associa-

tion on the use of this antitoxin, if they have used it, and whether it is

justified in most cases—in a moderately severe case, say. I have seen two
children, one of whom had something that simulated vaso-motor collapse

and nearly died, with very bad results on the part of the parents and very

bad results in the county.

Dr. C. W. Armstrong, Salisbury: I understood Dr. Hardin to say

that approximately 30 per cent of the people exposed develop scarlet

fever. Does his experience bear that out? In my experience certainly not

over ten per cent of those exposed develop the disease. I should like to

ask Dr. Hardin to give us his personal experience.

Dr. R. S. McGeachy, Kinston: I am rather afraid some of us are

making too light of scarlet fever. It has not been mild in my neighbor-

hood. We had an epidemic in my neighborhood, and in ten days ten people

had died and been buried. They telephoned to me and asked me to come
down and help them stop yellow fever ; they thought it was yellow fever.

I do not look upon it at all as a mild infection.

Dr. John H. Hamilton, Wilmington: I should like to ask Dr. Hardin
if the low incidence in negroes is simply because of the difficulty in diag-

nosis or because of racial immunity.

Dr. Hardin, closing the discussion: I have had extremely few reports

of cases in negroes during the years I have been in health work. I have

heard it both ways. Personally I believe they have a high racial immunity
to scarlet fever, just as they have to diphtheria.

Replying to Dr. Armstrong's question, that thirty per cent of persons

exposed taking it is the estimate for the U. S. So far as the South is

concerned, I believe ten per cent would be nearer correct, and in my
experience not that many contract it.

CHILD WELFARE
By J. H. Woodcock, M.D.

Mr. President, Ladies and Gentlemen, It is with pleasure I accept the

invitation to give you a bird's eye view of Child Welfare. Being a

Woodcock a bird's eye view is fair enough.

From the very beginning the survival of all life both vegetable and
animal has been commensurate with it's ability to solve the problem of

nutrition.

In discussing Child Welfare, may I first invite your attention to

normalcy.

The well nourished child measures up to weight, height and age tables,

and the one mostly used is Baldwin-Wood.
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He has good color, with bright eyes, hair glossy, posture is good, step

elastic, flesh firm and well developed muscles. He is happy. He rests

well, sleeps well and awakes refreshed and invigorated. He has a good

appetite, and his bowels act regularly without administering paedicine. He
elicits our admiration and deserves our highest praise. Speaking cor-

porately, he is the bulwark of our country.

The undernourished child is the antithesis of this picture. He is

fretful and cross, dull and listless. He usually grits his teeth during hifi

sleep, which may mean tonsil infection, adenoids, worms, indigestion, over

fatigue, mucous membrane inside eye lids pale, slow comprehension.

When tonsils are removed child should remain in bed at least four

or five days, and all of tonsillar tissue should be removed as frequently

pus forms under the sub-lingual scar tissue, when it is not all removed.

His complexion is pale, and he looks tired. His shoulders are round

and drooping, the shoulder blades stand out prominently, the chest is flat.

The abdominal muscles are relaxed, which causes a protrusion. He is more

than ten per cent underweight. The flat chest and relaxed abdominal

muscles frequently cause a lumbar lordosis, flat foot and knock knee.

These children should be examined thoroughly after being stripped of all

clothing for infected tonsils, adenoids, heart and lungs, and teeth,

(Wassermann if indicated). The weight and measurement of these chil-

dren will not compare favorably with Baldwin-Wood tables of the same
age.

And now the over nourished child who is more than 20 per cent over-

weight.

He is very much handicapped by the extra weight he carries around,

due to storage instead of oxidation, lack of exercise on account of the

exertion, and the activity of the ductless glands. The increased weight

causes a strain on the muscles and ligaments consequently we frequently

find a protuberant abdomen, flat foot and knock knee. There is an extra

work for the heart, kidneys and lungs. An extra amount of food produces

more waste material and more toxins. The digestive organs are over-

worked. The overweight child has an impaired resistance to all contagious

and infectious diseases, especially those in which the heart and lungs,

bear the brunt. Concentration and memory below par, and he is hyper-

sensitive. He frequently falls asleep at his desk.

As important as health is to children and to our country at large, we
should teach them health by interesting them and not by trying to drive.

We should secure their cooperation. There are many ways by which this

may be done, but two important ones are by nutrition class, and control

group. The permanent improvement obtained by nutrition class is about

one third greater than those who receive only general health instruction.

All children in that pseudo realm of medicine known as malnutrition

which includes the under and over nourished child, should be taught

cleanliness, mentally, morally and physically. They should be given

constructive ideas. They should not be jealous of other children because

they have more toys. Positive ideas should supplant negative, as they

will have quicker and better decision in later life, and will not be vacil-

lating.
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For a child from 5 to 7 years of age, weight about 44 pounds, approxi-

mate height 43I/2 inches, from 1400-1700 calories a day. The minimum
amount of milk should be one glass of six ounces at each meal, equivalent

to 126 calories for each glass of milk. For a child from 8 to 10 years of

age, weight 62 pounds, approximate height 51 inches, the amount of cal-

ories should be 1700 to 2000 per day, six ounces of milk at each meal.

A very much undernourished child between 8 to 10 years of age,

weight 5 or 10 pounds less than the case just submitted should have about

the same amount in calories, but should have a lunch about 10:30 A.M.,

one glass of milk with three teaspoonfuls malted milk in it, or raw eggs,

or chocolate, and it should be repeated again about 4:30 P.M. From 10 to

12 years of age, weight 72 pounds, height 54 inches, calories needed

1800 to 2300 a day. As in the previous cases, milk should be administered

at least six ounces at each meal. After 12 years of age food is practically

the same as for adults. The child should eat at least two vegetables at the

noon meal and also the evening meal. Moderate amounts of meat should

be given at the noon meal, but the vegetables should be eaten first. When
desserts are given after the noon and evening meal, a small portion of

fruits will be best. Salads should be given. Hot breads and pastries should

not be given before 14 years of age. When cocoa is used it should be made

with milk. Coffee and tea of course should be tabooed. Many active grow-

ing children between 14 to 16 years of age need as many calories daily

as an adult, but I have given you a fair estimate. Every child has his own
individual normal standard, but what I have said about calories will

closely approximate his standard. A good selection for a normal child 14

years of age and older is fat 31 per cent, carbohydrate 55 per cent, pro-

tein 14 per cent. Carbohydrates in starches and sugars produce heat and

energy are stored up for reserve food. Fats and oils are similar in action.

Milk—One quart of milk daily that has the four distinct elements of

milk quality, richness, safety, cleanliness and sweetness or keeping qual-

ity, should be given to all pre-school children. A community should aver-

age at least one pint of milk per capita daily, otherwise nutritional errors

will develop, and lower the vitality and also decrease the resistance of

disease, of both young and old, and making epidemics more probable.

There has been recently discovered in South Bend, Ind., a number of

cases of undulant fever, attributed to the use of raw milk from herds

infected with infectious abortion. An ordinance has been passed demand-

ing that only one grade of milk and cream be provided. Grade "A pasteu-

rized." This is the first compulsory pasteurization ordinance which has

been passed, resulting directly from the danger to public health, from

abortion cattle. Grade A pasteurized milk is preeminently the most desir-

able of all milk for both young and adults.

"VITAMINES"

Vitamines—This indefatigueable and loyal and cooperative board of

workers, who preform uses for us in mysterious ways now number five.

Though I believe that research will soon reveal a much larger number,

running into hundreds, for all I know. Vitamin A promotes growth. The

anti-opthalmic vitamin. If butter fat is not available then a small amount

of cod liver oil should be given daily.
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Vitamin B. The anti-neuritic. This vitamin is also essential to

growth as it promotes appetite.

Vitamin C. The anti-scorbutic vitamin^ loss of vigor, lowered vital-

ity, slow healing of wounds, muddy complexions, pains resembling rheu-

matism and- tooth decay are attributed to the lack of this vitamin.

Vitamin D. Aids in the control of calcium and phosphorus. Vitamin

D may be introduced into the body by the use of foods, rich in it, also

by producing it in the body through the action of light.

Vitamin E. The anti-sterility vitamin. Embryo of seeds leaves liver

and kidney. Controls iron.

It was discovered years ago that rats would thrive on an exclusive

milk diet, but when fed on what was supposed to be the essential ingredi-

ents namely: casein fat, milk, sugar, and salts, they died within eight

days. This led to the conclusion there must be something else in milk.

Further research work revealed these life giving elements in many other

foods and they were given the name "Vitamin."

"Fat soluble A" is found in milk, butter, egg yolk, fat and vegetables,

especially the leafy, cabbage, lettuce, and root vegetables. Water soluble

B in yeast, milk, cheese, nuts, beans, peas, oranges, tomatoes, lemons,

apples, grapes, potatoes, carrots and turnips and liver. Animals deprived

of water soluble B lose their appetites.

Water soluble C is found in cabbage, turnips, lettuce, potatoes, lemons,

oranges, raspberries and tomatoes. Meats contain very few vitamines.

The yolk of eggs are rich in vitamines. The following vegetables lose

very little in vitamines if cooked for thirty minutes, but lose much if

cooked for an hour or more. Potatoes, turnips, tomatoes, cauliflower,

carrots, cabbage. One vitamin cannot be substituted for another, but if

the diet for ch'ldren contains milk, cereals, potato, green vegetables and
fruit of some kind there should be no fear of vitamine deficiency.

The principle causes of malnutrition are physical defects, the most
important are naso-pharyngeal obstruction.

Lack of home control.

Overfatigue.

Improper diet and faulty food habits.

Faulty health habits.

The requisites for health in the growing child are good ventilation,

air in motion 28-70 F., simple but selected food with proper vitamines,

the proper amount of rest and exercise. Above all things a liberal allow-

ance of good fresh milk daily, preferable grade A pasteurized.

In the sleeping room the windows should be open with plenty of

bedding. There should be perfect harmony and respect between a child

and his parents. A child should have regular hours for eating, and should
not eat between meals, especially candies.

If he is more than 10 per cent underweight he should have a mid-
morning and mid-afternoon lunch as previously stated. He should be
weighed and measured regularly.

The minimum amount of sleep for children from four to six years,

eleven hours, six to ten years, ten hours, and ten to fourteen years, nine
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hours. If child is very much underweight, two sleep periods a day of

twenty minutes each will be found very beneficial if between ten to four-

teen years of age, if younger the two daily sleep periods should be

longer. The two sleep periods during the day will be much more con-

ducive to the relief of fatigue and the restoration of health than if added
to the regular night's rest.

A child should be taught the use of the tooth brush, children's clothing

should be comfortable and their shoes should be of the straight last type.

A child's bowels should act regularly every morning, preferably after

breakfast. A child should be taught to use the handkerchief when cough-

ing and sneezing.

The best remedy for overweight is measured feeding and the substi-

tution for fats and sweets, lean meats, fruits, vegetables, bulky foods

and regular exercise. The forty-eight hour record of activities should not

be overlooked in the malnourished child.

Man cannot live without sunshine, and the tubercle bacilli can not

live with it.

I have seen the good fruitage of Rallier's sunshine treatment, and am
acquainted with the research work of our great pioneer Trudeau, along

this special line.

Just one more word, as you all know tuberculosis is a disease of

childhood. When the little baby first begins to crawl, there lurks in his

path many new dangers. Massive tuberculosis is frequently brought in

on the shoes, and deposited on the carpets and rugs. Now, if these little

fellows have their hands dipped into a quassia or some bitter solution

every morning, they will not put their hand in their mouths, and many
cases of tuberculosis, diphtheria and nutritional disorders will be pre-

vented. It is impossible to estimate how many children's lives will be

saved each year by this method.

DISCUSSION

Dr. a. C. Bulla, Raleigh: Child Welfare—an interesting subject and
as broad as the nation, because it covers the land like the morning dew.

It has been of much interest to me to know just what part of such a big

and broad subject the doctor would discuss. He has, I presume, by way
of least resistance, taken the individual child which is the smallest and
simplest unit of child welfare work.

The child must be born well, this is the first requisite to be fulfilled.

He should be guided in early life in the right channel by parents who
know and understand something of child psychology. Physical defects,

if there be any, should be found and removed. A child may, and often

suffers for many years with one to a half dozen major defects. The child

must be set free from handicaps. Communicable diseases should be pre-

vented and controlled by application of known, proved measures. These

diseases, together with preventive and control measures are well known
to all of us. It is also true that they are well known to many parents of

children, but their application is sadly in need of universal application.

Children who will not eat give parents much concern and much worry.

Why children don't eat is not very well understood by most parents, and
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yet if the child's condition were studied, his habits, his routine, his home
conditions, his playmates and environments, and these things understood

by parents responsible for his welfare, I don't think we would have

much trouble of eliminating nutritional diseases. The nervous, enemic,

irritable, underweight child will not eat and will not gain in weight with-

out proper treatment. The. treatment differs with each individual child

after the diagnosis has been made, therefore I can not give you a panacea

for all such children.

With our present day knowledge of foods, which of course includes

vitamines, and with our knowledge of rest, complete rest and the value

of supervised exercise, nutritional diseases can be controlled and with

them many serious conditions which follow in their wake.

There is another group of diseases which we sometimes overlook or

pay but little attention to, known as school diseases, due in part to lack of

school equipment and arrangements, poor ventilation, too high or too low

seats, poor lighting conditions, too long hours for some children, which

causes frequent colds, nasal and throat conditions, postural defects, eye

strain, anaemia and malnutrition. The cause should be removed and the

conditions or diseases if you please can be corrected.

Now, what is child welfare.'' Who is responsible for the welfare of

children, collectively or individually, and to whom does the normal child

of intelligent parents, amply able to care for all his needs belong.''

Answering the last question first, to my way of thinking he belongs

primarily to his parents and no organization or institution, I don't care

how well equipped or efficient they may be, can supplant them. It is true

that communities, counties and state should erect certain safeguards for

the health and welfare of children. Adequate educational facilities should

be provided, police and fire protection should be adequate, safe water and
sewer systems are necessary and safe milk is highly important for the

welfare of children. These things combined are important and necessary

part of the county and state governments for the health and welfare of

children.

Now, what is child welfare.'' I suppose child welfare begins at the end
of that, more or less indefinite, hazardous period of infancy. When a

child has lived past this, I suppose he enters that broad and lucrative

field of child welfare and is subject to and a subject of all altruistic

organizations and all others which have as their supreme objective to do
something to improve the human race.

Most of us, when we think in terms of child welfare, think only of

the truant, the delinquent and the neglected child on the streets or of

children whose ^parents are so unfortunate that they are forced by circum-

stances to ask others to care for them, or children who have acquired the

habit of ruling their parents, telling them what to do and what they may
or may not do. It happens sometimes. These are the ones which the wel-

fare departments take charge of and place in institutions or on proba-
tion.

Child welfare is a big problem and one which is giving many people
much concern. But personally I don't think there is anything to be

alarmed about. It is true our public institutions are full and overflowing,



656 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

but on the other hand we can see all the uplifting forces in a community

at work^ our educational institutions are rapidly growing, living standards

are being raised daily, progress is obvious on every hand and can be

measured, easy and modern means of transportation, by better school

attendance and longer terms, better homes and modern facilities, increas-

ing the span of human life, fewer cases of sickness, better hospital facili-

ties, less decay and fewer deaths.

HEALTH EDUCATION

By D. E. Ford, M.D., New Bern.

In the astonishingly prolific curriculum family a perhaps premature

but surely puny infant is now raising a vigorously healthy voice and

demanding attention. There seems to be some doubt cast upon his parent-

age. Education spurns him. Health will not acknowledge him. This infant,

HEALTH EDUCATION, has only its strength of breed to rely upon;

it has received no trained or even intelligent nursing; its parents have

given it disgracefully scant attention. Only its voice has developed. It

yells for nourishment.

Public Health knows that Health Education in our public schools is

one of the most logical channels for the practice of preventive medicine.

Public Education knows that school attendance and mental vigor rest

upon a foundation of school health. Yet the one continues to rely upon

the courts to teach sanitation and the other approves plans for expensive

buildings without water supply or sewage disposal, and in the school

curriculum no effort is made by either, to insure that truth of public or

personal health is taught. In the curriculum of our public schools Health

Education is neglected.

But, though neglected, it is at least recognized vaguely as a school

subject. Many superintendents assign it to a place in the program and

even, in some grades, set aside a time for it and prescribe a text, but,

beyond this, give it no apparent recognition. What is taught is left, with-

out supervision, to the individual teacher to find and use her own ideas.

There is no coordination of grades or check on what the pupils have

assimilated.

Public Health has stepped into the schools to prevent epidemic dis-

eases, to detect and report physical defects, and to correct gross insani-

tary conditions when found. The school nurse pleads the case of the

defective child in the home. Free medical and dental clinics are given.

But of systematized teaching, beginning with health habits and grading

up through the relation of health to person, school and home, and its

influence in civics, history and geography into the high school, there is

none. Nor does public health intelligently create an understanding in

teachers and pupils of the reason, value and methods of its activities.

Without this understanding there can be no effective cooperation. Health

physicians and nurses are not and never can be a part of the school.

Their talks and demonstrations in the schoolroom are from the outside,

and no matter how tactfully conducted, they must always interfere with

routine classwork.
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The need of education in health subjects is higher up than the graded

school. Even if a systematized course of health education were established

in the school, no teachers could be found qualified to handle it. As it is

now, teachers are often told to teach health, but they are offered no

courses for equipping themselves to do so. Our summer schools and col-

leges give little help. Two teachers' colleges only give summer courses.

Training in every other subject from arithmetic to zoology is available,

but no health education.

Why this weakness in our system of education.^ Why are teachers

usually helpless in the face of the simplest problems of schoolroom

health.'' Because public health has leaned rather to laws than to instruc-

tion. We have been so happy playing with laws and political pinwheels

that we have had little interest in health education. The demands for

health teaching have not been shouted long and loudly enough. It has not

been popularized; it is too matter-of-fact to stimulate oratory. Its goal

is a distant one, it offers no rewards to any one ; there is nothing to which

one could "point with pride." It creates no jobs.

Physical Education on the other hand has its champions and has

made a place for itself. Though a very minor health influence it already

puts public health in the shade. It is doing good work in its limited field.

Born of athletics, it developed strength in our colleges. Competitive ath-

letics, economically successful and universally popular, created a demand
for physical material. Trainers set about grooming and supplying better

athletic material and demonstrated their own value. Courses in physical

education were created for developing trainers, and these physical instruc-

tors have been absorbed into the faculties of colleges, preparatory and
private schools and are appearing in summer schools and in high schools.

Starting with college athletics, physical education has developed into a

system of bodj' and character training reaching even to the primary

grades, with directed plays and games, calisthenics and folk dances. The
results promise to be good results in their limited field of activities. But
although it is a real asset to health improvement, there is everywhere a

distinct tendency to swear allegiance to the realm of competitive athletics,

and complete independence to public health. The prevention of disease

has no place in it ; it has no direct bearing upon community health. It

teaches nothing.

Even if physical education does at times in our colleges assume doc-

tors' robes and branch into medical research, it only has adult material

to work with. Its subjects are already formed; the clay of which they

were molded in the elementary and primary grades has already set and
only superficial patching and shaving can be done. Only the physically

and mentally fit of our young citizens get to college and these have long

ago formed their personal habits, their eyestrains, their spinal curvatures,

their susceptibilities or resistances to disease, some of which defects can

be patched up and minor improvements made by physical education.

There is some preventive medicine in it—a very minor partnership. It is

like working heroically to stop an epidemic which never should have

occurred, being the result of culpable negligence. The physical defects

that reach college as well as the infinitely greater number that are influ-
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ential in cutting short the progress of those pupils that do not get far

in education, should have been prevented by work in the lowest grades.

It is in the primary and elementary grades that skilled, medically

skilled, physical education is needed. But the accepted idea, as well as

ideal, of the term "physical education" must be changed. The cales-

thenics, group games, folk dances, plays and the like are necessarily a

part but a very minor part of what we need. The school application of

preventive medicine includes development of physique along with the

education of parents in remedying physical defects, with supervision of

diet and correction of malnutrition, with the development of personal

habits, with the understanding of epidemic diseases and the demand for

vaccinations, and with the habit of living at school. In sanitary surround-

ings, and the aspirations for sanitation in the home. Physical Education
is but a part of the program.

In the graded schools public health in cooperation with public educa-

tion should incorporate physical education in a definite program of health

education. Just such a program has been made—on paper—an able work,
"Health Education," obtainable from the North Carolina State Board of

Health, but it lies unapplied after three years. It is an unattractive book
in paper covers issued in 1924—a Report of the Joint Committee on
Health Problems in Education.

It is not alone the compilation of knowledge, that will help the chil-

dren, but its application. However perfect a program, it does no good
lying in the bookshelves. Incorporate it in the training of teachers; adapt
it to local school needs.

Principals of our public schools have no training in safeguarding the

comfort and health of those that are put in their care. They can get no
such training in our colleges or summer schools beyond a little physical

education. Some of the theory and much of the practice of school sani-

tation and standards of cleanliness, lighting, heating, ventilation, accident

prevention and duties in event of accident, prevention of contagious dis-

eases, duties of local and state health authorities relative to school health

and how to secure effective cooperation ! School principals would welcome
instruction covering such subjects—college courses or summer school

credit-bearing courses. County school superintendents would welcome
principals including such knowledge in their training.

Compare a course of this kind with the now offered physiology and
hygiene where students sweat over descriptions of the cranial nerves,

memorize the various vitamines, and digestive juices, and painstakingly

sketch assorted bacteria as seen through a microscope. Which course

would mean dollar value to a county school budget.^ Which one would
do more to cut school operating costs, raise attendance percentage and
promote school community cooperation.''

And the primary teachers ! When little children start school they are

making their first profound change in life, their first since birth. Leaving
the comparative isolation of home they are pitched into a mixed crowd.

From the freedom of running wild they are cooped up in rooms and
perched on hard uncomfortable seats. They are exposed to the contagion

of disease and bad habits and ideas. It is a new world to be explored with

eagerness or with timid fear and every hand reaches out trustfully to the
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teacher for guidance. Not only are love and interest necessary to guide

these children right, but knowledge, wisdom, technical skill in profession

of teaching. Upon the ability of the teachers of the primary grades

depends, largely, the child's whole educational career. At this time many

of the unfavorable personal habits that have already started can be

easily corrected and habits normal for health and physical development

established in their place. Personal habits of cleanliness, regularity, pos-

ture, sleep, diet ! To handle the difficult cases and to overcome the back-

pull of indifferent or hostile home conditions, trained methods are re-

quired of the teachers. The little folks, too, can be made actively desirous

of securing correction of physical defects and taught to accept favorably

the epidemiological work of the health officer or nurse. But primary teach-

ers can get no such training. They want it, they seek it, and they are

given only courses in physiology and physical activities.

Health education in the primary grades is at present a hit-or-miss

affair, left to the discretion of the teacher, results unchecked and methods

wholly unrelated to work in subsequent grades. It should prepare the way
for the teaching of the whys and wherefores of health in the elementary

grades where the help of the prescribed text is provided.

For the grades from the fourth to the eighth a textbook is required,

but few teachers have been given an opportunity to receive training in

its use. Too often there is merely a parrot teaching of the text, with

or without attempted help from the teacher's more or less inaccurate

imagination. Few teachers have any practical knowledge of school and

personal hygiene ; fewer have a grasp of the fund of interesting public

health facts that could be used in civics, history, geography and current

events, or how much the success of wars, of commerce and of politics

depends upon public health organization.

In the high school the health education that could be handled by the

teaching staff would be only a continuation of that in the higher elemen-

tary grades. The relation of medicine and hygiene to civics and to the

home community, to history and to literature would lend added interest

to these subjects. Personal health and physical education could be put

into more general practice. The relationship of home hygiene to the joy

of living, as well as to the cost of sickness, could be handled with cer-

tainty of results. In high schools so situated that they can secure the ser-

vices of medical aid, time could be profitably allotted to an occasional

talk or conference by outside specialists, and to a course in Home Hygiene

and Care of the Sick as authorized by the American Red Cross for the

girls : the desire for this assistance being created by the teacher.

Health education established in the public schools with the same fore-

thought and supervision as is given to other courses would bring big re-

sults. It would raise attendance and cut retardation percentages. It would

increase high school enrollment and raise the average quality of college

material.

To put effective health education into operation requires no additional

crowding of the curriculum, no added expense to the budget. It needs

only that the powers that rule our educational system shall outline the

course and tell the superintendents to use it. There would then be created



660 THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA

a demand for credit-giving courses in college and summer schools re-

placing much of the physiology and hygiene as now taught with training

directly adaptable to the teaching of school health. Our universities would
soon supply these courses and give all teachers training capable of fur-

thering, through the rural schools, the ideals of personal and community
health.

Although I cannot understand why such courses have not long ago
been established; although I feel that the University assisted by the

practical experience of the State Board of Health is the place where such
courses should be organized, I have attempted to back up my convictions

of the value and practicability of health education by a small demonstra-
tion. I have organized a course and plan to give it this summer. The
Atlantic Christian College which is managing the Neuse Forest Summer
School in Craven County, has consented to include the course, as out-

lined in its curriculum, and to accept my services as instructor.

Outline of a Course in Health Teaching and Personal Hygiene

Adapted to Summer School Instruction of Teachers of Rural Schools

TIME: One hour daily. CREDIT :2 hours.

PURPOSE; This course is to meet three needs.

1. To train teachers to liandle the health problems that confront them in their

routine work.

2. To train teacher to effectively teach the health courses as prescribed by
their Superintendents.

3. To give teachers such knowledge of public health that, through them,

cooperation of parents, school and the health department will be more
effective.

ARRANGEMENT: There are three divisions; interlocked and mutually de-

pendent.

1. For school principals special emphasis will be laid on sanitation, ventila-

tion, heating, lighting, seating, physical education, contacts with homes
and with the health department.

2. For elementary grade teachers special attention will be paid to the effective

use of the health text prescribed by the State Board of Education.

3. For primary grade teachers the choice and use of a system of health-habit

training will be given prominence.

Combined with and uniting these three divisions will be a study of the scope

of public health; its International, Federal, State and County organizations and

relations; its economic status in business, community and home; its relation to

education, and to home and personal happiness. Lay knowledge will be given of

the contagious and infectious diseases and their prevention, and of physical de-

fects as influencing attendance, retardation and adult health of school children.

MATERIAL:

TEXTS:

1. Health Education. A Program for Public Schools and Teacher-Train-

ing Institutions. By the Joint Committee on Health Problems in Edu-

cation.
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2. Health Training in Schools, by Theresa Dansdill.

3. The health text selected by the North Carolina Board of Education

(Not yet announced).

LECTURES:
SUPPLEMENTARY READING:

This will be selected and assigned to fit the special needs of the

individual teachers—whether principal, elementary or primary, or

teaching several grades.

REQUIREMENTS:
Recitations, reports and discussions, examination.

The success of this course will prove that education in public and
school health is adaptable to our teachers' colleges. It failure will prove

—simply that I am an inexperienced pedagog and that the infant health

education needs a more capable nurse.

Miss , Principal of Pinehurst School."'

May I say just a word in answer to Dr. Ford's article? In our school

in Pinehurst this year our principal has put on a program in health edu-

cation. The course is supervised by the faculty. We have competitive re-

ports from each of the rooms, and I believe some small prizes were
given for the best reports.

I should like to add that I wish this article might be published in our

local papers. We are struggling with the beginning of a health program
here, and I think this article would be very interesting.

Dr. L. J. Smith, Wilson: I have listened with a great deal of interest

to Dr. Ford's paper. It gives expression to a great many ideas which I

have had in the back of my head and have never been able to put on
paper. I agree most heartily with the program he has outlined. May I

say that in a general way the success of the public health program is

directly in proportion to the amount of public health education.^ What I

mean is this—we can get no further with the public health program than

the minds of the people are educated to accept. That is true not only in

our teaching but in laws, as the same principle applies. In my little expe-

rience, covering a period of ten and a half years as health officer in one

county, I believe that one of the great outstanding troubles with the

public in understanding public health work is that they have preconceived

erroneous ideas of disease and health. Some time ago I was called upon,
as I am frequently called upon, to make a health talk before the students

of the Atlantic Christian College. In searching around in my mind for

something to talk about I fell upon the idea of trying to correct some
false ideas of public health and of disease. I just took up one by one
different diseases, for instance, typhoid fever, how it is transmitted, how
it acts, etc., and discussed several diseases of that nature. When I got

through the faculty and the students came to me and congratulated me
upon my talk more heartily than they had ever done before. I want that

to sink in. They simply had been laboring under false impressions. We, as

public health officers, as teachers, take too much for granted. We have an
idea that people know as much about the subject as we know, and it is
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just merely a rehearsing of the things that are already known. But that

is not a fact. You would be surprised to know that some of the best

people in my city came to my office to be vaccinated for typhoid fever

because mosquitoes were biting them. Can you conceive of intelligent peo-

ple being so ignorant of a disease that has been known for years and of

its method of prevention? But they are. People are not as wise about

these things as we think they are, and it is up to us to teach them.

According to my way of thinking, the most ideal way in which to put

across a health program in a school would be by a specifically trained

teacher or nurse in every school in the county, supervised by the health

officer. That being rather Utopian in its ideas is impracticable at present,

with our present financial assistance; but I do believe by starting a

training school for individual teachers they can go into the school and

have a marked effect upon the health of that community, of that school,

if they are properly trained before they begin. We had one such teacher

in Wilson, but unfortunately she wanted more money than the super-

intendent was willing to give her, and she had to leave. She was the only

one I have ever known who was up to date in this work. The financial

problem enters into this, you see. I hope some day every child will have

expert teaching in the matter of health, as he has had in the matters of

arithmetic and writing and reading.

Dr. John H. Hamilton, Wilmington: This subject, I am certain,

offers our greatest opportunity for accomplishment. There is just one

thing I should like to add at this point, and that is when it comes to

teaching public health in the class room we are frequently handicapped

by text books that do not come up to the standard of other text books

that are used. There has been a distinct improvement in elementary

public health text books in the last few years. I had the pleasure, this

present school year, of having several books sent to me for an evaluation.

I felt incompetent to do it, so I put them into the schools to see how the

children would react to them. I think that is the best test anyway. I ran

across one book about which the children were simply wild; they insisted

that the teacher keep on giving them courses in that book, although they

were ahead of their schedule. I think if we can get books such as that for

every grade we shall accomplish something really worthwhile. Best of

all, it is scientifically correct.

Dr. D. E. Ford, New Bern, closing the discussion: Why have not the

colleges taken this uip? Why do they not give courses and give students

credit, just as they do in other things? In our uniform curricula for

securing the primary certificate and grammar grade certificates in the

approved summer schools of the state the only thing under health is

biology, and the fourth thing in biology is physiology and personal hy-

giene. The text required (this is at the present time—this year) is "Es-

sentials of Educational Hygiene." In this text book that is put forward

by the State Board of Education and required for teaching the teachers

who teach our children (officially put forward, if not used) all the sta-

tistics, the graphs, the spot maps, the comparisons of figures, are for

1911. There is no date in the book, but I think it is the 1912 edition. Now,

how many years ago is that? It is so far back that some of us can not

understand it. That is what is required by the State Board of Education
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for teaching our children. Of course, there is a lot going on in the State

Board of Health work that I do not understand, but should there not

be more cooperation somewhere? We should demand more cooperation

between the State Board of Education and the State Board of Health.

As it is now, down in my county a contract has been let for a school

building, after hard work to get the money. The architects drew the plans

and selected the site and put it in a mud hole. In the original plans there

is nothing about health conditions, no provision for water supply, no pro-

vision for sewage disposal. Money is being spent on our school buildings

with no consideration for the health of the children. The site is selected

without any regard to health conditions. I know some buildings have

been built on rock, where it was impossible to dig a well for water. Some-
thing is the matter. After the building is erected they have to hustle

around to get the money to build privies, provide a water supply, etc.

Question (by Pinehurst school teacher) : Is there such a thing as a

sanitary inspector in the state? Should not there be a sanitary inspector

in each county?

I may be stepping on the wrong foot, but why isn't there cooperation

between the health departments and the education departments ? The
sanitary inspector is like the clean-up man ; there should be nothing for

him to clean up. My idea is something we can put through without any
increased appropriation, without any increased time in the curriculum

of the school.

RELATIONSHIP OF MATERNITY AND INFANCY NURSE
TO THE DISTRICT NURSE

By Miss Oliver, R.N., Winston-Salem

The history of maternal and infant hygiene work in Forsyth County
covers a period of almost four years, having had its beginning in August,

1924. The work was started as a separate unit of the Health Department
under the provisions of the Shepard Towner Act, with the nurse

employed as the maternal and infant nurse giving all her time to this

special work.

At the time that the maternal and infant hygiene program was started

there was and had been from the organization of the County Health
Department only one nurse doing general nursing service for the entire

county. However, in January 1925 a second nurse was added and in

September 1926 the general nursing staff was increased to six nurses

making a total of seven nurses including the maternal and infant nurse.

The county was then divided into districts corresponding to the dis-

tricts of the consolidated schools, each nurse having two or more schools

in her district. Each district nurse did all the school nursing and other

general nursing in her district with the exception of the maternal and
infant work which continued for a short time to be carried on by the one

nurse employed for this special service.

After the district plan had become established the idea was conceived

by the County Health Officer of having the maternal and infant hygiene

work become a part of the general nursing program with each district

nurse combining this special work with her other duties.
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From the business point of view this seemed to be the logical step

to take in as much as it would prevent a lot of overlapping in nursing

visits as well as economize in time and traveling expense. These items,

of course, mean a good deal in a rural community, especially a county
as large as Forsyth which covers an area of 409 square miles. One
who has done public health nursing in a town or city and then changes
to rural work realizes this very keenly. When I made such a change
myself, a few years ago it took me at least a year to get over the feeling

that I was spending more time riding around the county enjoying the

scenery than in actual nursing service.

Five months later in February 1927 this idea of a complete general-

ized nursing service materialized with the result that the maternal and
infant program was merged with the general health program and the

maternal and infant hygiene nurse became practically speaking, a gen-

eralized nurse with a supervisory power over this branch of work. In a

technical way, of course, she is still the maternal and infant nurse as

terms of her employment still come under the Shepperd Towner provi-

sions.

This change whereby the maternal and infant hygiene program is

correlated with the general nursing program has proved to be very desira-

ble and effective not only from the business point of view but for other

reasons as well.

The district plan gives a unity to the health work which the people

themselves can readily understand. To have one nurse upon whom to call

is much less confusing than two to call, especially when one of them by
being identified with the school is brought closer to the community. A
direct line of communication is thus established between the nurse and
community through the schools and school children. This naturally results

in many important calls for the nurse which otherwise might not become
known were it not for this easy method of communication.

I think the nurses, themselves, like the change as it gives a variety

to the nursing visit and unifies the health work for the family, and a

visit, whatever, the primary purpose is more replete with satisfaction

by having the health interest of the entire family at heart. The human
interest which the nurse naturally has is enhanced by the knowledge that

she is the official health advisor for the family.

Another advantage from the nursing standpoint lies in the fact that

the services and efforts can be pooled for featuring special health pro-

grams at the most logical and psychological moments in a community. All

working together at the same time for the same purpose gives enthusiasm

to the workers which in turn has its effect upon the people.

A striking illustration of how this is accomplished is shown in the

case of the special program of preschool clinics which has been featured

in the county this month. These clinics, primarily, for children entering

school next fall were held for the two-fold purpose of securing a thorough
physical examination for the child and of getting him through with the

smallpox vaccination at this season of the year instead of waiting until

he enters next fall. Each nurse working through her respective schools

and the school children was able to obtain a complete list of these pros-

pective pupils and from this list to notify the parents either by letter or
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visit of the time, place and purpose of the examination. The result was

ao-reeably surprising for this first attempt for when the numbers attend-

ing these clinics were tabulated it was found that approximately one-half

of these children had been present for the examination.

The question naturally arises—Is not this concentration in effort and

force for some special health feature detrimental to some other necessary

phase of the general health program.? Statistics gathered from records in

our Health Department do not prove this to be the case.

To illustrate we will take the two months of September and October

1927, during which time the tuberculosis clinics for children was held in

our county. Of course all first thoughts and efforts were centered on this

clinic, and in the natural course of things we would expect a let up in

other health activities, but a study of the maternal and infant hygiene

records for this period shows a decided increase of activities over the

general average for the entire year. The number of home conferences

which constitute a large part of the maternity and infancy program

showed an increase of forty per cent over the yearly average. The num-

ber of children registered showed a slight decrease but the prenatal regis-

tration was higher. The earnings per dollar for the two months also

averaged forty per cent higher than the yearly average.

A similar comparison may also be made for the first two months of

the present year during which time the measles epidemic was at its

height in Forsyth County. The quarantine work, accordingly, became an

appallingly heavy and rushing business. The immensity and swiftness

with which this epidemic occurred might lead one to believe that most

other health activities would necessarily be suspended or at least greatly

decreased. However the reports for the maternal and infant hygiene

work showed a marked increase of activity for this service during this

period. Home conferences increased eighty-two per cent over the yearly

average for 1927. Almost all other activities in this branch of work

showed some increase. The earnings per dollar stood 77 per cent higher

than the 1927 earnings.

Presumably, then, the maternal and infant hygiene work is linked

so closely or falls in so naturally with the general nursing program that

an increase in general nursing visits serves to increase at the same time

activity in the field of maternal and infant work.

A study made of the records of the last year of the specialized plan

and the first year of the generalized show only a slight increase in the

earnings per dollar for the generalized. However, this cannot be taken

as a true estimate of the comparative value of the two plans for the first

year in any public health work is more or less a period of adjustment for

the workers and as has already been pointed out the maternity and infant

program was merged with the general program shortly after the general

program itself was expanded by an increase in the nursing staff.

As we have traveled only four months through the second year of the

generalized plan we can only prophesy as to what the annual report

will show on the maternal and infant hygiene ledger, but if we can base

our prophecy on the findings of the four months just past there is scarcely

a doubt but what the activities in this line of work will at least be double

that of the previous year.
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I am not prepared to state definitely the exact proportion of time

spent in the maternal and infant hygiene work as this would require a

very special study of all nursing activities including travel time, con-

ferences and keeping and filing of records and reports, but from a

general study of records I think at least one third of the actual nursing

time during the eight school months is devoted to this cause. During the

four summer months probably two-thirds of the time can be given over

to this work. This then would average around one-half for the entire year.

Another year will probably show an increase in this proportion, as we
hope to delegate to the teachers some of the school work hitherto done by
the nurses, but which we feel can be done as well by the teachers and as

has been noted an increase in field work also means an increase in mater-
nal and infant work. Thus we feel that we are approaching the point

where a majority of the time can be spent in applying the remedy at

the proper source both for reducing the death rate and for making a

healthier citizenship.

Dr. J. Roy Hege, Winston-Salem: Miss Oliver has very well de-

scribed our work and our progress in Forsyth County. I should like to

call your attention to or rather summarize the unit of work in Forsyth
County. Since the county is divided into seven units, I will describe

briefly one unit, which will show you what one nurse has to do. The
county has an area, as Miss Oliver said, of 409 square miles. That, turned
around, would give us an area for each nurse of a little over seven miles

square. The distance through it is seven miles in any way she would go,

except diagonally, of course. In that district she has two consolidated
schools and a population of .., 2,000 of whom are adults, 1,000
school children, 600 preschool children, 100 under one year of age, and
about 100 expecting mothers. That is what one nurse has. That is, of

course, just technically divided, because in the congested districts the

mileage is less and in the very sparsely settled sections the mileage is

greater, but that gives you an idea of what one nurse has and how it

lies. In the schools the program of work is very well planned. There is

something definite there each day, and the nurse can do a great deal more
good among her 1,000 school children in a few hours' time than she can
with 600 preschool children in one hour's time. It was this which called

our attention to the fact that the preschool children and the maternity
and infancy work should lead in the way of time and in the way of the
nurse's attention. This disorganized work, of course, and these home
visits take more time. We had planned to give about one-half of the
time to the maternity and infancy work and about one-half to the schools
and other activities, but I think as the work goes on we shall find it is

going to go further than that. Perhaps we shall after a while classify our
work as maternity-and-infancy work, under one year of age, and all

above that as school work. Then we shall not have to divide so much in

favor of the maternity-and-infancy work.

The other day, when we began holding the preschool clinics, at one
clinic we had an attendance of 72 children. Our expected new pupils next
year, so the board of education tells us, number 660; and more than half
of these have attended the preschool clinics. This is the first year we
have held the preschool clinics. We had expected it would take several
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years for the people to become familiar with them and take advantage of

them, but they turned out much better this year than we expected. In
factj we have not closed our preschool clinics ; we shall have them regu-
larly in each district from now until when the schools open next fall and
shall continue examining the preschool children. We hope to get at least

three-fourths of them examined before the schools open. That will take
that amount of work off the school physician, who instead of devoting his

time to the preschool child will devote it to the school child.

We are highly pleased with giving our maternity-and- infancy work
the lead and making it part of the generalized program instead of letting

one nurse do it. Can you imagine one nurse doing one-half of the work
and the other six nurses doing the other half? I think we have been very
wise in dividing it up as we have.

This work has been done under the supervision and with the sugges-
tions of Dr. Collins, of the State Board of Health.

Dr, George Collins^ Director, Bureau of Maternity and Infancy,
State Board of Health, Raleigh: I should like to say, in this connection,

that Dr. Hege has one of the best rural nursing organizations it has ever
been my privilege to observe. That is about all I should say, I suppose,
with reference to that particular paper and that particular subject. How-
ever, indirectly I do want to take this opportunity of saying just a few
words about the preschool work. I thought of this in connection with Dr.
Ford's discussion a while ago. We have given much thought recently to

the preschool work and particularly to that branch of the preschool work
which deals with the physical examination and vaccination of the child

before it goes to school. According to observation, I believe I can express
this opinion to you, which I believe you will find is correct, that one of
the best methods the county health officer can use to get the support and
cooperation of the county board of education and of the teachers and
principals in the schools is by the preschool clinics, by examination and
follow-up work to remedy whatever defects may be found, and to get
the child vaccinated before it goes into school. You know as well as I do
that teachers are seriously perplexed sometimes to know what to do with
forty children in one room and trying to teach them when every one has
a sore arm. It does disrupt things. I find that the county board of educa-
tion is sincerely appreciative of an outline of this kind for conducting
preschool clinics and examinations. First, that the principals and teachers
of the schools can conduct an enumeration of the preschool children (and
particularly of those who are going to come into school the next Septem-
ber) that will include approximately 75 per cent of the new population
that is going to come into the schools the next September. They can get
around seventy-five out of every hundred, and that procedure is worth
something. It is worth something to the county board of education in

making up its budget; that is one of the appeals it has. In conference with
school officials they very often tell me that the county board of education
makes up its budget only to find the next September that they have from
25 to 40 per cent more first-year pupils than they had counted on, and
they have to double up somewhere. So this provides one of the most effec-

tive means I know of for reaching this school population, and it does in
most instances get a cordial and sympathetic reception from the school
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authorities. They appreciate it. The parent-teacher associations are the

other organization you can use in preschool work. Of course, the health

department can not do it alone but must use the board of education, the

teachers, and the parent-teacher organizations—those three.

Dr. T). E. Ford, New Bern: In Craven County last year I tried to get

the number of children that would start to school the next year, but it

was a little late. But this year we have done it, and the superintendent of

schools is putting that in as part of his regular census of each school

district. This year the primary teachers and the children in their grades
are giving little parties for the children who are to come in next year
and for their parents. Then we try to get the children to go for examina-
tion and vaccination, and with that they have the mental examination and
the supervisor's classification. Then the primary teachers have their work
so that they can start right off the first week, rather than be delayed in

getting organized. We must understand that all these teachers have their

work laid out by those higher up ; nothing is ever dropped but something
always added ; they have all the ground they can cover ; and anything we
can do to help them get started will be appreciated. You can get blanks

from the national organization for preschool examinations. The parent-

teacher associations are working with that organization.

There is another thing going on this year in the schools through the

superintendent in Craven County. There has been a change in the scoring

of and in comparisons between the schools. The superintendent has had
included, as a weighty factor, the number of children vaccinated for

smallpox, for typhoid fever, and for diphtheria. Vaccination is recog-

nized by the board of education now, in comparing a school with other

schools, as being a strong factor. Therefore that puts the teachers on their

mettle to get as much of this work done themselves as possible.

Dr. L. J. CoRBETT, Goldboro: We have tried the preschool examina-
tion for two years in Goldsboro, and I have everybody in favor of it. We
call on the local dental society and have them apportion out among the

different dentists the work of making an examination of the teeth ; we
call on our local pediatricians and get them to volunteer their time ; we
have three eye, ear, nose, and throat men in the city and get them to

devote part of their time. I can not say that we got as many as 60 per
cent of the children examined last year; it ran a little better than 50 per
cent, but a little less than 60 per cent ; but this year we are hoping to get

a little higher percentage. The parents are particularly pleased with it.

Two children were picked up at the clinics that were admitted to the

Caswell Training School before they were ever sent to school. That is a

phase that we think ought to be taken up. When we find these cretins that

are going to be repeaters and that will demoralize the rest of the children

and can pick them up at the preschool clinic I think that is the time we
ought to get on to them. As to vaccination, we are having a little smallpox
in the county now; and we are rather proud of the fact that no child

within the ages for compulsory vaccination (that is, between six and
fourteen) has developed smallpox. That has sold vaccination pretty well

to the public. A good percentage of our adult population is still unpro-
tected, but "A little child shall lead them" and is leading them up to a

needle, and our crop of sore arms is increasing.
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Dr. John H. Hamilton, President: We have some distinguished visi-

tors with us today; I see Dr. Laughinghouse, our beloved State Health

Officer, and Dr. Rankin, of the Duke Foundation. I hope that they will

say a few words to us.

Dr. Charles O'H. Laughinghouse, State Health Officer, Raleigh:

I have, of course, been very deeply interested in your program. It strikes

me as being a most excellent program, and the thought that has been in

my mind is to ask the president and secretary to send a copy of all these

papers to us at the State Board of Health office, so that we might publish

them and get them to you earlier than the Transactions of the State Medi-

cal Society come out. From my own experience, the best time to go over

such papers as we have heard today is just as soon as we can get them.

We remember things by re-impressing those things upon our brain cells

;

and if we could get the papers that have been read today into the hands

of the health officers and nurses of the state and let them go over them

time and time again and map out for themselves such a program as their

own budget and their own place in the state will permit, I think this

North Carolina Public Health Association will be worth very much more

to the state than if we have to wait for these papers until they appear in

the Transactions.

W. S. Rankin, M.D., Director, Hospital and Orphan Section, Duke

Endowment, Charlotte: I am always very happy to be in this meeting; I

always like to think of myself as one of you, and I hope you feel that way
toward me. I have been tremendously interested in some of these papers

and particularly in the last paper in rural nursing. The piece of work

going on in Forsyth County is unique in many respects and is an out-

standing piece of work not only in North Carolina but in this country.

North Carolina has always stood away up to the front in rural health

work, and here is an outstanding piece of rural nursing.

I think it would be a very fine thing if this organization had some sort

of committee representing you in the State Board of Health office, a

committee composed of say three or five men, to present a report here

every year, as one part of your program, pointing out what had been

found in a review of the various pieces of county health work and the

comparative standing of the different counties in different fields. If a

young health officer were going into a new county and wanted to know
how to organize his county, he could go to the county that is judged to

have the best work in rural nursing and to the counties that have the best

work in other lines, and it would help him tremendously in starting his

own work. I think that would be a fine thing for this organization, for it

would develop a certain amount of pride and competition and it would

give the health officer an indorsement with his county authorities that he

would not otherwise get.

I should also like to see the time come when the State Board of Health

will be able to present a state cup to the county health department that

has the largest number of points, according to a committee of judges. I

think, too, that might be carried further and that there might be several

smaller cups or awards for the counties that excel in particular pieces of

work.
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I am suggesting these things, but I shall not presume to make a

motion ; I simply want to leave the idea with you.

I am not sure you know, Mr. Chairman, that you have a very dis-

tinguished national visitor here today, and I am going to presume to pre-

sent that gentleman, if you will pardon me. I have had the pleasure of

knowing him for a long time. He was for a long time the Assistant Com-
missioner of Health of the State of Pennsylvania. After serving most

successfully there, he was called to take charge of a piece of work in

Halifax, Nova Scotia, after a terrible disaster that took place there in

1919, when an ammunition ship blew up in the harbor. The State of

Massachusetts took the initiative in raising a large sum of money to take

care of that situation for five or six years, and a piece of work was done

there that in my judgment compares more nearly with the work done in

Panama than any other piece of work in this country. It was an out-

standing thing. After that this gentleman served most successfully the

American Child Health Association; and for the last two or three years

he has been giving his time to the eye-conservation work of this country,

doing well in that field. He is a man who is known widely throughout

this country, and I take pleasure in presenting to you Dr. B. F. Royer.

Dr. B. Franklin Royer, 370 Seventh Avenue, New York City:

What could I say after such an elaborate introduction.^ If time permitted

I might be led to reflect upon the richness of the diet I was able to offer

to the blue noses of Nova Scotia and the results attained there. It was

not materially different from the work I have heard described this morn-

ing, except that we had conditions more primitive to deal with and we
started with conditions more favorable for making a striking demonstra-

tion of what health work can do. It was our pleasure to develop a program

and to take charge as executive officer in a community where some one

thousand houses had been demolished and where the people were living

in greatly crowded conditions. To see the death rate drop down in four

years from above 20 per thousand to less than 12, to see the infant mor-

tality rate, which had averaged 1,875 for ten years preceding the disas-

ter, cut in half, and to see the people apparently appreciating the result,

was a great privilege. I said the infant mortality rate was cut in half;

that was done in a period of about four years, and the general educational

work is still going on. But as you are interested in public health work
particularly, I am tempted to go into one subject, which is the work I am
proudest of any I have done in my life. I am not quite sure Dr. Rankin

is acquainted with this phase of it. Some years ago, in Cleveland, Ohio,

a meeting of health officers discussed what should be the next step in

public health. The health officers of Pennsylvania, North Carolina, Ohio,

Louisiana, and Illinois, I think, each presented a paper. It is true each

blew his own horn rather loudly ; each presented a clear-cut picture of his

own state at its best. When the time for discussion came, the audience

sat still: the essayists seemed to have covered the subjects so thoroughly

that there was not much else to say. The chairman of the meeting. Dr.

John Dill Robertson, of Chicago, a man accustomed to having a good

deal of discussion in meetings, challenged me to tell what the next step

would be in Halifax, Nova Scotia. Basing my remarks upon the lament

noted by the speaker—the medical profession not supporting the health
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campaign—I ventured to say that it was the fault of the state health

officers because they have not taught the medical profession the true

idea of preventive medicine. Physicians as undergraduates have two
things taught them that stick—individual medicine and a phantom of

state medicine. Every medical student should have a chance to see the

home conditions of every patient he examines or in any way treats. It

happened that right around the Dalhousie University Medical School, in

Halifax, there were a children's hospital, a general hospital, a tubercu-

losis hospital and a maternity hospital, none having out-patient depart-

ments. The Rockefeller Foundation gave the Ministry $250,000 for a

health center. There we planned to operate all public health clinics—pre-

natal, well-baby, tuberculosis, posture, psychopathic, nutrition, and vene-

real disease—as well as a dispensary with the usual clinics such as any
medical school has. Next, Dr. Hattie, the Provincial Health Officer

resigned to give his full time to the teaching of hygiene and public health

and to become Medical Director of all clinic activities. The next step was
to convince the medical faculty of the wisdom of having every student

study the home and environmental conditions of every case he was
studying, whether the case was that of a well baby, a nutrition case, a

psychopath, prenatal, or what not, and have him come back and report

upon those conditions. A well trained public health nurse, in the course

of her visits to the same home, made a report upon those same points. Dr.

Hattie is now carrying out that program and giving final grades in

hygiene and preventve medicine on these environmental studies. I am
anxious to watch that movement for a period of fifteen or twenty years

and to see what will be the reaction of those men having that home touch,

and what will be their reaction to public health as they practice medicine

through the maritime provinces of Nova Scotia. We shall be disappointed

if they do not loyally support the work which men like you desire to put

over.

PUBLIC HEALTH AND THE LAW
By J. H. Epperson, Supt., and Dr. T. C. Britt, County Physician,.

Department of Health, Durham, N. C.

The success of any effort for the protection of the public health

depends upon a number of factors, not the least important of which is

the existence of adequate sanitary legislation and a knowledge of the

legal principles which underlie public health problems. The modern
health official, to be sure, should be a teacher and not a policeman, for it

is undoubtedly true, as the Earl of Derby remarked, that "sanitary in-

struction is even more important than sanitary legislation." It is equally

certain, nevertheless, that public health must have an essential founda-
tion, practical laws, which can be properl}^ invoked when necessity arises.

Education and moral persuasions will not, unfortunately, always bring
about desired results, unless it is realized that behind them is the long
arm of the law. The famous Roosevelt doctrine to "speak softly, but carry
a big stick" is particularly applicable to public health work. The big

stick in this case is the presence of scientific legislation, together with the

ability to use it to the best advantage.
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The legal aspects of public health are, then, just as significant today

as they ever have been. They have developed along with the evolution of

public health itself and have now reached the point where they can be

applied in a rational manner by those competent to put them into effective

operation. Public health has, in its development, gone through three suc-

cessive eras. The first, beginning about one hundred years ago and lasting

for some thirty or forty years, was a period of suppression of disease and

was based on the theory that sickness was caused by filth. At this time,

nuisances were considered the most important element of health work

and the health official was indeed not much more than a policeman.

The second period in the evolution of modern public health began

with the passage in England of the Public Health Act of 1879. Then
followed in England and the United States a period of disease preven-

tion. Using the remarkable foundation laid by the great French Chemist,

Louis Pasteur, who established the science of bacteriology, and with it

the art of preventive medicine, sanitarians began to control the environ-

ment and regulate the movements of individuals when they affected the

public health.

The third period has only just begun. It is an era neither of the

suppression of disease nor solely of its prevention, but of the promotion

of positive health. This includes, obviously, prevention and control of the

environment, but most of all, it is a matter of education of individuals in

personal hygiene and the rules of right living. The time may come when
the public may realize and apply, as unconscious habits, the principles

of sanitary science, but the day is still far in the future. As Dr. Haven
Emerson has so well phrased it in speaking of the advance of public

health "we know infinitely more than we use." When the sanitary millen-

ium does arrive, there may be, perhaps, no need for health laws, nor their

application. Until then there is such a need. Adequate legislation and a

knowledge of the legal aspects of public health are indeed indispensable

to any sanitarian and especially those in administrative capacities.

In order to orient ourselves at the outset, it is desirable to present

definitions of public health, of law, and of public health law. One of the

best definitions which I have been able to find of modern public health

is that given by Professor Winslow of the Yale School of Medicine. He
writes: "Public health is the science and the art of preventing disease,

prolonging life, and promoting physical health and efficiency through

organized community efforts for the sanitation of the environment, the

control of community infections, the education of the individual in princi-

ples of personal hygiene, the organization of medical and nursing service

for the early diagnosis and preventive treatment of disease, and the devel-

opment of the social machinery which will insure to every individual a

standard of living adequate for the maintenance of health; organizing

these benefits in such fashion as to enable every citizen to realize his

birthright of health and longevity." It is therefore evident that public

health conceived in these terms will be something vastly different from the

exercise of the purely police power which has been its principal manifes-

tation in the past.

Law has been defined as "the binding custom or practice of a com-

munity; rules or mode of conduct made obligatory by some sanction which
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is imposed and enforced for their violation by a controlling authority."

In his book, "The State," the late Woodrow Wilson offered this admira-

ble sentence, "Law is that portion of the established thought and habit

which has gained distinct and formal recognition in the shape of uniform

rules backed by authority and power of government." Law is a broad

term and in its' widest sense refers to the whole mode of existence. That

part of it which pertains to relationships among men and the efforts of

society for its own protection and guidance is known as Municipal law,

which, of course, does not mean the law of municipalities, as we know

them, but is a broader, more inclusive term, just as the word "State" is

often used for sovereignty, rather than for a state of the United States.

Municipal law is the rule of civil conduct prescribed by the supreme

power in a state, commanding what is right and prohibiting what is

wrong.

Having presented general outlines of the scope of public health, and

of law, it is now possible to suggest a definition for public health law. It

has been said by many eminent authorities that public health law should

not be confused with medical jurisprudence, which is concerned only in

the legal aspects of the application of medical and surgical knowledge to

individuals. Public health is not a barnch of medicine, but a science in

itself, to which, however, preventive medicine is an important contributor.

It may be said, therefore, that public health law is that branch of juris-

prudence which treats of the application of common and statutory law

to the principles of hygiene and sanitary science.

At this particular point it might be well to call to your attention some

of the special powers of Health Departments. There are many important

phases of public health administration from a legal standpoint. School

hygiene forms an important part of public health administration, since

reliable statistics show that approximately three out of four school chil-

dren suffer from some physical defect. Many communities have recognized

this fact and have passed special legislation dealing with the subject. All

of the health laws of a state or of a subdivision of it apply, of course, to

school systems and must be followed by them. The actual administration

of school health activities is not always vested in health departments,

but is frequently a function of boards of education or other school au-

thorities. In fact, in the majority of the states where there is a state-wide

authority over school medical inspection, it comes by statute under the

jurisdiction of the State Department of Education. Much of the local

administration of school health work is in the hands of educational

authorities. There is some difference of opinion as to which is the better

executive procedure, health officials claiming that all health activities

should be performed under their auspices, and educational experts assert-

ing that the whole of the child, physical as well as mental, goes to the

school and should be taken care of by the school. Local statutes govern

the matter, of course, and where proper and adequate facilities are em-

ployed, either system seems to work satisfactorily. There is usually coop-

eration between the health and school ofiicials, and sometimes the law is

administered jointly.

Whatever administrative conditions may be, the rules of health de-

partments govern schools. Sometimes health regulations conflict with edu-
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cation laws, in which case the former must prevail, as health is more
important than education. If, for instance, during an epidemic of small-

pox, health authorities require all school children to be vaccinated or

excluded from school, such a rule is in practically all jurisdictions supe-
rior to compulsory education law which requires attendance.

The efficacy of vaccination as a public health measure is, of course
firmly established. The legal status of this phase of sanitary science

seems also to be fairly clear. Vaccination requirements form a valid

exercise by the state of its police power and have within reasonable limi-

tations, been almost universally upheld by the courts as a proper exercise

of this police power. An excellent compilation of supreme court decisions

has recently been issued by the United State Public Health Service and
is designated as Supplement No. 60 to the Public Health reports. This
publication may be had by addressing the Surgeon General of the

U. S. P. H. S., Washington, D. C.

Like all health laws coming under the police power, the essential

requirement of a valid vaccination law is that it must be reasonable. For
instance, to require that any one at any time could be seized and forced

to undergo compulsory vaccination would be held unreasonable by most
state courts. But to require that, during an epidemic or threatened epi-

demic of smallpox, all persons who had been exposed or reliably suspected

of exposure should either submit to vaccination or be quarantined would
be entirely reasonable and upheld by practically all courts. Such power
may either be expressly granted by the legislature, or it may sometimes
be implied from more general legislation regarding the protection of the

public health. If there is written legislation, such a law is fairly certain

to be considered favorably.

With regard to the exclusion of unvaccinated children from schools,

there is some conflict in tlie decisions. The weight of authority, however,
upholds as a valid exercise of the police power the requirement that

children be vaccinated before attending schools, and their exclusion from
school if they have not been vaccinated. When there is an emergency, as

the presence of a dangerous number of cases of smallpox, such require-

ments, either expressly or impliedly authorized by the legislature, will

usually be upheld. Such power may be delegated to school boards or

board of health. In other words, an order promulgated by a board of

health to the effect that all children not vaccinated must be excluded
from school on account of an actual or threatened epidemic will generally

be upheld by the courts. Decisions to this effect have been rendered in

the States of Arkansas, Indiana, Michigan, Minnesota, Texas, Missouri,

North Carolina, Pennsylvania, South Dakota, Utah, Vermont and Wash-
ington.

The regulation and inspection of dairies has been upheld and it is

proper for municipalities to impose requirements on dairies which are

outside their own borders. In fact many state laws or sanitary codes

govern this matter of milk control, thus insuring uniformity throughout

the state. The requirement that cattle must have the tuberculin test has

been supported in several leading cases. The licensing of milk dealers,

dairies and sellers has been held valid but such licensing must not be

dicriminating, as by requiring that only owners of vehicles used to sell
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milk should be licensed. The constitutionality of requirements that all

milk should be pasteurized or certified has been before the courts of four

states in five notable decisions, in each of which these requirements have

been upheld as valid and proper. Proper receptacles, such as sealed

bottles may be required, as well as special labels indicating grades. Many
cases concerning the adulteration of milk have arisen and been decided,

as this matter has an important economic as well as a public health bear-

ing. In general, prohibition of the adulteration of milk and milk supplies

has been upheld, and the fixing of reasonable standards pronounced valid.

The state, having the power to control foods, may delegate to muni-
cipalities or boards of health the authority to make regulations on this

subject and these rules, whenever reasonable, will be and have been
upheld by the courts. It is seldom, in fact, that food laws have ever been
held invalid. Summary seizure and destruction of impure foods, according

to law, has been pronounced proper and the United States Supreme Court
has upheld the destruction of foods in conformity to a municipal ordi-

nance.

Requirements that foods be protected from flies and dust are sound,

as are also provisions for the medical examination of food handlers.

Licensing of dealers in food stuffs is proper, and inspection before per-

mission to sell is granted may be required. Foods may be seized and
examined in the interests of the public health or welfare, and such action

is not deprivation of property without due process of law.

Control over communicable diseases, as an important function of the

public health, comes under the police power of the state. The federal

government is concerned with disease only as it affects or depends upon
foreign and interstate commerce, to deal with which various quarantine
and inspection laws have been passed. The power of states to legislate

against communicable diseases has frequently been upheld by the courts

as have also statutes delegating the power to make regulations on the

subject to local health authorities. Actual administrative control over
diseases is generally carried out under local jurisdiction, in accordance
with state laws and such supplementary local ordinances or regulations

as may be necessary. During emergencies or when more than one munici-
pality or county is involved in the spread of disease, the State Health
Department, which has jurisdiction over the entire state, may usually

enter local territory and render valuable assistance to the local health
unit. Such procedure has been held valid and a proper exercise of police

power.

The requirement that disease dangerous to the public health be report-

ed has been upheld by the courts on numerous occasions. A Christian
Scientist has been held not to be a physician within the meaning of the

statutes requiring physicians to make reports. The report of communica-
ble disease to health authorities is no violation of the confidential rela-

tionship between physician and patient and the former cannot conceal
a condition which, if unrecognized, may be detrimental to the public as

a whole according to a ruling of the Supreme Court of Nebraska in 1920.

In order to assist in the diagnosis and control of communicable dis-

eases, laboratory facilities may be needed. The right of municipalities to

establish laboratories has recently been upheld by a court in the state
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of Alabama, which stated in the course of its opinion, "The court discovers
in the health and quarantine laws of the state no expressed or implied
purpose to deny to a municipal corporation the authority to procure for

the use of its officers and people in the administration of their affairs

expert knowledge of things which may affect the safety, health, and
comfort of the community."

The sanitarians' modern conception of a nuisance is that it is usually
a minor matter as far as the public health is concerned. There are, of
course, a number of nuisances which do have considerable significance in

health work, such as the pollution of water or milk supplies, rats, privies,

contaminated food and insanitary dwellings ; but most of the things which
are placed in this category of nuisances, as the word is commonly used,
including odors, noises, untidy back yards, dead cats, etc., will usually
cause little or no harm or negligible injury to human health. These things
may be nuisances, but are not public health ones.

In spite of the general insignificance of nuisances as compared to other
public health functions, such as the control of communicable diseases, the
education of the public in the principles of personal h3^giene, and pre-
vention of infant mortality, nuisance control always has bulked unduly
large in the amount of interest accorded it by the public and by health
officials, and will probably continue to do so for some time to come,
though, fortunately, with a waning importance.

Whether a nuisance exists or not is always a question of fact. A mere
declaration by an administrative officer that a thing is a nuisance does
not make it so and the assertion must be capable of being proved. The
responsibility for a nuisance is based on the fault of the person who
causes it. His motive is of no importance and his negligence no excuse.
A person never acquired a prescriptive right to maintain a nuisance,
as for instance, he may obtain the right to cross another's property
through long and unmolested use of it for such purpose. The occupant of
the land is responsible for a nuisance on it, though the owner may be
if he created or maintains it, but a grantee of land is not responsible for

a latent condition, unless he has notice of its existence. A municipal cor-
poration is never responsible to its citizens for a nuisance maintained by
it in connection with its political governmental affairs, but may be for
those coming within its corporate powers.

The right of health authorities to examine persons suspected of being
venereally affected has been before the courts in a number of instances,
and where such laws or ordinances have empowered the examination on
reasonable suspicion, they have been upheld by the courts as a valid
exercise of the police power of the State. It is incumbent upon a health
official, however, to be able to prove that there were adequate grounds for
reasonably suspecting the existence of disease or otherwise he may be
held personally liable for damages. If a woman were arrested for conduct-
ing a disorderly house, or if it could be shown that she was an inmate of
a house of ill-fame, this would be proper grounds for believing her
venereally infected, and would justify compulsory examination, though
mere arrest would not. Mere gossip is not sufficient grounds as a reason
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for suspecting venereal disease and the person suspected is not required

to report to the health authorities for examination, according to a recent

case.

The administrative officer of any health organization shoulders consid-

erable responsibility when he resorts to the courts to accomplish certain

specific things of value to his community health program. The time has

come when the health officer should have considerable knowledge of the

powers conferred upon him by law and likewise he should also be fully

cognizant of the dangers he incurs to himself and to his organization by

the unwise and the untimely application of the police power with which

he is vested.

I find from an administrative standpoint that it quite often becomes

necessary to resort to the courts to accomplish certain things which

cannot otherwise be accomplished. It has been my very unpleasant duty

during the past twelve years to personally appear as the chief prosecutor

in approximately 800 cases wherein infractions of the public health law

have occurred and could not be corrected without court action. I have

found that where this police power is properly used and no undue advan-

tage taken of a citizen that there is little or no resentment on the part of

the general public and that the courts are granting convictions in approxi-

mately 100 per cent of the cases brought to their attention. The health

officer should keep in mind that in a large percentage of the infractions

of the public health laws that some are not wilful but that the violation

is committed through ignorance or misinformation. Therefore, the vio-

lator of a public health law, in most instances, should not be placed in

the same category as the violator of the criminal law.

DISCUSSION

Dr. a. W. McPhaul, Charlotte: I think we need public health laws,

and I think those public health laws should be rigidly and strictly

enforced. In one of the last paragraphs of his paper Dr. Epperson

brought out the fact that he had personally prosecuted in Durham 800

cases of infraction of the public health rules and regulations during the

eight years he has been there. I have now been in Charlotte for eight

years, and during that time I have brought fewer than 50 people before

the courts. I believe in having a big stick, but I believe in speakifeig

softly. I believe if we observe the Golden Rule we can have our laws

enforced and obtain the same results without resorting to the courts.

Sometimes it is absolutely necessary to go into the courts, but I believe it

should be our last resort. I believe that the health officer's duty is to

cooperate with the people and not to drive; I think his attitude should

be that of helpfulness, to assist them in observing the law, to teach, to

lead, and not to drive.

In this paper Dr. Epperson and Dr. Britt spoke about the abatement

of nuisances. We carried a case from Charlotte to the Supreme Court

along that line. The Supreme Court held that a city or a county can

anticipate a nuisance, remedy a condition and not allow a nuisance to

come about. Mr. Justice Clarkson dissented in that decision. In that case
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the City of Charlotte passed an ordinance driving out the cows in the

city; and the case was carried to the Supreme Court, where it was con-

firmed in favor of the City of Charlotte.

The health officer must have patience in dealing with the public,

because the greatest foe we have to combat is ignorance ; and if you will

let the public know that you are trying to assist them it will not be

necessary to go into the courts. About two years ago we passed the

standard milk ordinance. We expected to have to carry that to the

Supreme Court but did not. We have had to bring fewer than a dozen
dairymen before the courts, because we went out and sold this idea to

the dairymen and cooperated with them ; and it was not necessary to go
into the courts. As I have said before, if we will just observe the Golden
Rule I do not think it will be necessary to prosecute people.

Dr. L. J. CoRBETT, Goldsboro: I hate to differ from Dr. McPhaul.
The Golden Rule is all right when you are dealing with a person who
has those things which we consider necessary to make a gentleman. Dur-
ing the war we found out that an act of Congress and an act of the

President were all that were necessary to make an officer and a gentleman
out of anybody. That does not hold true in public health work. There are

a great many folks that are born gentlemen ; there are a great many
folks that have those innate characteristics of doing right for the sake

of right and that only need to be shown what is right to do it. But there

are plenty of those other folks, who rather delight in going around the

corner to beat you, and I think often nothing takes the place of a court

conviction. This past week in our little city we had two cafe operators

up for running places not fit to eat in. We had been around to see those

fellows, urged them, begged them, coaxed them, did everything we knew
to do ; but they persisted in running places that were not only eyesores

to the public but a positive menace to the public health. We had those

fellows up and closed the places, and that has done more to improve the

border-line places than all the other efforts we have been able to put

forth.

Dr. J. A. Morris, Oxford: I should like to ask what is the use of

authority unexercised. If we do not have people that need the exercise of

authority we would just as well abolish the law. All authority is backed
by force—every bit, no matter what it is ; because that is the final arbiter

against human nature ; and as long as we are dealing with human nature

we shall have to use force in many cases ; and I believe without law there

would be many a helpless health officer in important situations. I know in

my county we have to use the big stick sometimes, if you wish to call it

that, just as a good parent sometimes has to use the hickory switch. I

believe we have to have something to use against the evil doer. He does

not feel that he is his neighbor's keeper, and we have to use force.

Dr. T. C. Britt, County Physician, Durham, closing the discussion:

If it were so easj/ to sell ideas I think all of us health officers would have
an easier time. I appreciate the discussion of this paper, but I know many
times we go to folks and tell them our ideas and try to persuade them
to do the things we are trying to get them to do, and they will not do
them; we can not sell our ideas. But in very many cases we can not get

our idea over and have to use the big stick.
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THE NEXT STEPS IN THE CHILD HEALTH EDUCATION
PROGRAM IN NORTH CAROLINA

By Theresa Dansdill, A.M.,

Director of Health Education, North Carolina Tuberculosis Association

Journeying year by year

With forward face and unreluctant feet

Not hurrying to, nor turning from the goal

Not looking mournfully upon the dead past,

Nor holding back in fear from
What the future veils,

But traveling on—knowing strength

Will be given

To better do the work in coming days.

Three years ago I came before this same group with the outline for

a nutrition program in Child Health Education, and for a general pro-

gram of health habit training. These programs have received the most
cordial support every where. I am most happy to thank every health

officer in the state for your cooperation. You and my chief in the North
Carolina Tuberculosis Association have been a helpful guide and a

friendly critic. The policies have not always been worked out as planned.

Now and then there has been an honest difference of opinion about pro-

cedures but the results have been far better than were hoped for in the

beginning. There is still great need for a continuance of this program
for its more intelligent interpretation and for its sounder footing. This
program will go on until it is a definite part of every school system and
health department 'in North Carolina.

The following report of the seriously undernourished children in

North Carolina is interesting.

There is a gratifying decrease in the percentage of children 10 per
cent or more underweight in North Carolina, as the following figures

show. There is yet vast room for improvement.

rade First Weighting La.H Weigh ng First Weighing

1926 1927 1927

1st 19% 10% 17%
2nd 21 11 18

3rd 23 13 21

4th 22 15 21

5th 27 17 22

6th 26 14 21

7th 2.5 16 20

It is interesting to note that the percentages of underweight went up
during the summer vacation. Is it more healthful to be in school than out.^

What are the next steps in our Child Health Education program?
There are four:
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1. Definite courses in personal hygiene and methods of health edu-
cation.

2. Courses in Parental Education in child health.

2. An intensive preschool program.

4. Provision for definite instruction and care of the children who
were positive reactors in the children's tuberculosis clinics.

HYGIENE AND METHOD COURSES FOR TEACHERS

A teacher cannot teach that which she herself does not know; neither

can she give instruction on as high a level as her own knowledge. Educa-
tors concede that a teacher can impart instruction only to the extent of

about 70 per cent of that which she herself knows. Some of the teachers

in the state receive the most meager instruction in personal hygiene. How
can they then be expected to teach it to their pupils or to train them in

good health habit formation? North Carolina College for Women and
Eastern Carolina Teachers College offer excellent courses in personal

hygiene and methods of health education. Duke University, Wake Forest

and Davidson offer fine courses in personal hygiene during the college

year. It is our dream, which looks as if it might be realized, that every

teacher training school and college in North Carolina will offer these

courses when the school year opens this fall.

COURSES IN PARENTAL EDUCATION

There are few parents but are most anxious to do anything and
everything within their power to help their children to be the best they

can be with the endowment they possess. But often times they do not

know, consequently it is the precious privilege of the physician, the nurse,

or the health worker to educate them. It is gratifying to note the interest

in parental education that has been aroused the past year. But this interest

shall be more than a passing fancy, a transient something if worth while

results are to be obtained and if far-off goals are to be made.

The North Carolina Tuberculosis Association is planning to cooperate

in parental education through the distribution of literature, bulletins and
by giving talks on the subject wherever we are invited to come.

AN INTENSIVE PRESCHOOL PROGRAM

Last year in North Carolina, in some counties, approximately 50 per

cent of the first grade pupils failed. This means that the state is called

upon to finance at least an extra year's instruction for thousands and
thousands of girls and boys who under favorable conditions need not have

failed. Of course all of these failures were not due to diseases that might

have been cured, defects that could have been corrected or to habits that

should have been changed. An intelligent intensive preschool campaign
which includes definite follow-up work will leave its imprint in healthier

children free to gain and to carry on happily the work outlined for them
to do.

The preschool program includes examination, correction, vaccination,

immunization and inoculation when needed. If diseased tonsils are re-

moved before the child enters school he is given his chance to enter in
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finer condition than he possibly could when hampered by this handicap.

If visual corrections are made when needed, he does not have the heart-

ache of failure due to not being able to see. If his teeth are taken care of

he has another chance to become healthier or to remain healthy. So on

through the list of vaccination and immunization each contributes its

quota of reward toward a finer sense of being.

PROVISION FOR DEFINITE INSTRUCTION AND CARE OF THE CHILDREN WHO
WERE POSITIVE REACTORS IN THE TUBERCULOSIS CLINICS

The tuberculosis clinics for children have accomplished an almost

immeasurable amount of good. Tuberculosis has been checked in its

beginning stages
; good health habits have been found that give their

meed of protection ; health quotients in some instances have been raised

to a far higher level than they possibly could have been otherwise. There

is yet a stupendous amount of work to be done in education along this

line. Here and there are parents who refuse to face the fact that their

son or daughter as an active demonstrable case of tuberculosis demanding
immediate attention. Once in a while a doctor will not accept the proof

offered by X-ray photographs read by an expert in tuberculosis.

In the meantime the child is the one who suffers ; it is he whose life

may go so close to the borderland that tired of trying to go the way alone,

he quietly enters the silence and comes not back. Our program the coming
year for tuberculous children is planned to disseminate knowledge where
knowledge is needed and to give help where help is asked.

The North Carolina Tuberculosis Association is happy to do any-

thing and everything it can to help our state to march forward in child

health education. We know all the inspiration and help the North Caro-

lina Public Health Association has been in the past. We are just as

confident that the forward steps will be taken just as gladly and just as

effectively.

I want to clo%e with some verses written over two thousand years ago.

With Reverence at thine own Tribunal stand

And answer justly to thine own Demand
Where have I been.^ In what have I transgressed?

What Good or 111 had this Day's Life expressed?

If Good, the Good with Peace of mind Repay
And to thy secret Self with Pleasure Say,

Rejoice, My Heart, for all is well today!
—Pythagoras, Golden Verses.

DISCUSSION

Dr. L. J. Smith, Wilson: I always enjoy what Miss Dansdill has to

say, both in public address and private conversation; and I always like to

have her visit our department. There is one statement she made, however,

which I question ; and that is concerning the physical condition of the

children from the better homes. I know it is quite true that we find a

great many children in the better homes who are poorly nourished; but

my own personal observation of the children in the schools where the
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better class of children go, as compared with that of the children in the

lower walks of life, is that the physical condition of the better class is

far above that of those in the lower walks ; and in view of that fact I do
not exactly see how we get the figures that Miss Dansdill quoted here.

It may be that the conditions I have to deal with in my county are

different from the conditions in other counties ; but it is certainly an out-

standing fact that when you strip a child to the waist and see a well

rounded body, a clean, glowing skin, and know he comes from a good
home, and compare that with a little dirty, scrawny child with sunken
chest and poorly developed muscles, the difference is striking. The idea

has prevailed among lay poeple that children raised up in poor homes are

healthier and fewer die than in good homes. Someone said the explanation

is this, that when a child of important parents dies, everybody knows it;

but where a little ragged child dies nobody knows it. He said from that

the idea prevails among the public that more of the better class of chil-

dren die than of the poorer class.

Dr. E. J. Tucker, D.D.S., Roxboro: I should like to make a state-

ment along that line. Under the direction of Dr. Laughinghouse the State

Board of Health proposes to put on a course in oral hygiene in the

teacher-training schools of the state.

The Dental Society went on record as backing this movement ; Dr.
Laughinghouse is backing it ; and we have now only to put it over.

Dr. C. W. Armstrong, Salisbury: I must agree with Miss Dansdill

in what she said about the percentage of defects in the children from the

better homes ; my experience has borne out that. We find not only a

greater percentage of defects, of enlarged tonsils, etc., but a much
larger percentage of undernourishment among such children than among
the poorer class.

Dr. C. C. Hudson, Greensboro: Several years ago, when we first

started the nutrition program in that city in which I was then located,

we were very much surprised to find what Miss Dansdill told you to be

true. For instance, when we went up in the wealthy section of the city we
found just a little under forty per cent of the children ten per cent or

more under weight, whereas in the poorer sections of the city we found
from eighteen to twenty per cent under weight. Then when we went to

the negro schools we found a larger percentage of undernourishment
among the children. It is not always a question of economic conditions

;

sometimes it is a little too much of what we might call high living—for

instance, extra sweets between meals and little things like that—that

robs those children of their appetites and causes them to grow up a little

under weight or not to develop as they should.

I want to emphasize the great importance of one thing Miss Dansdill

said, and that is of getting the cooperation of the parents. In one of our

best schools we sent out cards to the parents asking them to come to a

meeting and talk over conditions in the school, and those mothers were
all there at that meeting. We also had a number of telephone calls, etc.,

beforehand, although those mothers had already been notified by the

nurse of the defects existing in the children. We can divide the parents

into two groups. The first group consists of those that will read the liter-



NORTH CAROLINA PUBLIC HEALTH ASSOCIATION 683

ature and be interested and carry out instructions, and they can go ahead
and have the defects corrected. The second group may be just as inter-

ested, but on account of financial conditions you will find it more difficult

to get the results in curing defects such as you will get in the first group.

THE EPIDEMIOLOGY OF INFANTILE DIARRHEA

By WiLBURT C. Davison, M.D.,

Dean, Duke University Medical School, Durham, N. C.

I am very glad to have this opportunity to talk to you on infantile

diarrheas. I know practically nothing about it, but that is the state, I

believe, of most people. I should like to start by stating the problem, by
describing the conditions which we meet in children which we hope
eventually to be able to prevent or at least to reduce the incidence.

As you know, diarrhea goes back to biblical times, but diarrhea in

children was never adequately described until about Revolutionary times,

when Benjamin Rush described it among the children of the eastern sea-

board. It has been called by many terms, summer complaint, etc., and it

was not until 1904 that two students separated the two types as we
know them today. Those two students, and
Bassett, cultured the stools. We recognize that we have one group, which
is bacillary dysentery ; and the other group, which is probably a collection

of several types, we call water diarrhea or We
know nothing about the etiology of the second group ; we do know the

etiology of the other.

Clinically, bacillary dysentery starts with a sudden onset. These
children usually appear perfectly well until about ten o'clock in the

morning; then when the mother goes to feed the child the child may refuse

the bottle. The mother may force the child to take it, and the child will

probably vomit. The mother may think the child has some little indis-

position, such as the child has perhaps previously had. She may go back
four hours later to feed the child and notice the child is feverish. By
afternoon the child may have had one or two stools, and at the end of

eighteen hours it is having frequent stools. Sometimes the onset is even
more stormy ; the children may have convulsions or may be extremely
drowsy or extremely irritable.

Bacteriological proof consists in sending these stools to the labora-

tory and culturing them. In about 70 per cent of the stools (provided
they are fresh—they must be examined within an hour and a half or two
hours after they are passed) Flexner's bacterium is found and in about
20 per cent Shiga's, while about 10 per cent are negative.

During the acute stage, as I say, in the hospital the bacteriological

proof is comparatively simple, but after the sixth or seventh day it is

almost impossible to find these organisms in the stools. The diarrhea con-

tinues about two weeks. The main physical findings are extreme dehy-
dration and great loss of appetite. For that reason the feeding of these

children is extremely difficult. About 20 per cent of the more severe cases

or the general run of cases die within the first ten days, and about 5 per
cent die during convalescence, making a total mortality of about 25 per
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cent. In the better classes of children the mortality is a little less^ but
in the hospitals in Baltimore the mortality was a little over that. Perhaps
the most marked pathological changes I have seen were in the children

dying twenty-four hours after the onset. The etiology is usually indefinite.

Perhaps after three or four days of unusually warm weather^ perhaps
following otitis media or some other infection, the mother may notice that

the child has two stools a day instead of one ; and after three or four

days it may have more stools and extremely large stools. The child is

markedly dehydrated. There is no blood in the stool. I think the best

description of bacillary dysentery is in a book by Sydenham. That de-

scription was entirely forgotten until recent years, when bacteriological

investigation showed that there are these two groups.

I am going to say a little about treatment, because health officers are

often asked about the treatment. Specific treatment of bacillary dysentery
is practically worthless. We know that 70 per cent of the cases are pro-

duced by the Flexner bacillus, yet the specific treatment has been of no
value; vaccine therapy has produced no definite results. The so-called

bacteriophage has in our hands been of no use. The bacteriophage is

something liberated by intestinal bacteria when grown in broth. I'heoreti-

cally, it should work in the intestines; but I have fed as much as 1,500

c.c. to children and also injected large amounts into the rectum without

seeing any results. Several papers have been written on it, but those

people did not run control cases. The main points in the treatment are

the administration of fluid, salt solutions intraperitoneally or intraven-

ously, and blood transfusions. Feeding is of secondary importance (lactic

milk and protein milk are good), but the giving of fluid is of primary
importance. Unfortunately, a great many people, having seen children

benefited by a mastoid operation, do a mastoid operation unnecessarily.

I have seen children with dysentery operated upon for a mastoid condi-

tion and made much worse, and some of them died. Children with watery
diarrhea may be benefited by a mastoid operation, but it is not a thing

that should be done indiscriminately.

In 1923 I kept complete records of all the children that came in with

intestinal disease and found, roughly, that 40 per cent had bacillary dys-

entery and 60 per cent had ordinary diarrhea. That proportion is the same
in many parts of the world. In Germany two or three papers have been
written on the proportion of bacillary dysentery to simple dysentery,

and it ran about 40 per cent dysentery. However, the mortality is consid-

erably lower in watery diarrhea. If you analyze the proportion of deaths

you will find 70 per cent were due to dysentery as contrasted with 30 per
cent due to watery diarrhea. Simple diarrhea killed practically twice as

many children as diphtheria, and dystentery killed five times as many as

diphtheria. (Slide 1.)

Slide 2. Two years later Dr. Wilkins was in Baltimore and kept
very careful record of 628 children in his practice, in order to find out

what proportion of them would develop diarrhea and dysentery when
under satisfactory conditions. Of the 628 children, the 152 who were
breast-fed did not develop dysentery, but 106 developed diarrhea. Among
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those artificially fed, 17 per cent developed dysentery and 32.8 per cent

developed diarrhea. I think that brings out very well the advantages of

breast feeding.

Slide 3. To get further information in regard to the proportion of

deaths reported in Baltimore, Dr. Ellicott sent a very well qualified nurse

out to visit the homes in which children had died of diarrheal disease. He
sent these nurses out about two weeks afterwards to ask the mothers cer-

tain definite questions—about the type of onset ; whether there was blood

in the stools; the duration, whether death occurred in the first twelve

days, as is characteristic of dysentery; etc. Out of 178 children reported

as having died of diarrhea, 16 were reported as dysentery; in other

words, 9 per cent. On investigating the cases it was found that 46 per

cent, by a very conservative estimate, had died of dysentery. I went over

these figures with him, and unles the diagnosis was unmistakable we
classed it as watery diarrhea. 46 per cent were due to dysentery, and 11

per cent had no diarrhea at all. That shows, I think, very clearly the

failure of the physicians in Baltimore to recognize dysentery as a definite

entity and also failure to report it ; 9 per cent were reported as dysentery,

and 46 per cent should have been so reported.

Slide 4. 336 children were reported as having died in 1923. 11 per

cent of the deaths were recorded as due to dysentery, as contrasted with

9 per cent in the following year. But we know 46 per cent was a conserv-

ative estimate of those that should have been reported as dysentery. In

other words, 1.55 probably died of dysentery, and when we contrast that

number with the 90 deaths from diphtheria we find that dysentery is a

very much more important problem than diphtheria or measles or scarlet

fever. Yet it is very often unrecognized and very infrequently reported.

In adult life dysentery is a comparatively mild condition and very

infrequently kills. Probably all of you have had dysentery and put it

down to watermelon or peaches or something else, but if you had cultured

the stools probably you would have found the bacillus. These mild cases

are responsible for many infections in children.

Slide 5. These are old figures taken from Holt, to show what an

advance has been accomplished in the reduction of infantile deaths. In

1891 there were 132 deaths per 1,000 population under one year of age;

in 1909 there were deaths. We speak of the tremendous reduction

of infantile deaths, but the proportion of diarrheal deaths is approxi-

mately the same, so I think it is a problem which merits considerable

discussion.

So much for stating the problem which we have to attack. There is

little information in regard to the means of spread of bacillary dysentery.

We know nothing at all about the spread of watery diarrhea, because we
know nothing of its etiology. The first means of spread which has been

recognized is by water. That is merely mentioned to be discarded, because

I have searched through the literature and have found only three

instances in which water was the means of infection. Shiga describes one

in Japan, where the Japanese women washed clothes in a river and

dysentery occurred three days later in a village lower down. Then around

Metz, in France, a regiment quartered around a certain well developed

dysentery. But in children the infection is practically never water-borne.
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Milk is one source that is frequently condemned. I have never seen an
epidemic of dysentery spread from an insanitary dairy. I worked hard to

prove that down in Birmingham^ Ala., in 1919. The dairy situation there

then was probably as bad as anywhere in the country. If I could have
found that dysentery had been spread from any one dairy I should have

been delighted to condemn it, but I could find no evidence. In the home
milk is very frequently infected; we found evidence of that in an orphan
asylum. Milk was delivered from one dairy to three different kitchens in

this orphan asylum. Dysentery broke out in one of the divisions, and
upon investigation it was found that the milk delivered to that division

was contaminated by someone in the kitchen who was a dysentery carrier.

Soil infection—that is, infection from land—has been mentioned, but

there is only one record of a dysentery epidemic being attributed to

soil. I think it was in Rio de Janeiro, about three years ago, a street

was plowed up ; and dysentery appeared on both sides of that street.

Dysentery bacilli will remain alive for an indefinite length of time and
will stand repeated freezing and thawing. I froze dysentery bacilli

every day and thawed them every day for thirty-three days, and they

were still alive and vigorous at the end of that time, and I gave it up as a

bad job. As to carriers, about one per cent of adults are carriers; children

practically never are carriers. The Shiga carriers are really cases of

chronic dysentery rather than carriers. But the important part is played

by these extremely mild cases of dysentery in adults. In Birmingham
we talked to the parents of the children affected and found in practically

every case there had been a mild adult case, which after an interval of

from forty-eight hours to five or six days resulted in infection in the

child. As you see from the charts, the mortality in adults is practically

nil, while in infants it is very high.

The last means of spread is by flies. You have probably all noticed

that the incidence of dysentery and diarrhea in children is highest during

May and the early part of June, that it declines in July and August, and
is higher in September. That curve of incidence corresponds with the fly

curve. During the very hot weather the number of flies actually decreases,

and the rate of diarrheal disease follows that same curve. During the war
cultured all the flies they could catch and actually found

that many of them carried the dysentery organisms. In camp in France
there was a dump in one corner of the camp, and we had an epidemic of

about five thousand cases. On investigation it was found there were
dysentery germs on the legs of one-eighth of the flies, but one-half of the

flies had dysentery germs in the intestine. We know that fles can travel

eight miles in a day, so I think flies are probably the most important

source of distribution of dysentery that we have, with mild adult cases

being the source from which the thing is spread.

In regard to prevention, I can say pretty definitely that we have

accomplished something. In Baltimore in 1923 there were 326 deaths

from diarrheal disease. I got the figures this morning from Baltimore,

and that has been reduced steadily to 191. Each year has shown a steady

decrease. The way we did that was to get up a bulletin, copies of which I

shall pass around, recommending what should be done. First of all we rec-

ommended, as every one else has done, that every child should be breast-
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fed if possible; second, that milk should be boiled in its final container—

-

that is, if the mother is going to give a certain number of ounces of milk,
a certain amount of sugar, and a certain number of ounces of water, she
should mix it up, put into the proper number of bottles, plug them, and
boil them for ten minutes. In that way she practically pasteurizes the
milk. Third, we recommended that every child under the age of two
should be almost constantly screened, that the house should be screened
and the child sleep in a kiddie coop or a crib with screening over it. We
also recommended that children should be immunized. That is very
simple in an institution, but unfortunately the reactions to dysentery
vaccination are much more severe than those to typhoid vaccine, so it is

not a thing we can do in general practice. So we tried out the method
which the French developed of using the oral method of administration
of the vaccine. Dr. Wilkins fed this dysentery vaccine to 300 children in
the summer of 1925 and used 300 children as controls. Unfortunately, he
found the incidence of dysentery in both groups the same. Whether we
did not use the right types of vaccine or did not use enough we do not
know, but I think the thing is well worth repeating. The boiling of milk
and the screening from flies and the care of mild adult cases are of prime
importance. Another important thing is to realize that there are two types
of diarrhea, the simple watery diarrhea and bacillary dysentery. We want
to educate the practitioners to this and want them to educate the mothers
in the proper care of the bottles, etc., to prevent the development of this

disease.

DISCUSSION

Dr. C. C. Hudson, Greensboro: We have a report from the Committee
on Diarrheal Diseases which will be submitted a little later. I think this
paper by Dr. Davison is most timely. The fact that adults have been
found to be the source of infection in a good proportion of the cases of
infantile diarrhea explains something which I have often wondered about.
I have wondered how those infections did take place in many cases. There
is no question, as Dr. Davison has said, that we can prevent a large part
of the deaths that are ordinarily classed as diarrhea and enteritis and
which are really due to infection by the dysentery organism.

I feel that this paper is most timely and will be of a great deal of
assistance to the health officers in this state.

Dr. L. J. CoRBETT, Goldsboro: I can speak with bloody experience
about dysentery, because personally I have been a victim several times of
dysentery. I saw quite a good deal of it in country practice before I went
into public health work. There was a type of dysentery which Dr. Davison
did not mention, or at least a form of dysentery that we attributed to
another cause. I may be wrong, and if so I hope he will set me right.
This form occurred very frequently in children who had been fed new
potatoes, and it was held by the older men in that section of the country
to be due to potatoes that were green. If the potatoes are not entirely
covered by dirt the portion that is exposed is green. The potato being one
of the solanaceous group, to which the deadly nightshade belongs, the
green potato had the same poison. Sometimes the children would be dead
before the doctor could get there. Usually they expelled by vomitus and
by rectum undigested pieces of potato.
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We had an epidemic in the State Hospital in Goldsboro, forty cases

that occurred among the female patients. Eight of the forty died in the
first twenty-four hours. Dr. Register and I went there on the third day.
There was not a case among the males. The milk supply, the water
supply, and the food supply for all of the inmates came from the same
sources. At that time lactic acid milk was being heralded as a panacea for

all intestinal ills, so we suggested to Dr. Faison that until we could find

out just what was causing the epidemic he make lactic acid milk out of

every bit of the milk he was using. He had a chlorinating plant that

chlorinated the water he got from Little River. We felt it was all right

as it left the plant but that there might be some carrier on the ward who
contaminated the cooler, so we suggested putting a good portion of

chloride of lime in each cooler and also suggested that all the vessels,

knives, etc., be chlorinated.

At a little village in France the leading man came to us and said he
was having complaints from all the villagers that they were suffering

from constipation and that it was due to the chlorin that we were putting
in the water supply. Whether that was true or not I do not know, but I

do know that we had a tremendous demand for compound cathartic pills

and epsom salts that we did not have before we began putting in the

chlorin.

I do not offer these as scientific suggestions but am simply giving a

wayfarer's observations and should like to have Dr. Davison's suggestions

as to the cause of the epidemic at the State Hospital. It is hardly reason-

able to think that the mere giving of lactic acid milk and the putting of

chlorin in the water should have caused it to disappear so suddenly. Why
should it have appeared only in the females, unless there was a carrier?

Dr. John H. Hamilton, Wilmington: We have done very little that

is at all satisfactory to us. Last summer we did do a little culture work,
because we felt one of the important things to do was to convince our

physicians that we did have something as serious as bacillary dysentery.

As I remember, we got one Shiga, four Flexner's, and about eight B.

Morgan. I do not know what part they play and should like to ask Dr.

Davison what significance the B. Morgan has.

Dr. Davison, closing the discussion : As to the diarrhea following the

eating of green potatoes, I have not seen any of that. I have seen diarrhea

following the eating of green apples. We do see a few cases of bloody
diarrhea after influenza epidemics and also occasionally after measles.

I have cultured some of these cases and have found dysentery bacilli in

a few of them. I think it is safe to say that 80 per cent of children with

bloody diarrhea with sudden onset have bacillary dysentery.

As to the incidence of Bacillus Morgan, there has been quite a good
deal of literature on that. I cultured two hundred normal children and
found the Morgan bacillus as frequently in them as in the stools of chil-

dren with diarrhea.

As to the epidemic of which Dr. Corbett spoke, it might be that some
orderly filled the water cooler and possibly had a slight infection and
was not very careful in cleasing his hands after going to stool and thus

caused the epidemic. I have seen epidemics in adults clear up just as
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quickly without anything being done for them. When we had the epidemic

of five thousand cases we had no facilities for taking care of them and

issued orders that if they felt ill enough to stay in barracks to do so and

if they felt well enough to be on mess line to do so. That epidemic cleared

up in'about thirty hours with absolutely no treatment, no special milk or

anything. In infants, however, the symptoms are very severe.

SALT MARSH MOSQUITOES IN RELATION TO
PUBLIC HEALTH

By T. H. D. Griffitts, M.D.

Epidemiologist, U. S. Public Health Service, Biloxi, Miss.

(From Survey of Salt Marsh Areas, South Atlantic and Gulf States.)

Almost the entire Gulf Coast of the United States suffered an enor-

mous infestation by salt marsh mosquitoes for long periods during the

summer and fall of' 1925. Previously there had been repeated occurrences

of this nature but not so serious as the 1925 invasion, which seriously

interfered with, or even stopped many out-door activities. Along the

Atlantic Coast the year 1926 was one of the worst mosquito years.

The preliminary survey authorized by the Congress in July, 1926,

was begun in August, 1926, and has been in progress to the present. This

has allowed of one full season's survey and two half seasons' survey and

observations on the exact character of the breeding places of the salt

marsh mosquitoes. The purpose of the preliminary survey is to form a

"definite idea as to the best methods of controlling the breeding" of the

salt marsh mosquitoes.

In the South Atlantic and Gulf States, from Virginia to Texas, both

inclusive, there are 5,600,000 acres of low-lying wet lands which consti-

tute salt marshes. These marshes are distributed as follows by states:

Alabama, 34,000 acres; Florida, 680,000 acres; Georgia, 329,000 acres;

Louisiana, 3,381,500 acres; Mississippi, 26,500 acres; North Carolina,

427,000 acres; South Carolina, 429,000 acres; Texas, 315,000 acres;

Virginia, 206,000 acres.

From these figures it will be noted that Louisiana contains more than

one-half of this total acreage, while the state of Mississippi contains the

least amount (26,500 acres).

From the standpoint of mosquito production, the preliminary survey

has divided the salt marshes into three natural classifications:

1. Marshes that do not produce mosquitoes.

2. Marshes that produce mosquitoes in small numbers or

are so situated as to affect very few people.

3. Marshes that produce mosquitoes in great numbers and

are so located that they do affect large populations.

The survey has shown that in the marshes as a whole, only a small

proportion of the total acreage produces mosquitoes regularly. It has

been learned that the salt marsh mosquitoes lay their eggs on soil of the

marshes and that where the eggs of this type of mosquitoes are covered
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by water within a day from the time deposited, they will not hatch. The
survey through this observation thus shows that where areas are sub-

merged at daily high tide mosquitos are not produced. In many sections

this is the prevailing type of marsh land. This finding will enable com-
munities desiring freedom from the salt marsh pest to attack the problem
in a very definite way and may find the expense entirely within their

economic ability.

Considering the second class there are vast areas in several states

where marshes are of such a character or location as to produce freely of

salt marsh mosquitoes which do not at the present time affect a great

number of people. Sections of Louisiana, especially, present this condi-

tion, while in other marsh areas of this state the reverse is true.

The third class is the important one and will require a large number
of detailed surveys as an exact basis upon which to predicate control. The
preliminary survey has brought out many scientific facts concerning the

breeding habits of the salt marsh mosquitoes, the character of their

breeding places, and various conditions influencing such. Studies have

been made of the effect of tides, vegetation, salinity, natural enemies, and
the influence of climatological conditions on the production and flight of

mosquitoes.

Studies of larvicides or substances which destroy the aquatic stages

of mosquitoes have been carried on in connection with the studies of

mosquito habits and life history. This has already yielded one very im-

portant fact, namely, that Paris green when properly applied is highly

destructive of salt marsh mosquito larvae or wiggletails. Mixed Paris

green and moist beach sand in proportions of one to one hundred and
broadcast over the marsh has been proven in this survey to be relatively

inexpensive and has a large application in the eradication or control of

these mosquito pests. This is quick, easy, and relatively inexpensive. The
procedure will allow control in many places where areas of intermittent

breeding prove too expensive for major engineering measures.

The survey to date has developed a mass of accurate knowledge con-

cerning the breeding habits of our salt marsh mosquitoes, types of breed-

ing places, general distribution, and economic methods of control. A care-

ful report is in process of preparation. Before this becomes specifically

beneficial to individual states or communities it is necessary to conduct a

number of detailed surveys in order to show the exact practical applica-

tion of the facts elicited. Incidental to the preliminary survey four such

detailed surveys were carried out, namely, in Mississippi, Florida, North
Carolina, and Virginia. As a result control measures are projected or

started in Mississippi, Florida, South Carolina, and Virginia. The survey

carried to its logical conclusion would result in control of production of

salt marsh mosquitoes in the Gulf and South Atlantic States, and open to

developmental activities of enormous values not only to those states

directly in the areas covered by the survey, but to the country at large.

Chambers of Commerce, generally, along the Atlantic and Gulf States

keenly appreciate the part that invasions of salt marsh mosquitoes play

in retarding or preventing progress. Approximately 75 per cent of those

and other bodies have frankly acknowledged this problem as the greatest
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single factor in the lack of development. Cattle raising and other agri-

cultural pursuits, horticulture and industrial development are held in

check by the pests of mosquitoes.

As an illustration of the direct relation of this study and survey to

health conditions, in the detailed study of the exact breeding places of

salt marsh mosquitoes it was early found in the survey that two species

of mosquitoes belonging to the malaria type of mosquitoes—anopheles

—

were generally breeding in the same character of place as the common
types of the pest mosquitoes of the marshes. Anopheles crucians, which is

a recognized transmitter or carrier of malaria, produces in enormous
numbers in many of the southern marshes. The other species encountered

and likewise belonging to the malaria carrying group of mosquito is

anopheles atropois. Prior to the studies made in connection with this

survey, practically nothing was known of the habits of this mosquito. It

has been found to breed in water of the highest salt content: is a free

biter by day and night and if further experiments prove that it actually

does transmit malaria, this work alone may prove of inestimable value in

the eradication of malaria in coastal regions. So far this type of mosquito

has been found in Louisiana, Alabama and Mississippi, while the ano-

pheles crucians is found in practically all of the marsh areas in the South

Atlantic and Gulf States.

The principal points at which the surveys have been made in the

South Atlantic and Gulf States are as follows : Fort Pierce, Vero Beach,

Sarasota, Tampa, St. Petersburg, St. Augustine, Miami, Coral Gables,

and points along the coast of West Florida. Mobile and Baldwin counties,

Alabama, the three coastal counties of Mississippi, including the towns

of Bay St. Louis, Pass Christian, Gulfport, Biloxi, Ocean Springs and
Pascagoula. Plaquenines, St. Bernard and Orleans parishes, Louisiana,

at Port Arthur, Sabine Pass, Galveston, and other points in Texas extend-

ing to the Mexican border. In Georgia, surveys were made at and near

the cities of Savannah, and Brunswick. In South Carolina, at Charleston,

Georgetown, Beaufort, and other points along the coast. In North Caro-

lina, a detailed survey was conducted at Wilmington, and in New Han-
over County in which Wilmington is located; at Southport in Brunswick
County and Pender County and along that section of the coast in which
Beaufort and Morehead City are located. A survey and studies were
also conducted in the Hampton Roads district in Virginia.

Data have been collected on all matters possible in connection with

the costs of various control measures including ditching, diking, and the

use of tide gates; diking and flooding, or pumping; the costs of seawall

construction ; hydraulic filling, seawall construction and the like. It is

also proposed to conduct exact experiments on limited scale to determine

the most economical and effective methods of control work as applied to

various types and characters of breeding grounds, including among other

things the use of larvicides and airplane methods in their distribution.

In order to conduct this preliminary survey three trained men were
first employed and later inspectors had to be secured and trained for the

research work required. The personnel engaged in this work has varied

from two to eight field men who have been engaged in survey and
research work continuously.
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When this survey of the exact breeding places of the salt marsh
mosquitoes^ their habits, and the various methods of control considered
from a standpoint of efficiency and costs shall have been completed,
states, counties, or other subdivisions may have a definite information,
estimate of costs, and workable plans which they may apply in the eradi-

cation of the salt marsh pest mosquitoes and the malaria type of mosqui-
toes found in marshes. The purpose of the survey is to determine the best

method for eradication and the Public Health Service confidently feels

that when the survey is conducted to its logical conclusion, these results

shall have been achieved.

The good living conditions—better housing, nourishing, food, content-

ment, recreation, better schools and more general education of the masses
—that accompany prosperity and local development, directly affect the

organization and support of efficient health department. Control of the

mosquito pests which retard or prevent such local development, will

almost immediately bring financial returns in those sections which are now
idle wastes. Tormenting mosquitoes, though not conveying specific dis-

eases, do greatly affect individual and community health through their

influence in disturbing rest, lowering physical fitness and thwarting indus-

trial, commercial and agricultural progress.

DISCUSSION

Dr. D. E. Ford, New Bern: The pest mosquito affects public health

in two ways. In the first place, the salt-marsh mosquito down about New
Bern and in Craven County hurts the reputation of the district. We used
to have a lot of malaria there. The malaria has almost disappeared, but

the public have been taught that malaria and the mosquito go together

;

we still have the mosquito, so they think that public health work is not

entirely efficient and are looking to public health workers to get rid of

the mosquito. If we could find means to eradicate the marsh mosquito the

cause of public health would look up. Public health work would be looked

upon as being much more valuable to the community than it is now. But
where the land that breeds mosquitoes will raise nothing else but grass,

and where all the money we get to run the county comes from land taxes,

and where the improvements, ditching, etc., will not improve the value of

the land, the financial means for carrying out this work will have to come
from somewhere else. We have to get some economical means, such as the

use of an airplane for the distribution of Paris green, for instance, to be

used in that territory. We might get money from the resort people, whose
returns are probably cut at least in half by the mosquito pest during

the latter half of the season, when we expect the summer people there.

Morehead Bluffs, for instance, has been looked upon more or less as a

failure, and probably it is. The mosquito has been a big factor in killing

that. The public are going to look upon public health organization as

being a servant and a servant from which they expect to get results. When
they get results in one way they find some other way for it to aid, and
they are beginning now in the eastern half of the state to expect public

health work to get rid of every cause of discomfort, whether it causes

disease or not. So I am looking to this government agency to come into
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the eastern part of the state and find some practical means that has an
economical basis, so we can use it and make the eastern part of the
state a more attractive place for visitors during the summer season.

Dr. John H. Hamilton, Wilmington: I think there is not any argu-
ment that anything which makes an area practically uninhabitable is of
public health importance. I know of plenty of beautiful spots along the
sounds of North Carolina; you could not find a more beautiful place to
stay if you were to search the wide world over; yet you could not hire
anybody to stay there, on account of mosquitoes. When there is one
winged insect that keeps a beauty spot from being habitable, I think that
winged insect is a health problem. The salt marsh-mosquito is built on a
sturdy plan and can fly easily a distance of twenty miles and probably
farther. Dr. Griffitts tells me that their rate of flight is about twelve miles
an hour and that they do not mind staying on the wing for two hours at
a time. Therefore if you are doing mosquito-control work within twenty
miles of salt water, you have the hazard of having a good program of
mosquito control ruined by an invasion of salt-marsh mosquitoes from
outside your control area. I have suffered that embarrassing experience
on several occasions, so I am trying to teach my people to differentiate
between the salt-marsh mosquito and other varieties.

Dr. R. E. Broadway, Southport: We very much appreciate the fact
that something has been started and somebody has become interested, to
the extent that we hope we shall get rid of some of the mosquitoes in the
near future.

Dr. Griffitts, closing the discussion: This meeting being held at
Pinehurst, I quite readily appreciate the fact that you do not get the dis-
cussion that you would at Wrightsville Beach or some other place along
the North Carolina coast. This survey being made by the United States
Bureau of Epidemiology was brought about by the fact that three counties
along the coast of Mississippi were almost uninhabitable during the sum-
mer of 1925. Some sections of counties along your own coast, I under-
stand, are almost uninhabitable for the same reason. Mississippi has
passed laws permitting counties to tax themselves for mosquito control,
and so have Louisiana and also Virginia. Of course, we can not eradicate
mosquitoes by law; mosquitoes will not respect county lines or state
lines. It therefore becomes a community problem, a state problem, and
perhaps in some instances an interstate problem. I am sure this is the
case in Mississippi, where if Mississippi cleans up her own mosquitoes
she will still get some from the Louisiana marshes.

The mosquito that troubles the South Atlantic and Gulf coasts is the
same type as in New Jersey; it is anopheles (?). It might be called the
Lindbergh of the mosquito family, because it holds the record for long
flights. Taking advantage of a gentle breeze, it can cover long distances.

Dr. J. W. McNeill, Fayetteville: I remember when, fifty or sixty
years ago, the idea of a mosquito's being in the sand hills of North Caro-
lina was laughable ; they were all on the coast ; all the mosquitoes we had
were down around Wilmington and along the coast. We liad none in
Fayetteville, where I live. But at last we had them along the river bank.
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borne by the boats. After a while they began to get up in the lower pai't

of the town, and after a while they began to get up on the hill. After a

while they began to get up to Monroe, carried by the railroad. It seems to

me that by this plan of destroying the mosquitoes on the coast, destroying

the mosquitoes in the marshes along the coast, we shall get at the root of

the matter and destroy the mosquitoes at Pinehurst and in the sand
hills. I know of the time when it was laughable to speak of a mosquito

as existing three miles from the Cape Fear river. It seems to me now if

we go back to the original source we may get rid of the mosquitoes

throughout the country. I am glad to see this effort made down at the

coast, where the mosquitoes originally came from.

SANITARY ENGINEERING IN A PUBLIC HEALTH PROGRAM
By C. W. Armstrong, M.D., Salisbury.

Our Secretary has listed my paper as "Sanitary Engineering in a

Public Health Program," however, I am taking the liberty to change that

title to read, "The Absence of Sanitary Engineering in the Average
Public Health Program." It may be that I am a bit presumptious in

attempting to comment on the public health program in the various whole

time units in this state but I would have you understand that in doing so

I am not criticizing you but rather lamenting on what I belive to be some
short-comings of my own and if I alone am negligent along these lines

which I will mention I hope the discussion will set me right and inci-

dentally inform me as to how I may improve the character of the service

in my own department, however, I believe that my own unit is fairly

representative of the full time units in this state as a whole, no better

and probably no worse than the average. In other words it is fairly

typical of the "white collar" jobs which our friends in Gaston County so

generously term our full time Health Departments. If this be true then

we are neglecting a very vital phase of public health activities, namely,

sanitary engineering. Again let me qualify my remarks. I am not forget-

ting the fact that we are medical men nor am I underestimating or mini-

mizing the importance of work along medical lines. Certainly the preven-

tion of diphtheria, typhoid and tuberculosis, the care of mothers, babies,

etc., should and always will be foremost in our minds but there remains

the fact that because we are medical men we must not allow our minds to

be single tracked so that things medical crowd out from our program other

matters of importance if we are to have these programs well-rounded.

During the past summer I had the opportunity to work in Louisiana

during the great flood and it was during that time I had so forcibly

impressed upon me the importance of the things of which I am speaking.

Probably 90 per cent of the public health work done in the flooded dis-

tricts was sanitary engineering. Of course we have had no flood, at least

of water, but we do have many of the same problems which the flood

created in the Mississippi Delta.

In the first place there are in most of the counties of this state hun-

dreds of open type wells with buckets. The State Laboratory will tell

you that practically all of these wells are polluted. I wonder how many
of us are doing anything at all towards clearing up this situation. Cer-
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tainly no one can deny that the matter of insuring an adequate supply of

pure drinking water is a very essential thing. Let us suppose that a

sample of wa'er from the well of an individual shows B. Coli present.

Shall we tell him to ignore it or shall we help him trace out the source

of pollution and in taking steps to prevent further pollution. It is likely

that this well or spring is the only source of drinking water for the

family. Are we to simply boil the water knowing at the time that the

chances are ten to one that this will not be done or are we to help him

with other means of purifying the supply. If so, then do we know how to

properly chlorinate a well or a small supply of water such as a bucket-

full.?

Then comes the matter of sewage disposal. I doubt if many of us

could tell a man how to build a sanitary privy other than to say to him to

dig a pit, put a house over it and lids on the seat. The average man who

is to build his own privy can not take the State Board of Health privy

bulletin and from that construct an improved type of sanitary privy and

in saying this I mean absolutely no criticism of the privy bulletin but I

do mean that without some explanation the specifications and plans as

laid out in the bulletin are not clear enough to enable him to proceed and

I must admit that personally I could not explain it to him in an intelligent

manner.

Then there is also the matter of septic tanks. Sometimes I doubt if

I know the difference between a septic tank and a cess pool. I am unable

to tell a man anything which will be of real help to him in constructing a

serviceable septic tank. If a man lays a plan before me for a septic tank

it is doubtful whether or not I would be able to tell him whether his plans

are good. I wonder if you find yourselves in the same boat. Recently a

man said to me "I have a great deal of greasy water coming from my
kitchen sink. Would it be all right for me to run that into my septic tank?"

I am asking you, would it be all right or not? Suppose a man from out

in the country comes to you and tells you that he wants to put in a private

water works and sewer system in his home and he wants some help in

planning his construction. It is of course impossible for the state to fur-

nish a man who could visit the homes of all these individuals but it

should not be impossible for the county to furnish this man some help and

without a doubt he is doing a thing which we all realize is splendid public

health practice and it is my belief that the most of us could not be of a

great deal of service to this man.

Then coming back to the matter of water purification of water plants

or city water supplies. How many of us could look over a plant and have

very much idea as to whether or not that plant was functioning properly.

I am afraid that I could not discuss intelligently with our water works

superintendent any condition which might arise and which might be of a

great deal of public health significance.

Then comes the matter of milk control. I wonder if any of us could

rate and grade a dairy. I take it of course that the most of us who are

operating under the Standard Milk Ordinance are employing a milk

inspector to look after that phase of the work. Then how do we know
that our inspector is competent and whether or not he is doing his work
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in a thorough up-to-date manner. Then of course it is not possible for

every department to have a trained milk inspector but the people of these

communities are none the less entitled to clean milk and thorough up-to-

date supervision of its production.

I am firmly convinced that being medical men, we, as health officers,

are allowing the purely medical side of disease prevention to overshadow
other phases of public health activities. There are two ways of preventing

disease. First, medical. Second, mechanical. You will probably agree with

me that one is not less important than the other and so I am wondering
if there are others like myself who have failed to take advantage of the

mechanical. I am wondering also if there are others who are convinced

that this mechanical feature of public health work is important but who
are so ignorant of the rudiments of this phase of public health activities

that they are forced to push this into the background. Some one is going

to say of course that we are not sanitary engineers and that we are not

expected to know these things. I agree that we are not nor will we ever

be sanitary engineers but I do not agree that we are not supposed to

know anything at all about sanitary engineering. On the other hand we
are expected to know enough about these things to at least be of some
help to the people who employ us. Would it not be possible then if I am
not altogether off on a wild theoristic jaunt for the State Board of Health
to give us the opportunity to learn some few things about the mechanical

side of disease prevention. I believe that if we could arouse sufficient

interest among the health officers that ways and means will be found for

those of us who want to learn to do so. It would not require a great deal

of time spent in Raleigh with Mr. Miller or in some section of the state

accessible to the majority of the health officers of that section for us to

acquire at least enough of the ground work of this science to enable us to

study intelligently and to better equip ourselves for service.

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION
Monday Evening, April 30, 1928

The meeting convened in the Ladies' Card Room of the Carolina

Hotel, Pinehurst, North Carolina, at 8:30 o'clock, the President, Dr. John
H. Hamilton, of Wilmington, presiding.

Dr. C. W. Armstrong read his paper on "Sanitary Engineering in a

Public Health Program."

discussion

Dr. L. J. Smith, Wilson: We were taught in the medical schools to

know something about every specialty a man might need in medicine.

There is no reason why we as health officers shouldn't have a general

knowledge of these things sufficient to know they are done right when they

are planned by other people or done by other people. May I point to one

particular thing as a reason why we should know about these different

things that Dr. Armstrong has mentioned? One is the septic tank. Our
good friends, the commercial houses, that manufacture and build septic

privies do so at the expense of the public and many time foist upon the

buyer an inadequate equipment in order to make it cheap so they will
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make more profit out of it. I saw that thing happen in my own county in

the matter of the sanitation of our schools. They laid just enough pipe

from the septic tank to say they laid some pipe. I went there and dug
it up and found it was absolutely inadequate to take care of one man,

much less the whole school. The same thing happened at our county home.

Those things were all done without consulting me at all. I was in the

county part of the time this was being done. It was done without consult-

ing the Health Department whatever. Even if they had consulted me at

that time, I doubt if I had been able to give them the right information. I

do say without any boasting, I feel I know what a septic tank ought to be

like. There are several other things I have learned since I have been

there that I feel I can superintend and know that they are right when
they are finished.

I believe, as Dr. Armstrong has said, that the great majority of the

health officers of North Carolina know so little about these things that

they are embarrassed when they are called upon for advice, and I think

his suggestion that we have some training along this line is entirely

appropriate.

Mr. H. E. Miller, Raleigh: I have heard two different folks express

the idea in two different ways. I think I will express it in one other way,
that what we are working at in the two different plans of attack are

these : One is the, you might say, protection of the public en masse, such

as you would do if you were responsible for securing an improvement in

a community water supply in your county, or the enaction of suitable milk

regulations or means for their enforcement; and the other is dealing with

the individual as a unit as compared with the community as a unit.

The position that the State Board of Health feels it is in and the

position we try to fill is to render to the counties such service as will be

of most value to the counties. A second position in that matter that I

think is absolutely important is that the state in so far as possible render

its service to the community through the county health department. The
line along which all of these gentlemen who have spoken so far is really

making toward that point.

In regard to the situation Dr. Smith has spoken of with reference to

schools, I will say that has been one of the biggest, both sanitary and
economic, crimes that has been committed in the state. Without seemingly

enough sentiment from the Education Department in all the counties, oi

enough understanding of the problem to actually take hold of it, we took

hold of it a couple of years ago, and we have been gradually developing

our facilities for handling these school water supplies, sewage disposal

systems, and so on, to a point where last year I think I can say pretty

authoritatively that collectively for the state as a whole, economically

speaking, we were able to save the state around $300,000.

From the standpoint of service, in those instances that came into our

hands, we were able to get installed proper systems that will not give

trouble and will not have to be abandoned and will not be public health

menaces. Naturally, with one hundred counties and the large program of

school development that is going on, it is almost physically impossible to

keep in touch with all those things that arise.
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If the health officer could be the point of touch and serve as a clearing

house for our services to the county, giving more highly specialized ser-

vice where it is necessary, disposing of such instances as were justified

by doing so, by mere general advice you might say, we could be of tre-

mendous assistance to you. The main reason why we are not is for the

same reason that you were unable to be of any assistance to that county

superintendent when he did that, because you didn't know about it.

If the county health officers would like to have some sort of plan

worked out where the fundamental, practical, essential things dealing

with water supplies, sewage disposal, milk sanitation and the other com-
munity sanitation problems, might be condensed and put over to them
in a usable form, we would be very glad to do so. We would be glad to

cooperate with you in whatever you think is the best in that connection.

In that connection, I might say I am a little bit more optimistic about

that sort of thing than I would have been a year ago, because on the

matter of sewage disposal I managed to do something with the sanitary

inspectors. I don't expect to make engineers out of them, not at all. They
can now make us intelligent reports, from which we can determine what
cases are complicated and which ones are not. Some of the counties sent

their inspectors in to our conference last year and we have gotten some
excellent reports from the county inspectors who were there, and the thing

is working very satisfactorily. I have taken occasion several times where

I found a new health officer who had just come on the job, to take him

into the water purification plant in his town and take him through it from

end to end, feeling that the time would come sometime when there would

be some important community problem at issue relative to the safety of

the water supply, not expecting the county health officer to serve as a

consulting engineer for the city or to actually settle any of the great

problems that might arise. Naturally, I know the people of your com-

munity expect you to be all-knowing on subjects of that kind. Certainly

those things are of sufficient public health magnitude that you ought to

know something about them. I will be very glad in any of those counties

to take up, when occasion will permit, such actual illustrations in your

own community, to familiarize you with your own problems extant. I will

be very glad to cooperate with this Association in trying to work out

something along the line Dr. Armstrong has mentioned. Naturally, of

course, I am very glad to see this trend of thought, and I want to assure

you that we will be glad to cooperate with you in every way we possibly

can. (Applause).

President Hamilton: Any other discussion? If not, I will ask Dr.

Armstrong to close.

Dr. C. W. Armstrong, Salisbury: Mr. President, I would like to say

just one word. Before somebody else has a chance, gentlemen, I appreci-

ate the discussion that took place. I hoped this would precipitate some
discussion, because I have given a good deal of thought that didn't show
in the paper, I realize that. I have thought considerably about that. I

want to assure Dr. Miller there wasn't any criticism of his bulletin. As
I said at the outset, I wasn't criticizing his bulletin or anybody else's

;

I was criticizing myself. The average man can't get the data from the
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printed bulletin to tell a man how to do it. The average citizen who wants

to build sanitary privies is probably at least as dumb as we are, and the

average man can't take that bulletin and construct a privy to meet the

requirement. That is what I was getting at.

You know when public health work was first started in North Caro-

lina, every county that had a full-time department, had a staff consisting

of a health officer, its clerical assistants and a sanitary inspector. Every

county had a sanitary inspector who covered the county. It did a great

deal of good. It accomplished a great deal of public health work. Since

we have gotten in the new trend of public health activities, we have done

away with the poor old sanitary inspector, and he is no more except in

some of the larger towns. I want to say that I don't qualify this statement

in any way whatsoever. I believe the county that does not have a full-time

sanitary inspector for the whole community is certainly lacking in what

is required to round out a full-time public health program. In other words,

I believe in every county in the state there should be a full-time man who

is working in the county, not in the cities, but giving his full time to the

rural districts, telling the people how to construct sanitary privies and

improve their water supply. I mean by a sanitary inspector a man who

knows his business.

When I have that inspector, which I hope to have in my county some-

time soon, I want to be able to take that man out and train him and direct

him, and I don't want him to direct me. I don't want him to know, at least

to know he knows, a whole lot more about sanitary engineering than I do.

He may know a lot more about it, but as long as I can keep him in the

dark, it is all right. I want to discuss this with him intelligently and want

to say, "I want you to do this or that, and do it this way." I may be wrong

about it, and probably will be, but that is what I am driving at and want

the State Board to give us aid so we won't be so colossally ignorant. I say

"we" and Dr. Carlton laughs. (Laughter).

Again, I want to qualify it. I hope the rest of you know a great deal

more than I do. It may be I have neglected it and haven't taken advantage

of my opportunity to find out more about these things than I have. It is

possible that the others of you find yourselves in an entirely different

position. I feel there is no doubt we are neglecting a very vital phase of

public health work, and I would like to see something done about it in

every county in the state, (Applause).

MEASLES

By A. B. McCreary, M.D., Rockingham, N. C.

Measles is best controlled like the Mississippi flood. Dam it! And

watch it spread.

Osier among other things states that measles is an acute highly con-

tagious fever. We endorse that statement, even if it is rash.

This paper will deal with Richmond County principally, there will be

much about measles, but little about control. In January 1927 we had

no measles, although we had an idea it was coming. February 1927 we

had one measle, March 12, April 28, May 143, June 117, July 11, August
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21, September. 50, October 50, November 129, December 219, January
1928 307, February 398, (wouldn't you like to have some stock that did

like that?) March 169, slight slump in the market. When the first case

appeared we threw the usual smoke screen around it, and rounded up all

known contacts and roped them off. A case or so broke out in school, all

in that room who had not had measles were placed in quarantine for 14

days. By careful check we found that a few contacts were re-entering

school after satisfying a l-i-day quarantine period and then developing

measles. Quarantine procedure of contacts repeated; measles still spread-

ing. Looking forward to relief at close of school. More measles, praying

for June to come. Decided slump in number of cases during summer
months. Proving that isolation is not without some merit. September
business conditions picking up, steady rise in market, more children de-

veloping measles after 14 days of exposure. Some contacts not developing,

much loss of time from school, great griping of parents. October meeting

of Board of Health to consider McCreary's Haphazard Bill for school

relief. Bill passed allowing contacts to remain in school for 7 days after

exposure and then draw a ten-day quarantine, with the provision that they

draw no quarantine if they received convalescent immune serum or

parental blood. Quarantine accepted, no one wanting to risk blood. We
found that most of the contacts that developed measles developed it

between the tenth and seventeenth day after exposure ; we had two cases

to develop on the 21st day. None of the cases showed any symptoms of

measles whatever before the ninth day. Our experience is that it is abso-

lutely safe to give them the first seven days grace. This method was fairly

successful in the Hamlet and Rockingham schools, especially in cutting

down the number of cases per limited period. As one of my fellow physi-

cians remarked, "We used to have measles and get through with it, but

Doctor McCreary has fixed it so we have it all the time." We had hoped
to choke it out by this method, but about the time we felt we were going-

good, someone would develop measles in class room, from whom we could

get no history of exposure. Although we had no great number of cases

in Rockingham and Hamlet schools during any given period of time, we
still continue to have measles, some children drew as high as five ten-day

quarantines before developing measles
;
parents highly disgusted at the

loss of time, we were promising relief after each quarantine and really

believed we might gt it. This experiment was carried out in the Rocking-

ham and Hamlet schools with the very efficient aid and cooperation of

Mr. L. J. Bell, County Superintendent, Mr. F. L. Ashley, Supt. Hamlet
Public Schools, and Miss Bessie Terry, Principal of Rockingham Graded
School.

In favor of this method it may be stated that

:

1. It in reality knocks off three days of the quarantine period, as set

forth in the State Board Bulletin on measles, at the same time adding

three days at the most dangerous period.

2. Forcing the exposed children to develop the disease while isolated.

3. We feel that this method enables the schools to continue, when
it would have been necessary to have closed them from two to six weeks
under the old method.
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Against this method is the same indictment that can be brought against

quarantine:

1. Great loss of time from school.

2. The fact that the average parent refuses to consider measles
seriously.

3. Difficulty in locating exposed children.

4. Lack of cooperation from some parents.

5. Many children probably exposed on street, in picture shows, drug
stores, etc., to children from other counties, and in border counties from
other states, without the child knowing he or she has been exposed, the

diseased party returning to their home state or county, leaving no record
for the local health officials.

We feel that this method would have a great degree of success under
the following conditions

:

1. Early diagnosis and report of case.

2. Report of all persons exposed.

3. Full cooperation of parents.

It may be possible to achieve this by building up public sentiment
against the careless and neglectful parent. You are probably saying that's

good theory, but not practical. Admitted ! At the present anyway. The
method of taking temperature in exposed rooms, and sending out those

who were running one-fifth of a degree was tried in Rockingham in the

spring of 1927. It met with little or no success. The figures on number
of cases given above were for Richmond County. In the Rockingham and
Hamlet schools the number of cases range as follows : Rockingham
Graded School, first case in April, 9 cases during April, 21 cases in May,
10 cases in June, 2 cases in July, 2 in August, 4 in September, none in

October, none in November, one in December, 23 in January 1928, 62
in February 1928, and 9 in March 1928.

The first appearance at Great Falls School, which is one of the Rock-
ingham Graded Schools, was in May 1927; there were 13 cases, June 15
cases, July none, and no more until January when there was one case,

2 cases in February and one in March. A total of 176 cases in Rocking-
ham Schools from April to April.

Hamlet Schools had their first case in June, evidently visited Rocking-
ham and toted it back. Another case in July and no more school children
until December when there were 16 cases, Januarj^ 1928 89 cases, Febru-
ary 105 cases, and March 21 cases, a total of 183.

The rise in December, January and February may be due to crowds
mingling together during the Christmas holidays. The Rockingham
Graded school had 144 cases, enrollment 382, 49 have not had measles.
The Great Falls school in Rockingham had 32 cases of measles in the
past year out of an enrollment of 111 with 11 who have never had measles.
Out of the entire Hamlet school system with a total enrollment of 1769,
we had 183 cases of measles during this school year, and we still have
198 to get measles. Rohanen School, the largest in the county with total

enrollment of over 700, had very few cases, simply because they had
practically all had it. This school is located in a very populous mill village
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just outside of Rockingham city limits, and we had plenty of measles

among the preschool children in that village. The same was true of prac-

tically all the other schools in mill village. The average child in a cotton

mill village has every thing before he is five years old except attention.

In the February issue of the Journal of Public Health and the

Nation's Health, Ruhland and Silverman of Syracuse state that the ulti-

mate conquest of measles is dependent upon the development of an
immunization procedure similar to that employed against diphtheria and
scarlet fever. Quarantine, according to numbers of authorities is almost

valueless. The use of convalescent immune serum, or whole blood and
parental blood has proven a very useful prophylaxis in many places. We
have not used it in Richmond County because we have been unable so

far to get anyone to use it on.

We assembled all the data we could get on whole blood, convalescent

serum, Tunnicliff's immune goat serum and others. This was boiled down
to one typewritten page, mimeographed and mailed to the doctors in

Richmond County. The next step will be persuasion of parents to permit

its use. The widespread use of prophylactic serums for measles will be

retarded like all other were, but eventually it will come into its own.

DISCUSSION

Dr. E. R. Hardin, Lumberton: We have had so many facts about

measles I almost hesitate to say anything about it. Recent reports on the

use of the convalescent serum in measles appear to be rather favorable. I

read an article recently by Dr. Rowen Freeman, of New York, and he

stated the New York Board of Health is attempting to get serum in every

case of measles, I think over fourteen years old. They have been pretty

successful so far in collecting specimens and while it hadn't been used

very extensively, they have gotten pretty good results so far. Of course,

the convalescent human serum is impractical on any large scale and there

will necessarily have to be some plan worked out of getting serum from

animals if we ever do much by immunizing for measles. I think it would

be in our sphere to advocate the use of convalescent serum in right young
children—in very young children and in children who have been debili-

tated from any cause and probably couldn't go through an attack of

measles. In other words, I think that we ought to do a little more educa-

tion and a little more publicity along that line. Let people know there is

such a thing.

For instance, I know of a case recently in our town where the child

had gone through a long siege of empyena and the measles got into this

home and I advised those people to have that child immunized if they

could possibly get any serum. They proceeded to 'phone to Wilmington
and everywhere else. I don't think they got any. I think they finally did

use some of the father's blood.

Quite recently I had occasion to get measles in my own home. I have

a baby about eighteen months old. So I got some serum from Dr. Sidbury

and immunized her. She developed a very mild attack of measles on a

short incubation period. Her temperature never went over 100. She was
sick three days and kept playing and going right along, and if she hadn't
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had that temperature of about 100 and a mild rash on her, you wouldn't

have known she was sick at all. I think the convalescent serum certainly

has a practical use in very young children and in children who have been

through a long siege of illness.

As to the control of measles in schools, I am free to admit I have

been rather disillusioned on that. I tried McCreary's plan this year oi

excluding children for the incubation period of two weeks. It seemed to

work very well for a short while and the first thing I knew there were

some children coming down with measles whom the parents stated posi-

tively had had measles. We had several cases of that kind and, of course,

that caused reinfection in the school, and it went right on. Practically all

of them had it.

We had one experience before last December that seemed to work out

all right; in this particular instance there were two children in a home,

in two different grades of the school, who came down with measles. We
excluded all the contacts in those two different grades for the incubation

period and just about the time the incubation period was over, they closed

school for the Christmas holidays, which extended the thing, of course,

and we didn't have any more measles from those exposures.

Outside of that, I don't see that all of our efforts really amounted to

much. My experience in the army with measles was even more disillusion-

ing, if anything. I remember when we had to stand up and examine some-

times two battalions a day. They had all sorts of regulations that we had

to go by. These men had to^be examined every day. The measles had

gotten among them. We had to pick out all the suspects. I got to be

pretty expert on picking out men with Koplik's spots, and after a while

that didn't suit them. The measles traveled a little too fast and they

said, "We must get them out before that time." So we stuck up a row or

two of tents and picked them out the first time they coughed, or showed

the least bit of cough. Of course, we kept those tents full all the time, and

most of the men stuck out there developed measles. Some didn't but the

measles traveled right on, and finally they all got exasperated and sent

them overseas in spite of the fact the measles were among them. They had

measles on shipboard, I suppose, all the way over.

That is my experience with measles. Most of our control measures

don't amount to much.

Dr. D. G. Caldwell, Concord: Mr. President, I will say I don't

understand why I was selected to discuss this paper, unless it was because

we had more measles in Cabarrus County than any other county. We have

been talking a good bit today about education of parents. It seems to me
that this line would apply here where measles is concerned. If we could

educate the parents to realize the danger, the complications of measles,

and get them to keep the children in and prevent them from being exposed

to measles, especially the young children of preschool age, we would be

doing a great thing. I know we have parents in our county who took

children out and exposed them purposely to measles. They had the old-

time idea that a child had to have measles and the quicker it was over,

the better. They didn't realize or think about the serious consequences

which might follow measles. It seems to me that if we would concentrate
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on preschool children, we would reduce the mortality from measles,

especially in children under three years of age. I was reading an article

not long ago in a public health magazine. In Boston, I believe it is, they
have concentrated on children under three years of age and have been able

to reduce the incidence of measles and also the mortality. They say that

after three years of age, the mortality is not nearly so high.

Another thing I would like to say is this, and I have noticed it in my
county: One reason I believe that measles spreads so fast, as Dr. Mc-
Creary said, is I guess they preferred an accurate diagnosis. We had
numbers and numbers of cases where the people claimed their children

had measles five and six times and came in and told about the family doc-

tor having diagnosed it three or four times. The doctor himself came in

once or twice and admitted he had probably made a mistake the first time,

that it was either intestinal rash or something else. It looks to me when a

practicing doctor slips up like that and a child is supposed to have had
measles and goes to school and goes through the period of incubation, he

exposes all the other children in the school and the doctor is to blame
there—the practicing physician. I don't want to criticize the practicing

physicians too much, but some of them are rather lax in reporting cases.

I expect there are doctors in every county who don't report all cases.

I have had to write several letters threatening to indict some of them. We
have to use some tact and diplomacy there because they can always get

around it and say they are not sure of the diagnosis. I think if the doctor

would exercise a little more care in reporting the cases, reporting them
early so we can give quarantine and isolate all the contacts, he would be

doing a good thing.

As far as measles serum goes, I don't know much about it. We used
it in the municipal hospital in Philadelphia when I was up there some
years ago, and had very good results.

President Hamilton: Is there any other discussion? There are a

few words I should like to say in connection with the measles epidemic
and the control of measles. I was fortunate enough to hear Dr. Ruhland
read his paper at the meeting of the Public Health Association. While it

was still fresh in my mind, I had the first evidence of an outbreak of

measles. One of the things that Dr. Ruhland emphasized was the distinct

tendency towards periodicity in measles. The fact is that every three years

we would have a wave of measles.

I think it is a good idea for any health officer to watch his morbidity

statistics because he can gain some bit of fame as a prophet if he detects

a measles epidemic and announces, "We are going to have a measles epi-

demic and it is going to be a bad epidemic." Then he has saved himself

largely before he is in hot water. If he is a good prophet, he will make his

forecast severe enough so that whatever the results they will be a little

bit better than what he has forecasted.

Of course. Dr. Ruhland's system of collecting the immune serum is

very good, but I think it is only applicable in a large city. What we
attempted to do was conduct a directory of convalescent, adult patients.

We furnished our pediatricians with this list so they could buy the blood
and administer it. A considerable amount of it was given, with very good
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results. Of course, I don't mean it protected them over a long period of

time. I happen to know of four or five patients who developed measles

from four to eight weeks after they had convalescent serum.

The warning to our parents concerning the danger of measles, and the

desirability of giving a child additional care, together with the concentra-

tion of the nursing service on children under three years of age, Avas the

plan upon which we worked. We simply adopted it, took it out of Dr.

Ruhland's scheme. I don't know whether our results were due to that or

due to something else. The fact remains, however, that our deaths in

children under five years of age were actually less during the months of

the measles epideniic than they are normally. They decreased during

the measles epidemic and they increased after the measles epidemic was

over. We had around 2500 cases. I believe that number is sufficient to

indicate that the extra attention the children got during that period had

some relation to the reduction in deaths among children under five years

of age during that period.

The effectiveness of isolation, I think, is adequately demonstrated in

Dr. McCreary's experience. All a person can hope or expect to do m
measles or any disease which is so readily communicable as measles, is

to smooth out the wave, make it last a little longer, because the more rapid

the transfer from one person to the other, the more virulent the virus.

This will decrease the incidence of complications, and allow your medical

and nursing service to function effectively. If you were to put all of the

measles that you would expect to have in one epidemic in a period of four

to six weeks, I am very much under the impression it would overtax your

medical and nursing facilities. So that in your control work the smoothing

out of the wave of" the epidemic makes possible your being able to take

care of your patients, and I think that isolation is justifiable on that

ground. Although I think it is of great help to us, I should not be willing

to admit or claim we would have fewer cases with isolation than we would

have if we let them go.

Dr. B. Franklin Royer, New York City: There is just one phase

of work I have been connected with on which I can make any contribution.

Recently, as the biennial epidemic was due in New York City, the

Academy of Medicine, the Public Health Association of the City of New
York, and the Department of Health, joined in broadcasting information

to the public and arranged for a series of radio talks on measles. May be

they thought the radio might in some way add a sedative to the atmos-

phere and lower the droplets of infected sputum below breathing height

or ankle height. At any rate, I was asked to talk on care in measles. The

broadcasting took place on WJZ. I accepted on the spur of the moment,

and then wondered what to say.

I happened to have had a pretty large experience with measles some

twenty-five years ago, when I began public health work. We knew exactly

as much about its prevention then as we do now, except about use of

immune serum. My experience in the care of measles came in a large

hospital ward for children, in the contagious disease hospital in Phila-

delphia.
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We went through the experience of admitting youngsters without

known exposure to measles and while in the ward watched them for the

first Koplik spots. As a speaker pointed out, you would occasionally get

a child early and isolate him five days before the eruption appeared.

Usually you got them in three days. That doesn't help very much; the

damage is already done.

I thought, however, I had a lesson that might be worth broadcasting.

You all know, when you get the seriously under-nourished child, the

danger of active inflammation of the eye and the danger of ulceration of

the cornea and loss of the eye. We had been obliged to take out two or

three eyes in children.

Yoji are all familiar with the old grandmother notion of putting a child

with measles in a dark room. I presume that is practiced here as it is

practiced pretty generally throughout the United States. It is the custom

of grandmothers to darken the room, and doctors, I think, often accept

this method and give treatment as desirable.

It seemed to me there was a pretty good bacteriological reason why
darkening the room should not be done. So I conferred first with Dr.

Derby in Boston, whom I happened to see while I was preparing the

radio talk. He agreed it was undesirable for the child to be kept in the

dark. I conferred with two or three other of the ophthalmologists on our

directorate and subsequently conferred with several bacteriologists, in-

cluding Park of New York and Rosenberger of Philadelphia, to see if a

fairly rational bacteriological reason for keeping the child in a light room
could be established. My understanding was that the eye infections caus-

ing the tragedies of the eyes in many children are usually due either to

the pneumococcus or the streptococcus, and if we accept the green strep-

tococcus as the causative factor in measles, perhaps that particular

organisms can be included. As you all know, both the streptococcus and
the pneumococcus grow very badly in daylight ; in culture they quickly

die on a window sill in an extremely bright light and almost immediately

in the sunlight. When you desire good incubator growth, you put the

culture in the dark part of the incubator.

It seemed to me rational to suggest as a method of procedure in eye

care in measles that the window shades should not be drawn, that the

child should be kept in full daylight. One had to think of the possible

photophobia early in measles, and it was a question of explaining how to

adjust the child's bed or cot to daylight so he would not get excessive

glare. That was merely the suggesting of a position of the bed or cot so

the head of it was toward the window to prevent the child receiving

directly the bright glare of the window.

While preparing the talk, I looked up what the latest teachings seemed
to be by the various pediatricians, finding all were suggesting plenty of

fresh air to protect the lungs but only one or two gave any hint concern-

ing keeping the room light.

On these lines the radio talk was given, with the bacteriological

explanation that in protecting the eyes in measles, it was not only desira-

ble, but absolutely essential that the child be kept in bright light. It was
urged that probably it was not only a great advantage to the eyes of the
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little sufferer, but would favor the pulmonary conditions if the room were

kept light—favor the pulmonary conditions largely because of better

ventilation and fresh air, and would spare eye tragedies, because of mak-
ing the eye an unfavorable place for an organism to grow that was not

well adapted to bright light.

To my surprise, after the radio talk had been given and filled, and a

carbon copy sent to Dr. Morris Fishbein, he wrote me the other day that

it was accepted for Hygeia and will be published in a number coming out

shortly. (Applause.)

Dr. Armstrong: Mr. President, pardon me for getting up again. I

think, Dr. Royer, we are somewhat accustomed to not putting our measles

patients in a dark room, but rather we have allowed the patient, the child

who was old enough to know what he was about, to dictate what he should

have, in other words, to say when he was comfortable. Do you advocate

more light than that, or advocate allowing the child to have as much light

as he can stand comfortably.'' I would like to know that.

Dr. Royer: I think it is entirely possible to so manipulate the bed,

without drawing the shades, that the child can be made comfortable. If

you allow the child to decide that—and there are many bedrooms where
the bed is so placed that the light strikes the child directly—he will com-
plain of light. By manipulating the bed instead of the shade, you get all

the comfort desirable and all the advantages.

Dr. Armstrong: If he were not comfortable, would you suggest let-

ting him be uncomfortable?

Dr. Royer: I don't believe that question will arise. I have treated

hundreds of cases in open wards without drawing the shades, and I

haven't found that is a question of very much moment. I think it is a

grandmother notion. Usually the doctor will find the shades already drawn
and he will hardly have enough light to examine the youngster. It is a

thing that doctors have acquiesced in rather than urged.

Dr. Armstrong: It might not arrive in hospital practice, but it arrives

very acutely in home practice.

President Hamilton: Any other discussion? If not, I will ask Dr.
McCreary to close the discussion.

Dr. a. B. McCreary, Rockingham: One rather funny thing we ran
up against down there in diagnosis was this : In one family where they

had had some cases of measles, a child broke out with what looked like

scarlet fever, and we withheld the diagnosis because we thought it ought
to have measles and not scarlet fever. (Laughter). The scarlet erythema
did clear up and it turned out to be measles. After knocking the rust off a

few textbooks around there, I think in Shamburg we found a description

of erythema desquamativum. That is described as coming along with the

prodromal stage of measles. I wonder if anybody else ran into that thing.

I will close my paper very much like I started it—abruptly.
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REPORT OF COMMITTEE ON CONTROL OF DYSENTERY
AMONG INFANTS

The Committee begs to submit the following report:

While it is recognized that babies often have diarrhea from causes

other than infection with the dysentery organism, it is generally recog-

nized that most deaths from what is ordinarily classed as diarrhea and
enteritis, are really due to an infection by an organism belonging to the

dysentery group. These organisms are spread in essentially the same man-
ner as typhoid fever. To control the spread of this infection the following

precautions should be observed:

a. All babies should be protected from flies, and should not be al-

lowed to use any food which may have been contaminated by flies.

b. Babies should be given only boiled water.

c. All containers such as bottles, nipples, spoons, etc., used in pre-

paring and serving the baby's food should be sterilized before

each use.

d. All milk used by the baby should be obtained from a clean source

and should be boiled or pasteurized.

e. The hands of the person who prepares the baby's food should be

thoroughly clean.

f. The bowel movements of any baby having diarrhea should be

disinfected in the same manner as if the patient had typhoid

fever. All bath water should be cared for in the same way, and
the napkins should be kept covered until boiled.

g. Protect the baby from any adult who has diarrhea and for sev-

eral days afterward.

It is realized that babies who have been fed properly are more resis-

tent to dysentery infection than those who are weak from improper feed-

ing, and it is, therefore, advised that:

a. Every effort should be made to keep the baby on the mother's

breast until it is at least eight months old. Even a small quantity

of mother's milk may be sufficient to save its life.

b. Every bottle fed baby should be kept under the constant care of

a physician and should be given only such food as he directs. It

is important that the physician be consulted frequently during the

second year.

The use of a mixed dysentery vaccine appears to offer some hope as

a preventative for dysentery. This method should be investigated thor-

oughly, and it is hoped that it may prove satisfactory.

If the baby develops diarrhea a physician should be called at once.

Respectfully submitted,

H. A. Taylor.

President Hudson : A five-minute talk to a group of school children

on typhoid vaccination by Dr. R. L. Carlton.

Dr. R. L. Carlton: Mr. President, it would take a wilder stretch of

imagination to imagine this group a bunch of school children than farmers,

so I propose to read mine.
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TYPHOID VACCINATION

A FIVE MINUTE TALK TO SIXTH GRADE
SCHOOL CHILDREN

By Dr. R. L. Carlton, Winston-Salem.

Good morning boys and girls. What grade is this? A sixth grade.''

Fine. Your ages are about 12 aren't they? How many students in this

grade ? 40 ?

Do you know what typhoid fever is ? I see from the number of hands

raised that most of you do.

Has any one here had a case of typhoid in his own home? You have

Johnny Smith ? Who had typhoid at your house ? Oh, your big brother had
the disease and was sick you say about five weeks and the doctor who
treated him said your brother had typhoid? Well that sounds like typhoid

to be sure. Did any other member of your family have typhoid? They
did not? What was done to keep the other members of the family from
developing the disease too? Oh, you were all vaccinated against it by your
family doctor? That was fine—and how long ago was that—about five or

six years? And have you been vaccinated since then? You have not? Well
that's too bad for you do not now get any protection from the vaccination

received five years ago. How many others in the class have been vacci-

nated against typhoid? I see about 25 hands raised. How many have

been vaccinated within the last two years? I see only about 10 hands
raised.

You all know something about typhoid fever, I am sure, that it is

a long drawn out very serious illness—the patient being prostrated by
great weakness, fever, loss of appetite, various complications and slow

recovery. You know that it is one of the diseases which can be passed
along from sick person to well individual. It is caused by a germ found
in the discharges of a typhoid patient and is very easily carried to those

who are well by contaminated hands, by flies, by infected water, milk and
other contaminated food supplies.

We ought always to very carefully see that the discharges of a typhoid

patient are thoroughly destroyed by a disinfectant and either placed in a

sanitary sewer or buried so that flies can not at any time have access to

them and so carry the germs to others. In the case of Johnny Smith whose
brother had typhoid I happen to know that he lived on Route 5 at that

time and there was a family who had two or three cases of typhoid not

far away. There was no sewer, their privy was not sanitary and flies

certainly carried the germs to Johnny's house.

,

Sometimes the water supply becomes contaminated. This is frequently

I true where wells are used to furnish drinking water. If wells or springs

are so located that surface waters run into them they are nearly always
contaminated and are a source of danger. Often the water supply where
we spend our vacation is not free from contamination. The water is some
clear sparkling mountain stream near where you may have a Scout camp
next summer may be very attractive and at the same time be very
dangerous.
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Sometimes the germs of typhoid may be passed along in the milk
supply. If some one at the dairy farm is helping to attend a patient ill

with typhoid and is not scrupulously careful about washing his hands he

may contaminate the milk. Or some one who works with the milk may be

a typhoid carrier—that is, he has recovered from an attack of the disease

but still has the germs in his body though not sick himself now and is a

continual source of danger to others if he handles milk or other foods.

So, it is very important that much attention be paid to cleanliness,

that we be sure of the purity of our water and milk supplies, that our

hands are clean and that everything that goes into the mouth is clean and
that flies are not allowed bring typhoid to us.

These things are all of great value but we may get typhoid in spite of

all our cleanliness and hygienic measures. And we must not think that

because we are apparently in good health now that we will not develop

typhoid fever if the germs are allowed to enter our body.

You may go away for a visit or a vacation and you may not know just

how safe the water and milk are, and you will have no way of knowing
whether the person who handles your food is a carrier of typhoid.

So the most important thing for you every one to do is to protect

yourselves against this disease by being vaccinated against it. You have

all heard of vaccination. Some of you have had it. It has been proven
over and over that vaccination against typhoid does protect you. The
treatments are not painful, any physician or your health officer will

gladly administer them for you. Three doses, given hypodermically, are

necessary. They should be taken at intervals of one week.

Will you not every one take this protective treatment? Please do not

for a moment reach the conclusion that because typhoid does not occur

so frequently as it did a few years ago that it is any less dangerous a

disease. It is being largely controlled by improved sanitation and by
vaccination against it but it nevertheless causes many deaths every year.

Any questions ? Bob Jones wants to know why one has to take the

treatments again when he had it four years ago? Because the protection

lasts only about two years—therefore the treatments should be taken

every third year.

May I say to you boys and girls that you owe yourselves and your
families the best there is in you. You can't afford to be sick. It must be

a matter of school pride to have good attendance and to have a class with

little or no sickness. Let it be a matter of school and civic pride to stay

well in so far as within your power lies.

How many wish to be vaccinated against typhoid? Count the hands
Johnny Jones—40 you say?

Fine. That's cooperation.

President Hudson: A five-minute talk to a supposed civic club by
Dr. J. Roy Hege.

Dr. J. Roy Hege: Since I belong to the Kiwanis Club, I guess I

will speak to them.

Fellow Kiwanians, there are two ways of combatting typhoid fever;

one is by vaccination, and the other is by sanitation. The disease is pro-
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duced by a bacteria that infects the intestinal tract and causes the dis-

ease. It lasts over a period of about four weeks. The army proved a good
many years ago that vaccination was a success in that the entire army was
vaccinated and very few or no cases of typhoid fever developed. This

has proven without any question that three doses of typhoid vaccine Avill

produce immunity to this disease.

The other method of combating typhoid fever is through sanitation.

Here in the city we have the sewers to dispose of the excrement and
waste from the body. Out in the country we have to resort to sanitary

privies. The modern sewers dispose of the sewage in such a way that there

is no danger coming from that.

This is just a little introduction to a little history of typhoid in

epidemic form. We do not have epidemics any more, but back in the days
of epidemics, you will find something like this : American public health is

built on the foundation of epidemics. In the mid-nineteenth century, no
city was free from the fear of typhoid fever, yellow fever, smallpox,

cholera and dreaded ship's disease, brought in by hordes of immigrants.

Typhoid fever differentiated from typhus, was reaping a harvest in our

growing cities. Scarlet fever, a virulent disease, appeared in waves and
was a great terror of mothers until the worst came in the form of diph-

theria in the late fifties. In the early years special boards or committees
were organized to cope with the outbreak after it was upon them, and they
did splendid work, though often ineffective because too late. Far-seeing

citizens began to realize in fighting fire, so in fighting disease, it is

necessary to be ready at the first alarm. The emergency boards of health

became permanent and there was gradually grown up our organized public

health service, national, state and local.

The terror inspired by the great epidemics of the nineteenth century
has vanished. Even the health workers have forgotten cholera once

caused a death rate of 140 per 100,000 population in New Orleans and
stopped all business in New York; that yellow fever brought commerce
to a standstill and depopulated large cities ; that typhoid fever caused
a mortality in one year in Chicago of 175 per 100,000 population, and
that diphtheria death rates of over 300 were not unknown.

In the seventies of the nineteenth century, as on many previous

occasions, smallpox ravaged our cities and towns, paralyzed business

and wasted millions of dollars.

That things are better now is due almost entirely to official health

work. There were then no foundations to combat cholera, no typhoid
fever associations, no anti-smallpox societies, though there was an organi-

zation of anti-vaccinationists to hamper the health officials in their work.
Just as rapidly as science has shown the way, official health workers
have followed. It is true that scarlet fever and diphtheria still prevail, but
do not kill as formerly. The phenomenal decrease in diphtheria and
typhoid fever is due in a large measure to the efforts of health officials

in encouraging the use of antitoxin in securing the immunization of chil-

dren against diphtheria and typhoid. State and local health officers

have shown the need for the protection of water supplies and have indi-
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cated how this may be secured. They have shown the necessity for proper
excretory disposal, not only for cities and villages, but for every farm in

the land. It is almost entirely due to such efforts that typhoid fever is a

vanishing disease. (Applause).

President Hudson : Is there any further business to come before

the organization.^

President Hudson : I declare the Eighteenth Annual Session of the

North Carolina Public Health Association adjourned.

The meeting adjourned at eleven o'clock.

NORTH CAROLINA DIVISION
AMERICAN SOCIETY FOR THE CONTROL OF CANCER

The organization meeting was held on Monday, April 30, 1928, at two

p. m., in the ladies' card room of the Carolina Hotel, Pinehurst, N. C.

Dr. Charles O'H. Laughinghouse, State Health Officer, acted as

chairman pro tern.

Chairman Laughinghouse stated that the purpose of the meeting is

to undertake to organize the North Carolina Division of the American
Society for the Control of Cancer. He asked Dr. H. H. Bass, State

Chairman of the American Society for the Control of Cancer, Durham,
N. C, to explain the purposes of the organization.

Dr. H. H. Bass stated that the work of the American Society for the

Control of Cancer is largely among the laity, although it is also carrying

on some research work; that the states in which the work is best organ-

ized have an executive committee and an advisory council, the executive

council supervising the business end of the work. He stated that no money
is available at present, none of the appropriations for health work in

North Carolina being available for work for the control of cancer, and
the American Society for the Control of Cancer having no funds for

state work. The life insurance companies, however (the Metropolitan,

Pilot, Jefferson Standard, and others), AVill help by spreading propaganda
when the work is once organized.

The following officers were elected:

State Chairman—Dr. H. H. Bass, Durham.

President Executive Committee—Dr. Charles O'H. Laughinghouse,
State Health Officer, Raleigh.

Vice-President—Dr. L. A. Crowell, Lincolnton.

Secretary-Treasurer—Dr. A. C. Bulla, Raleigh.

On request of Dr. Bass, every health officer in North Carolina was
made a member of the Executive Committee.

The following were elected as members of the Executive Committee:

Dr. W. C. Davison, Dean Duke University Medical School, Durham.

Dr. W. S. Rankin, Director, Hospital and Orphan Section, Duke
Endowment, Charlotte.

Dr. Wm. deB. MacNider, Kenan Professor of Pharmacology, Uni-
versity of North Carolina, Chapel Hill.
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Dr. Thurman Kitchin, Dean, Wake Forest College School of Medi-

cine, Wake Forest.

Dr. John W. MacConnell, Davidson.

Dr. Isaac H. Manning, Dean, Medical Department, University of

North Carolina, Chapel Hill.

Dr. L. B. McBrayer, Secretary-Treasurer, Medical Society of the

State of North Carolina, Southern Pines.

Dr. E. Delia Dixon Carroll, Raleigh.

Dr. Anna M. Gove, Greensboro.

Dr. John MacRae, Asheville.

Dr. Marjory Lord, Asheville.

Dr. W. D. James, Hamlet.

Dr. Ivey, Goldsboro.

Dr. L. S. Booker, Durham.

Dr. F. R. Taylor, High Point.

Dr. Bass stated that the Advisory Council will help in a general way

to carry on health examinations, etc., and requested permission to enroll

in the Advisory Council all physicians who are interested. This permission

was granted.

Dr. Laughinghouse appealed to the public health officers and public

health nurses to do everything in their power to enlist the personal and

enthusiastic interest of all the doctors with whom they come in contact.

Dr. F. R. Taylor moved that all who have not been placed on the

special executive committee volunteer to cooperate and serve in every way

possible with the state committee for cancer control, especially in an

effort to popularize periodic health examinations. This motion was sec-

onded and carried.

Dr. Bass asked that the Council meet with him before the adjourn-

ment of the meeting of the State Medical Society, in order to discuss

plans for starting the work.

The meeting then adjourned.
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